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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 
This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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First  Meeting 
HOUSE  OF  DELEGATES 

The  first  meeting  of  the  House  of  Delegates 
was  called  to  order  at  1:05  P.M.  by  Speaker 
Amail  Chudy.  Invocation  was  by  '\Vk  Payton 
Kolb. 

rite  Executive  Vice  President,  Mr.  Schaefer, 
calletl  the  roll  of  delegates.  The  following  dele- 
gates, officers,  and  members  seated  as  delegates 
by  action  of  the  House  were  present: 

.\RK.\XS.\S,  R.  1 1.  Whitehead:  ASHLEY, 
Donald  d’oon;  BAX'EER,  John  F.  Guentlmer; 
BOOXE,  Mahlon  Maris;  BRADLEY,  George  E. 
Wynne;  CLARK,  R.  Jerry  Mann;  CLEBURNE, 
\Villiam  M.  ^VTlls;  COLUMBIA,  C.  L.  Weber; 
CRAIGHE.VD-POINSE  E L,  James  ^\'.  Sanders, 
Joseph  \Vilson:  CR.UVEORD,  E.  E.  Shearer; 
CRITTENDEN,  Milton  Dcneke;  DESHA,  How- 
ard Harris;  DREW,  John  P.  Price,  J.  J.  Magie: 
GARL.-VXD,  Robert  Hill,  John  Brunner,  Frank 
Burton;  GREEN  E-CLAY,  Larry  Lawson; 
EIEMP, STEAD,  Jim  McKen/ie;  INDEPEND- 
ENCE, Jim  E.  Eytle;  JEFFERSON,  C.  M.  Rit- 
telmeyer;  JOFINSON,  Boyce  West;  LAE.\Y- 
E'FTE,  Robert  C.  Patton;  LA\VRENCE, 
Ralph  Joseph;  LEE,  D.  ^V.  Cray;  MILLER, 
Donald  Duncan;  MISSISSIPPI,  M.  J. 
Osborne;  MONROE,  N.  C.  David; 
OUACHITA,  Cal  Sanders;  POPE.  James  Kolli, 
Joe  Lyford;  PliLASKI,  Edgar  Easley,  Raymond 
Biondo,  Curry  Bradburn,  James  'Weber,  Paul 
Cornell,  Frank  ^VTsterfield,  Robert  Dickins, 
Ashley  Ross,  \Vinston  Shorey,  Philip  Deer,  David 
Newbern,  Harold  Purdy,  George  Mitchell, 


Harold  Hutson,  Ray  Jouett,  I homas  Bruce,  Joe 
Norton,  Purcell  Smith;  SALINE,  Helen  Roun- 
tree: SEBASTIAN,  Carl  Williams,  Ken  Lilly,  W. 
P.  Phillips,  Kenial  Kutait,  Hugh  Lewing,  Carl 
Wilson;  SI.  FRANCIS,  E.  Morgan  Collins; 
UNION,  Cieorge  VC.  ^Vkarren,  Wayne  Elliott; 
VAN  BIJREN,  John  A.  Flail;  WASFIINGTON, 
E.  Mitchell  Singleton,  James  D.  Mashburn; 
\ ELL,  James  Maupin;  COUNCII.ORS,  Eldon 
Eairley,  John  Kirkley,  Paul  Gray,  John  Bell, 
L.  J.  Pat  Bell,  Ered  C.  Inman,  Raymond  Irwin, 
John  P.  Burge,  J.  B.  Jameson,  John  H.  Moore, 
Kai  Iton  Kemp,  C.  Lynn  Harris,  Robert  E.  .Mc- 
Crary, (antis  B.  Clark,  VC.  Payton  Roll),  Wil- 
liam S.  On  , Jr.,  Henry  V.  Kirby,  Morriss  Henry, 
C.  C.  Long,  .\.  S.  Koenig:  PRESIDENT  Ben 
Salt/imin;  PRESIDEN  T -ELEC  F F.  E.  Town- 
send; FIRS'F  VICE  PRESIDENT  C.  Thomas 
Jansen:  SPEAKER  Amail  Chudy;  VICE  SPEAK- 
ER Chailes  F.  Wilkins,  Jr.;  SECRETARY  Elvin 
Sludfleld;  FRE.VSURER  Kenneth  R.  Duzan; 
P.AS'F  PRESIDEN  FS  Joe  Wiser,  C.  Lewis  Hyatt, 
L.  .V.  VVhiittaker,  Josejili  Norton,  H.  VC.  d’homas, 
Ross  Fowler,  J;ick  Kennedy,  Robert  AVhatson,  and 
John  Whiod. 

Ken  Lilly,  James  Welter,  and  Paul  Cornell 
served  as  the  credentials  cermmittec  for  the 
House.  Janies  'Weber  reported  for  the  House 
that  a cpiorum  was  present. 

\'ice  Speaker  Charles  \Valkins  welcomed  the 
newly-chartered  component  society  — the  Yell 
Cotinty  Medical  Society. 

Witli  Vice  Speaker  Whlkins  presiding,  the 
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Mr.  Rol)  Slioptaw,  George  Mitchell,  Mr.  Herkic  (iarcliier,  and  Mr.  Bill  I’resson  were  some  of  the  Blue  Cross-Blue  Siiield  people 
at  tlie  cocktail  part\  which  Blue  Cross-Blue  .Shield  hosted  for  the  Society  on  Monday  cyening. 


House  approvetl  iiiimites  of  the  hStli  Annual 
Session  as  puljlislied  in  tlie  June  1974  issue  of 
tlie  fournal  ol  the  Arkansas  Medical  Society. 

riie  House  also  approved  the  minutes  of  the 
House  of  Delegates  meeting  held  November  24. 
1974,  iis  published  in  the  January  1975  Journal. 

Speaker  Clhiuly  introduced  the  student  repre- 
sentatives present:  Hharles  ^^abry  of  the  Senior 
(dass;  Ciary  Barger  and  Bill  Dudding  of  the 
Junior  Cdass. 

Mrs.  Howard  Liljestrand,  President  of  the 
Woman's  .Auxiliary  to  the  .American  Medical 
.\s,sociation,  was  introduced  by  Sjreaker  Chudy. 
.Ml  s.  l.iljestrand  spoke  briefly  regarding  activi- 
ties of  the  .Auxiliary. 

Speaker  Cihudy  also  introduced  to  the  House 
the  current  President  of  the  Woman’s  Auxiliary 
to  the  .\rkansas  Medical  Society,  Mrs.  Curry 
Bradburn  of  Little  Rock. 

Sjreaker  Chudy  called  on  Society  President  Ben 
Saltzman  to  introduce  the  President-elect  of  the 
.American  Medical  .Association,  Max  Parrott  of 
Portland,  Oregon.  Dr.  Saltzman  and  Dr.  Parrott 
were  clas.smates  at  the  University  of  Oregon 
School  of  Medicine.  Dr.  Parrott  addressed  the 


House  regarding  malpractice  insurance,  govern- 
ment encroachment  on  the  practice  of  medicine, 
and  the  intramural  problems  of  the  .American 
Medical  .Association. 

Ben  N.  Saltzman  made  his  “President’s  .Ad- 
dress" to  the  House.  The  address,  entitled  “The 
Year  4 hat  Whis,"  appears  elsewhere  in  this  issue 
of  the  Journal. 

Dr.  Saltzman  presented  a check  to  the  Univer- 
sity of  .Arkansas  School  of  Medicine  on  behalf 
of  the  American  Medical  .Association’s  Educa- 
tion and  Research  Foundation.  The  check  pre- 
sented to  Dean  Thomas  A.  Bruce  was  in  the 
amount  of  $8,979.  Dr.  Saltzman  gave  special 
recognition  to  the  Woman’s  Auxiliary  for  their 
efforts  in  raising  funds  for  .AMA-ERF. 

T.  E.  Townsend  introduced  a special  guest, 
Nym  L.  Barker  of  Paris,  Texas,  president-elect 
of  the  Texas  Medical  Association. 

Speaker  Uhiidy  called  for  reports  from  com- 
mittees, either  as  supplements  to  published  re- 
ports or  additional  reports. 

John  P.  Wood,  chairman  of  the  Sub-Commit- 
tee on  Liaison  with  Vocational  Rehabilitation, 
reported  on  activities  of  his  committee.  He  re- 
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ported  that  tlie  committee  Iiad  met  with  repre- 
sentatives ol  the  ReIial)ilitation  Services  about 
ten  days  ago  at  their  recpiest.  I’lie  Relial)ilita- 
tion  Services  is  again  shot  t ol  limds  in  the  last 
months  ol  tlieir  fiscal  yeai.  d he  Reliahilitation 
Service  cites  the  increasing  lees  chaiged  by  physi- 
cians under  the  “reasonable  and  customary”  pay- 
ment arrangements  as  one  of  the  reasons  for  the 
present  financial  situation.  The  Rehabilitation 
Service  asked  that  a maximum  limit  he  set  on 
fees  to  provide  the  maximum  mmd)er  of  services 
to  the  handicapjX'd  people  of  the  state.  Dr. 
Wood  reported  that  his  committee  approved 
setting  a maximum  fee  schednle  based  on  the 
California  Relative  Value  Scale  and  that  the  Re- 
habilitation Service  anticipates  implementation 
of  the  change  within  the  next  six  months,  d’he 
Rehabilitation  Service  does  not  have  fnncls  at 
present  and  funds  for  .services  will  not  be  avail- 
able until  July. 

In  introducing  the  chairman  of  the  Legislative 
Committee  for  his  rejxnt,  Speaker  Chudy  made 
the  following  remarks: 

“Ladies  and  Gentlemen,  I think  the  word 
‘thanks'  is  u.sed  very  frecpiently  in  our  vernacular 
and  many  times  when  we  say  thanks  it  is  a little 
bit  superfluous.  Perhaps  it  comes  off  the  top 
of  the  hat  or  just  a mere  wxiy  of  being  a lady  or 
a gentleman.  We  in  this  Society  are  extremely 
grateful  and  I think  each  and  every  one  of  us 
stands  with  a lot  of  praise  and  admiration  for 
the  man  that  I will  intrcxluce  next.  How  does 
he  find  the  time?  If  you  have  never  seen  him 
work,  you  have  missed  something.  I have  never 
seen  such  a gentleman  w'ork,  hold  his  ground, 
and  accomplish  what  he  .sets  out  to  do.  It  is 
indeed  a great  pleasure  that  I ask  Elvin  Shuffield 
to  stand  and  give  us  a rejjort  of  the  Legislative 
Committee.”  Dr.  Shuffield  received  a rousing 
ovation  fr{)m  the  members  of  the  House.  Lhe 
report  of  the  committee  follows  the  minutes  of 
this  meeting  of  the  Hoirse;  it  was  referred  to 
Reference  Committee  Number  Two  for  con- 
sideration. 

Speaker  Cliiuly  expres.sed  thanks  to  the  So- 
ciety's legislative  counsel,  Mr.  khigene  Warren, 
for  the  excellent  work  that  he  does  on  behalf  of 
the  Society.  The  Hou.se  gave  Mr.  Warren  a 
standing  ovation. 

Speaker  Chudy  introduced  his  daughter, 
Amelia,  who  w'as  attending  tlie  House  to  have  a 


j.  \V.  Morris,  McCror>.  was  lionorcci  hy  the  Fifty  Year  Clul). 
Dr.  Morris  is  lUO  years  of  age. 


better  understanding  of  the  position  held  by  her 
father. 

Speaker  Chudy  called  the  attention  of  mem- 
bers of  the  House  to  the  resolution  from  Tnion 
County  Medical  Society  which  had  been  dis- 
tributed and  advised  that  the  resolution  had 
been  refeired  to  Reference  Committee  Number 
One. 

Sjreaker  Chudy  announced  open  hearings  of 
the  reference  committees  and  urged  members  to 
attend  the  hearings  to  participate  in  the  dis- 
cu.ssion  of  the  various  items  of  business. 

Vacancies  on  the  State  Board  of  Health  and 
the  State  Medical  Board  were  announced  by 
Speaker  Cluidy  and  members  from  the  districts 
concerned  w'ere  urged  to  attend  meetings  to  .select 
nominees  for  the  various  vacancies. 

Meetings  were  held  on  the  floor  to  .select  tlis- 
trict  representatives  to  the  Nominating  Commit- 
tee. Selected  were  M.  J.  Osborne,  Jim  Lytle, 
Morgan  Collins,  John  P.  Burge,  John  H.  Moore, 
Donald  Duncan,  Robert  McCraiy,  Cuiry  Biad- 
burn,  Ross  Fowler,  and  Ken  Lilly. 

d'he  first  meeting  of  the  House  adjourned  at 
2:, 50  P.M. 
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The  Centennial  Parade 


T-Steppcrs  from  the  Hot  Springs  High  School  Band  carried  ilic  Society  banner  for 
the  parade. 


G.  Allen  Robinson,  Secretary  of  tlic  Fifty  Year  Club,  W.  A.  Hudson,  and  J.  \V. 
Morris  (ulio  is  100)  rode  in  aiUique  cars  in  tire  parade. 


C.  C.  Long,  Chairman  of  the  Council,  was  one  of  the  participants  in  the  parade. 
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The  Centennial  Parade 


Nfax  Parrott  of  Portland.  Oregon,  President-elect  of  the  American 
Medical  Association,  was  a guest  of  the  Society  during  the  meeting 
and  rode  in  the  Centennial  Parade. 
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THE  YEAR  THAT  WAS,  1974-75 

ADDRESS  OF  THE  PRESIDENT 

Ben  N.  Saltzman,  Little  Rock 

"J'his  has  been  an  interesting  and  exciting  year 
lor  me.  From  the  moment  of  my  inangnration 
to  the  present  time,  there  has  ireen  a continuous 
progression  of  events  that  has  been  punctuated 
with  climaxes  and  near  climaxes  that  bespeak 
an  interesting  future  for  my  successor,  Dr.  Tom 
Ed  Townsend. 

Dr.  Max  Parrott,  President-elect  of  the  Ameri- 
can Medical  Association,  and  I were  clas,smates 
at  the  University  of  Oregon  School  of  Medicine. 
Wdien  we  graduated,  I had  no  idea  that  we  would 
.s|>eak  from  the  same  platform  at  the  annual  ses- 
sion of  the  Arkau-sas  Medical  Society.  I thought 
that  he  was  smarter  than  I at  that  time.  He 
proved  it  when  he  was  elected  to  the  highest 
office  in  American  Medicine.  However,  I don’t 
iielieve  that  he  coidd  have  been  any  prouder 
than  1 am  at  this  time  in  the  knowledge  that 
you  would  have  me  as  President  of  the  Arkansas 
Metlical  Society.  I tried  to  keep  out  of  trouble 
as  w'ell  as  I coidd  and  at  the  same  time  represent 
you  in  all  the  things  I was  supposed  to  do. 

When  J took  office,  I assumed  that  most  of 
my  duties  woidd  concern  themselves  with  local, 
county  and  district  medical  society  activities.  I 
w’as  certain  that  I w'ould  be  called  all  over  the 
state  to  speak  to  groups  of  physicians  about  the 
problems  of  organized  medicine.  I even  w^on- 
dered  if  this  would  interfere  wdth  my  practice. 
\'ou  w'on't  believe  this,  but  my  sfreaking  engage- 
ments in  the  counties  totaled  four,  and  the  sub- 
ject matter  dealt  with  my  new'  job.  I think  that 
most  of  you  know'  about  the  job,  but  Ell  tell  you 
anyw’ay. 

One  w'eek  after  my  inauguration,  I flew'  to 
Oklahoma  City  to  attend  the  inauguration  of  the 
President  of  the  Medical  Association  of  Okla- 
homa. While  there,  I sustained  a myocardial 
infarction  w'hich  immediately  took  care  of  all 
future  pilotage.  Fortunately,  this  came  at  a 
time  when  most  medical  activities  were  at  a low' 
ebb.  I didn’t  miss  a single  meeting,  though  my 
practice  w'as  paralyzed  for  three  months.  Ujxtn 
returning  to  work,  I found  that  my  enthusiasm 
for  delivering  babies  and  getting  up  at  all  hours 
of  the  night  for  the  real  and  imagined  emer- 


gencies had  diminished,  although  I still  received 
phone  calls  and  I still  went. 

Dr.  l oin  Bruce,  the  new'  Dean  of  the  School 
of  Medicine,  talked  to  me  during  a meeting  of 
the  ^^edical  School  Loan  and  Grant  Committee 
for  Rural  Practice  and  suggested  that  I might 
be  more  effective  teaching  residents  in  Family 
Practice  than  exposing  myself  to  the  possibility 
of  a recurrence.  He  made  sense.  Now  I am  an 
educator  w'ith  the  title  of  Professor  and  Chair- 
man of  the  Department  of  Family  and  Commun- 
ity Medicine  at  the  University  of  Arkansas  Med- 
ical Center.  The  w'hole  procedure  reminded  me 
of  my  Army  experiences  during  World  War  IF 
Specialties  were  assigned  as  an  act  of  Congress. 
However,  I have  not  regretted  the  change.  Be- 
lieve me,  I can  talk  about  Family  Practice  with 
the  best  of  them.  But  really,  I would  have  liked 
to  talk  about  organized  medicine. 

However,  the  year  was  not  a loss.  I found 
myself  involved  with  every  health  planning 
agency  in  the  state.  Your  president  serves  on  the 
executive  committees  of  the  Regional  Medical 
Program  s Advisory  Group  and  the  Arkansas 
Health  Systems  Foundation.  He  heads  the  Emer- 
gency Medical  Services  Sub-committee  and  serves 
on  the  Medical  Services  Review  Committee  for 
Medicare.  He  also  participates  on  several  sub- 
committees of  the  State  Health  Planning  Agency. 
Because  of  his  position  he  is  asked  to  meet  with 
committees  of  the  Arkansas  State  Nurses  Associa- 
tion, the  Arkansas  Hospital  Association  and 
numerous  committees  of  the  Arkansas  Medical 
Society.  He  is  asked  to  speak  to  many  diverse 
groups,  to  legislators  and  to  civic  organizations. 
At  all  times  he  must  w'alk  a fine  line  on  which 
he  attempts  to  express  the  opinions  of  the  mem- 
bers of  the  Arkansas  Medical  Society  rather  than 
his  ow'ii  opinions.  Have  you  ever  tried  to  ex- 
pre,ss  the  opinions  of  Arkansas  Medicine  collec- 
tively? 

I got  into  trouble  with  the  Executive  Com- 
mittee only  one  time.  This  was  rectifieti  with 
the  help  of  the  Committee.  Now  that  I look 
back  on  it  all  I w'onder  how  I w'as  so  lucky. 

Reading  through  the  annual  committee  re- 
ports of  the  Arkansas  Medical  Society,  I realize 
now  that  there  w'as  considerable  activity  in  the 
state  and  in  the  Society.  1 am  also  surprised  to 
find  that  I w'as  involved  in  much  of  the  activity. 
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Ur.  and  Mrs.  Nvm  I.  Barker  weie  present  for  the  convention. 
Dr.  Barker  is  a Rradiiate  of  the  I’niversity  of  Arkansas  School  of 
Meditinc  and  iv  currently  i)resident  f)f  the  Texas  Me<lical  Associa- 
tion. 

l)r.  (Charles  Henry  has  clone  much  as  chairman 
of  the  (iommittee  on  Ciancer  Control  in  liaison 
with  the  Arkansas  Division  of  the  American 
Cancer  Society.  I was  involved  in  many  of  the 
meetings  that  resulted  in  resolutions  urging  the 
involvement  of  private  physicians  in  screening 
for  cervical  cancer  and  promoting  the  extension 
of  screening  to  employee  groups,  state  fairs  and 
wherever  women  are  at  risk. 

Dr.  William  Orr  as  chairman  of  the  Sub-com- 
mittee on  National  Legislation  has  promoted 
the  recommendation  that  all  members  of  the 
Society  be  kept  informed  on  all  aspects  of  legisla- 
tion affecting  the  physicians  of  our  state.  He  is 
grateful  to  the  staff  of  the  State  Office  for  its 
effective  work  and  urges  full  sujtport  of  Ark-Pac 
and  Am-Pac. 

I have  exercised  the  privilege  of  permitting 
myself  to  continue  as  Chairman  of  the  Ciommit- 
tee  on  Public  and  Rural  Health.  Our  pliysicians 
in  all  the  Councilor  Disti acts  have  cooperated  in 
judging  and  awarding  recognition  phupies  to 
young  people  in  l-H  work  interested  in  health 
activities.  Dr.  Cliff  Long  continues  as  an  effec- 
tive member  of  the  Ciouncil  on  Rural  Health  of 
the  Ai\IA.  Our  committee  has  ijeen  effective  in 
carrying  out  the  recommendations  of  the  Coun- 
cil. We  have  enjcjyed  close  liaison  with  the  State 
Health  Dejxutment  and  have  pailicipated  in 
the  V.D.  alliance.  'The  Health  Officer  meets 
with  the  Council  of  the  A.\1S.  Dr.  Rex  Ramsay 
is  Acting  Director  of  the  Health  Dejxartment  at 
present. 

Dr.  Payton  Kolb  has  been  pushing  for  com- 
plete mental  health  coverage  in  any  National 


Health  Insurance  plan.  As  Chairman  of  the 
(Committee  on  Mentttl  Health,  Ids  voice  has  l)een 
heard. 

d he  Sub  committee  on  d’laflic  Safety  under 
Dr.  Call  Wdlliams  has  recommended  continua- 
tion oi  the  !)Fj  tnile  per  hotir  speed  limit  and  has 
been  elfective  in  sitj^porting  legislation  for  the 
developmetn  of  emergency  medictil  sei  vices  ;uul 
systems. 

Our  immediate  past  president.  Dr.  Johti  Wood, 
as  Chairman  of  the  Sub-committee  on  Idaison 
with  Voctitional  Rehabilitatioti,  has  worked  co- 
operatively with  the  State  Office  on  Vocational 
Rehabilitation.  He  has  noted  that  there  has 
been  increasing  acceptance  by  employers,  of 
physically  and  mentally  handicapped  jxir.sons. 
He  has  expressed  strong  support  for  the  Spinal 
Cord  Task  Force  program  being  developed  in 
the  state.  Over  l,lbO  physicians  are  working 
with  Vocational  Rehabilitation. 

Dr.  Lee  Parker,  Jr.,  continues  to  be  most  ef- 
fective in  his  role  as  Chairman  of  the  Committee 
on  Medical  Education.  He  has  retjuested  AM.V 
insjrection  so  that  the  Society's  Continuing  Edu- 
cation programs  can  be  approved  for  Category  I 
credit.  He  is  also  seeking  A\fA  insjrection  of  the 
University  of  Arkansas’  School  of  Medicine  Cion- 
tinuing  Education  Program.  He  is  attemjrting 
to  involve  the  Arkansas  Educational  I V net- 
work in  continuing  education. 

Lhe  Puiilic  Relations  Committee  under  Past- 
President  Joe  Norton  has  heljred  jmlrlici/e  the 
Arkansas  Ojrjxirtimity  Eair  held  at  the  Medical 
Center,  the  lOhlh  .Vnniversary  Celebration  of  the 
Arkansas  Medical  Society,  the  4-H  O-Ramas  jrre- 
viously  mentioned,  the  \'D  |)rogram  and  the 
Medix  |rrogram,  a weekly  jniblic  health  1 V 
series. 

Dr.  Harry  Hayes,  [r.,  as  Cihairman  of  the  Com- 
mittee on  Itisuiance,  has  had  his  hands  full,  ^'ou 
are  all  aware  of  the  maljjiactice  itrsurauce  jrrob- 
lem  ill  our  state.  Dr.  Hayes  has  involved  the  en- 
tile Executive  (Committee,  the  Insuiance  Ciom- 
missioiier,  the  Ciouncil  and  anyone  who  would 
listen.  Much  has  been  done,  but  tliere  is  much 
still  to  do.  'Litis  has  jrrolialily  been  our  most 
serious  jirolilem  this  year. 

Dr.  Ken  Lilly  as  Chairman  of  the  Committee 
on  Medicine  and  Religion  held  an  excellent 
jjiayer  breakfast  at  the  last  annual  meeting.  It 


Volume  72,  Number  1 — June,  1975 


7 


Proceedings 


was  well  attended,  but  it  conflicted  with  many 
other  meetings.  He  hopes  to  involve  the  min- 
isterial alliance  in  some  joint  venture  in  the 
future. 

Past-President  Robert  Watson  has  chaired  the 
Physician-Nurse  Joint  Practice  Commission.  1 
have  liad  the  pleasure  of  meeting  with  this  group 
fairly  frecpieutly.  An  attempt  is  being  made  to 
clai  ify  the  role  of  the  Nurse-Practitioner.  Input 
from  other  members  of  the  health  team  indi- 
cate that  tliey  can  be  effective  members  of  the 
health  team. 

Our  excellent  Journal  Editor,  Dr.  Alfred 
Kaiin,  Jr.,  serves  as  Chaiiinan  of  the  SAMA  Liai- 
.son  Committee.  He  has  prejtared  a thoroitgh  re- 
]>oit  that  shotild  Ite  read  by  all  members  of  the 
Society,  d’he  Committee's  concerns  with  the 
present  expansion  in  the  number  of  students  at 
the  Metlical  Center  and  the  jiaucity  of  facilities 
for  such  expansion  recpiire  thoughtful  considera- 
tion. My  present  positioti  at  the  Medical  Center 
make  these  concerns  mine  also.  Actitally,  all 
jihysicians  slioidd  be  thitiking  of  the  future  of 
health  care  in  the  state.  Ottr  medical  stitdents 
are  the  future  pliysicitins.  They  need  our  help 
now.  We  ll  need  their  help  later.  Read  the 
icport. 

Past-President  Dr.  Ross  Fowler  as  Chairman 
of  the  Medical  School  Committee  of  the  Society 
has  stated  the  importance  of  teaching  Family 
Practice  in  the  Medical  School.  We  arc  expand- 
ing our  program  at  the  juesent  time  to  facilitate 
the  training  of  our  residents.  As  soon  as  this 
program  becomes  stable,  we  will  extend  our 
teaching  to  medical  students.  The  Dean  and  the 
Vice  President  are  committed  to  making  this  De- 
parlment  a major  one  at  the  Medical  Center.  Dr. 
Fowler  is  also  committed  to  removing  the  Five 
Area  Fee  Categori/ation  for  Medicare  from  this 
state.  He  seeks  the  help  of  all  physicians. 

Dr.  Ken  Filly  heads  an  Ad  Hoc  Committee 
to  repeal  or  amend  PSRO.  He  believes  that  the 
public  as  well  as  the  physicians  should  be  in- 
volved in  this  effort. 

Dr.  Charles  F.  Wilkins,  Jr.,  has  chaired  the 
Medical  Services  Review  Committee  in  matters 
related  to  Medicare,  Champus  and  Blue  Cross- 
Blue  Shield  for  some  time.  The  Executive  Com- 
mittee of  the  AMS  serves  also  on  this  committee. 


I'he  committee  has  done  a remarkable  job  for 
many  years  under  different  names.  It  has  been 
most  effective  in  LItilization  Review  and  Quality 
Care  determinations.  The  committee  is  living 
proof  that  physicians  can  police  them.selves  effec- 
tively. Dr.  \Vhlkins  believes  that  some  of  its  func- 
tions will  be  taken  over  by  the  PSRO  mechanism, 
Imt  it  will  continue  to  serve  in  those  areas  not 
covered  by  PSRO. 

Fhe  Council  of  the  Arkansas  Medical  Society 
has  been  active  this  past  year  under  the  leader- 
ship of  its  Chairman,  Dr.  Cliff  Long.  It  has  acted 
in  the  best  interests  of  the  membership  of  the 
Society  and  I have  been  proud  to  participate  in 
its  delilterations. 

Dr.  Flvin  Shuffield,  Chairman  of  the  Legisla- 
tive Committee,  has  been  more  effective  than 
ever  during  this  past  legislative  session.  It  has 
been  a revelation  to  me  to  watch  him  and  our 
attorney  Mr.  Eugene  \Vharren  work  for  the  bene- 
fit of  the  medical  profession  in  our  state.  Upper- 
most in  Dr.  Shid'field's  mind,  however,  is  what 
would  best  lienefit  the  people  of  our  state. 

Dr.  Morriss  Henry,  our  State  Senator,  has  also 
benefited  the  Society,  the  Medical  Center  and 
the  people  of  the  state.  We  are  wonderfully  well 
served. 

I cannot  close  without  expressing  my  apprecia- 
tion to  our  Executive  Vice  President  Mr.  Paul 
Schaefer  and  his  excellent  staff.  They  have  made 
the  job  interesting  and  pleasurable.  In  all  my 
dealings  with  people  over  the  state,  in  the  health 
related  professions  and  in  all  services  concerned 
with  the  welfare  of  the  people,  I have  been  af- 
forded every  courtesy  and  kindness  possible.  1 
have  been  proud  to  represent  a group  of  people 
who  have  and  who  de.serve  the  respect  of  all,  the 
physicituis  of  Arkansas. 

d he  proudest  moment  of  my  life  occurred 
when  John  Wood  administered  the  oath  of  office 
to  me.  I'he  humitlest  moment  will  be  experi- 
enced when  1 turn  over  the  reins  of  office  to 
Tom  Ed  Townsend.  There  was  so  much  to  do, 
and  I did  so  little.  Thomas  Carlyle  once  said, 
“Men  do  less  than  they  ought,  unless  they  do 
all  that  they  can.”  The  year  has  slipped  rapidly 
away.  I don't  believe  that  I did  all  that  I could 
have  done.  But  this  I promise  you.  I will  con- 
tinue to  work  for  organized  medicine  as  long 
as  you  will  let  me. 
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RESOLUTION  FROM  UNION  COUNTY 
MEDICAL  SOCIETY 

Siihject:  HFAV  Rules  and  Regulations  Con- 
cerning Medicare  Participation. 

\Vliereas,  Congress  has  enacted  the  “Medicare 
Law"  providing  lor  the  care  of  elderly  and  dis- 
abled citizens  and  has  established  the  Depart- 
ment of  HEW  with  discretionary  power  for  ad- 
ministration of  saitl  law,  and 

AVhereas,  the  Department  of  HE^V  has  con- 
tinued during  tlie  past  eight  years  to  cause  rides 
and  regnlations  to  be  implemented  which  have 
jiiogressively  encroached  on  the  area  of  profes- 
sional decision  making  in  regard  to  care  of  pa- 
tients, and 

\Vhereas,  recent  regnlations  have  been  pub- 
lished in  the  federal  registry  by  HEW  which 
would  further  intrude  regnlatory  and  abusive 
power  in  a manner  that  wonld  be  disruptive  to 
the  patient-doctor  relationship,  and 

Wdiereas,  we  as  physicians  have  attempted  to 
cooperate  during  these  years  with  these  imposed 
“gindelines"  and  regulations  in  order  to  provide 
the  finest  medical  care  available,  only  to  receive 
contininng  interference  by  further  regulatory 
measures,  and 

"Whereas,  these  interferences  in  the  practice  of 
medicine  are  specifically  prohibited  Ijy  the  open- 
ing paragraphs  of  the  Medicare  Law,  and  the 
Medical  Staffs  of  onr  commnnity  liospitals  have 
recognized  by  resolution  that  jtarticipation  in 
the  requited  Professional  Standards  Review  Or- 
ganization would  constitute  a breach  in  medical 
ethics,  and 

\Vhercas,  the  code  of  ethics  of  the  American 
Meilical  Association  specifically  declares  it  to  be 
unethical  for  physicians  to  accept  responsibility 
for  patient  care  in  any  situation  that  would  com- 
promise or  jeopardize  the  physicians’  freedom 
and  ability  to  treat  and  care  for  his  patients,  and 

Wdiereas,  the  Cionstitution  of  the  United  States 
limits  the  licensing  j)Ower  of  practicing  physicians 
to  the  various  states,  and 

Wdiereas,  recent  PSRC)  and  HEAV^  regnlations 
are  primarily  aimed  at  restrictions  in  regard  to 
health  care  for  patients,  establishing  mechanisms 
for  punitive  actions  against  physicians,  and  de- 
voted to  controlling  cost  of  care  rather  than  at- 
tempting to  insure  improved  (juality  of  health 
care,  then 


BE  11  RESOLVED,  that  the  Union  County 
Medical  Society  go  on  record  as  being  ojjposed 
to  the  proposed  program  for  so-called  utilization 
and  review  control,  and 

BE  EE  EURTHER  RESOIA^ED,  that  this 
resolution  be  sent  to  the  House  of  Rejwesenta- 
lives  and  Council  of  the  Arkansas  Medical  So- 
ciety and  to  appropriate  governmental  agencies 
as  well  as  to  the  local  community  hospitals. 

EURTHER  BE  IT  RESOIATJ)  that  the 
Ihiion  County  Medical  Society  enter  a resolution 
at  the  upcoming  convention  of  the  Arkansas 
Medical  Society  directing  the  introduction  of  a 
resolution  at  the  next  meeting  of  the  American 
Medical  Association  to  cause  the  Judicial  Coun- 
cil ol  the  AMA  to  define  or  re-define  the  ethics 
of  physicians’  participation  in  all  third-party 
medical  activities,  including  participation  in 
PSRO  type  utilization  review  and  in  all  types 
of  systems  in  which  financial  agents  of  patients 
require  disclosure  of  patients’  medical  affairs. 

REPORT  OF  THE  LEGISLATIVE  COMMITTEE 
Elvin  Shuffield,  Chairman 

I'liank  you,  Mr.  Speaker,  Mr.  Piesident,  Offi- 
cers and  Members  of  tlie  House  of  Delegates  and 
members  ol  the  .Arkansas  Medical  Society. 

’S’our  I.egislative  (Committee  wislies  to  thank 
all  of  you  wlio  ser\'ed  in  the  Senate  Infirmary 
dining  the  jiast  session  of  the  past  Legislature 
and  we  especially  thank  those  of  you  who  re- 
sponded to  our  calls  of  need  and  in  turn,  called 
or  wrote  to  your  spetific  Legislator. 

I'his  has  been  one  of  the  most  difficult  years 
that  Mr.  Warren  and  1 have  encountered.  We 
spent  more  hours  testilying  at  this  session  than 
we  have  ever  sjient  before  and  I believe  we  have 
had  more  controversial  subjects  than  we  have 
had  before.  We  are  very  happy  to  report  that  we 
were  successful  in  most  of  our  endeavors  in  try- 
ing to  carry  out  the  will  and  instructions  of  the 
House  ol  Delegates.  One  of  our  most  time-con- 
suming and  difficult  bills  was  a House  Bill  707, 
pertaining  to  Physicians  Assistants  anti  most  of 
our  |)roblcms  stemmed  from  lack  ol  information 
reaching  the  membeiship  of  tliis  organization 
and  misinformation  being  submitted  to  our  doc- 
tors by  our  o|)ponents.  'Ibis  bill  passed  the 
House  but  it  was  tabletl  in  tlie  Senate,  so  there 
has  not  been  any  significant  change  in  yonr  abil- 
ity to  hire  and  use  any  type  of  Physicians’  As- 
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Ben  N.  Salt/man  received  a plaque  of  appreciation  for  his  service  to  the  Society. 


sistant,  nurse,  aide  or  anyone  else  you  woidd  like 
to  use  in  your  practice. 

The  abortion  bill  recpiired  an  extreme  amount 
of  debate  and  it  was  necessary  for  Mr.  W'^arren 
to  apj>ear  before  the  House  of  Representatives 
as  a committee  as  a whole  and  present  the  rea- 
sons for  needing  a new  abortion  law.  It  will  be 
recalled  that  the  United  .States  Supreme  Court 
struck  down  the  abortion  law  of  the  State  of 
.Xrkansas  and  whether  we  like  it  or  not,  the 
court  has  rided  that  in  case  of  abortion  during 
the  first  trimester,  the  proltlem  is  strictly  between 
the  patient  and  her  doctor  and  if  she  wants  the 
abortion  and  is  willing  to  do  it,  then  it  is  practic- 
ally nobody's  business.  After  the  first  trimester, 
tlien  the  decision  of  abortion  now  rests  solely  on 
the  physician’s  judgment.  A recent  Ma,ssachusetts 
court  decision  though,  will  make  a doctor  think 
long  and  deep  about  arriving  at  a decision  of 
aliortion.  No  one  individual  legislator  wanted 
to  take  the  proposed  abortion  law  for  fear  of  the 
reactions  in  his  individual  resjtective  community, 
but  the  Public  Health  Committee  was  very 
sympathetic  towards  our  needs  and  cause,  and 
they  agreed  to  sponsor  this  pro|X)sal  as  a Com- 


mittee Bill  and  it  was  in  Committee  for  approxi- 
mately two  weeks  giving  the  opponents  an  oppor- 
tunity to  amend  or  make  stiggested  additions  or 
deletions  in  the  bill  and  then  it  came  out  of  the 
Committee  with  a “Do  Pass"  and  that  is  when 
the  op{x>nents  came  on  the  scene  and  started 
fighting  this  legislation.  It  is  one’s  right  to  ob- 
ject to  a bill  on  religious  grounds,  but  when  they 
start  cluttering  up  a bill  with  unstirmountablc 
obstacles  and  unnece,ssary  rules  and  retpiire- 
nients,  then  this  becomes  another  matter.  After 
we  saw  what  the  intentions  of  the  opfxtnents 
were,  then  it  was  thought  best  just  to  pidl  this 
bill  down  and  not  try  to  cram  this  legislation 
through  at  this  time,  but  as  of  now  the  people 
of  Arkansas  have  no  abortion  law  to  protect  them 
and  our  state  is  ripe  and  wide  open  for  abortion 
mills.  In  all  probability,  we  will  have  to  go  into 
court  and  get  a court  tlecree  or  whatever  legal 
vehicle  is  necessary  to  re.solve  and  work  out  this 
problem. 

The  House  of  Delegates  instructed  us  to  try 
to  repeal  the  Didfey  Amendment  from  the  Med- 
ical Practices  Act  and  we  have  gotten  into  one 
of  the  most  stormy  battles  between  ophthalmol- 
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ogisLs  ami  optometrists  ami  a more  restricting 
legislation  of  tlie  Dnfley  Ameiulment  type  was 
hung  onto  the  Pliysicians’  Assistant  Bill  ami  the 
Dnffey  Amendment  Bill  was  passed  through  the 
Senate  and  got  a “Do  Pass"  out  of  Public  Healtli 
and  then  when  called  to  the  floor,  it  failed  Ity 
42  to  28,  needing  51  votes  to  pass,  and  notice  of 
reconsideration  was  given,  Ijiit  the  hill  was  not 
called  tip  so  the  ophthalmologists  ;ire  still  re- 
stricted in  their  use  of  tlieir  personnel. 

In  the  early  phases  of  the  Legislature,  House 
Bill  ti5  Iry  Representative  Glover  would  have 
retpiired  rather  extensive  changes  in  the  Board 
of  Admission  to  the  University  of  Arkansas 
School  of  Medicine.  1 his  hill  was  modified  with 
arljitration  being  given  on  both  sides  and  ended 
up  modified  to  the  extent  that  it  was  acceptable 
liy  the  University  of  Arkansas  School  of  Medicine 
and  the  Board  of  Trustees,  dliis  bill  will  jjut 
more  laymen  and  non-related  personnel  on  the 
Admission  Board  and  this  is  now  Act  310. 

House  Bill  101  was  a form  of  HMO  that  would 
liave  been  very  restrictive  on  the  medical  profes- 
sion and  it  would  have  given  .some  powers  to  the 
Insurance  Commissioner  th;it  had  never  been 
granted  before.  This  l)ill  was  objected  to  and 
the  author  graciously  permitted  us  to  sit  down 
and  work  out  a suitable  bill  and  thanks  to  Mr. 
\Vbirren,  House  Bill  038  was  introduced  and  this 
HMO  bill  has  very  little  restriction  on  the  med- 
ical profession,  Imt  on  the  other  hand  greatly 
protects  the  people  of  this  state  from  fly  by  night 
fast-promoting  organizers  who  might  come  in, 
create  an  HMO,  get  all  the  premium  money  and 
take  off.  Unfortunately,  under  Federtd  HMO 
laws,  there  is  no  jrrotection  of  this  nature.  Also, 
in  the  original  bill,  it  w'as  so  worded  that  it 
would  appear  that  only  an  insurance  company 
could  have  set  up  an  HMO  and  the.se  factors 
have  been  eliminated  and  yet  the  insurance  com- 
missioner has  adeqtiate  legal  grounds  now  for 
enforcing  and  protecting  jreople  under  organiza- 
tions of  HMO's.  I’ll  is  is  now  Act  454. 

House  Bill  257  j^ermitted  doctors  who  have 
practiced  10  years  or  longer  and  ;ue  in  good 
standing  to  come  back  to  the  state  for  the  prac- 
tice of  medicine  without  having  to  take  the 
Healing  Arts  Examination.  This  is  now  Act  158. 

House  Bill  381  would  have  allocated  the  first 
100  fre.shmen  medical  sttidents  among  the  House 
Districts  in  proportion  to  the  number  of  Repre- 


.sentatives  for  eacli  district  and  this  apparently 
died  in  Committee. 

House  Bill  444  jx.‘rtained  to  marriage  coun- 
.selors.  Lhis  l)ill  was  written  in  such  a manner 
that  a physician  of  any  type  coidd  not  counsel 
w'itli  his  patient  and  fortunately  this  also  died 
in  Committee. 

House  Bill  519  was  a lull  pertaining  to  the 
creation  of  out  patient  surgical  facilities  pro- 
vided they  met  with  certain  approvals.  This  is 
now  Act  190. 

Our  Keogh  legislation  was  up-dated  to  con- 
foiin  with  the  new  Federal  legislation. 

House  Bill  685  and  .Senate  Bill  473  were  com- 
panion l)ill.s  designed  to  permit  Arkatisas  citizens 
who  go  to  Cuadalajara  and  graduate  to  come 
back  atul  be  permitted  to  practice  medicine  if 
they  meet  certain  criteria.  T he  wording  of  these 
bills  was  somewhat  peculiar  and  I do  not  know 
whether  it  was  intentional  or  accidental,  but  in 
one  place  it  would  exempt  them  from  taking 
the  Stale  Medical  Board  examination  and  in  an- 
other place  it  would  exempt  them  from  taking 
the  Basic  Science  or  Healing  Arts  examination. 
4 hanks  to  Dean  Bruce,  a system  is  Ijeing  worked 
out  whereby  these  men  return,  take  examinations 
anti  if  they  sliow  certain  proficiency  they  may 
enter  the  University  of  Arkansas  School  of  Medi- 
cine, graduate  and  then  go  through  regidar 
exam i na t ion  proces.ses. 

4 liere  were  .several  generic  drug  bills  intro- 
tluced  in  the  Senate  and  the  House  and  we  were 
permitted  to  amend  the.se  bills  and  were  of  the 
opinion  that  these  bills  have  been  fairly  w'ell 
emasculated  to  where  it  is  mostly  ;i  permissive 
type  of  legislation.  4’he  amended  legislation  is 
now  Act  457.  We  urge  you  to  liave  printed  on 
your  prescriptions  “Disjx;n.se  as  Written”  and 
w'e  do  not  feel  that  anyone  would  dare  change 
this  prescription  without  your  approval. 

House  Bill  568  by  Representative  Kent  Rubin 
from  West  Memphis  was  a new  concept  intro- 
duced l)y  Mr.  Rubin  and  this  creates  a malprac- 
tice ]>ool.  44iis  is  so  designed  that  262  companies 
that  w'riie  various  types  of  lialiility  insurance  in 
this  state  wall  have  to  t;ike  a doctor  if  he  is  re- 
firsed  maljrractice  insurance  by  other  malpractice 
insui  ance  writers.  4 his  concept  is  relatively  new 
in  the  malpractice  field  and  I understand  that 
two  other  states  have  pa.s.sed  similar  legislation, 
but  I am  told  that  their  bills  are  not  as  good  as 
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what  lias  been  passed  in  Arkansas.  Apparently 
this  concept  is  gaining  in  popularity  because  Mr. 
Rubin  and  Insurance  Commissioner  Monroe 
have  lieen  asked  to  appear  before  other  State 
Legislatures  and  explain  the  concept.  Mr.  Mon- 
roe endorsed  this  legislation  and  assisted  greatly 
in  its  passing  and  testified.  Also,  he  is  of  the 
opinion  that  the  rate  under  this  concept  may 
even  be  a little  lower  than  regular  rates,  but  that 
only  remains  to  be  seen.  This  is  Act  698. 

House  Bill  1028  is  an  Administration  Bill  in- 
troduced by  the  Governor’s  office  to  help  imple- 
ment Public  Law  93-604.  This  bill  is  designed 
for  only  minimal  compliance  and  it  will  be  in  the 
Health  Department  but  yet  under  the  direct  re- 
s]xmsibility  of  the  Governor.  If  you  will  recall, 
the  federal  regidation  was  designed  to  replace 
some  of  our  old  goverument  agencies  like  RMP 
and  Comprehensive  Health,  Arkansas  Health 
Foundation  .Systems  and  agencies  of  that  nature, 
but  unfortunately,  I am  afraid  that  some  of  these 
same  old  structures  are  going  to  be  revised  and 
carry  out  the  some  old  pliilosophies  under  a dif- 
ferent heading.  The  number  of  this  act  was  not 
availalde  as  of  April  18,  1975. 

Senate  Bill  30  was  a bill  designed  to  put  a 
consumer  on  all  professional  boards  and  ap- 
parently it  died  in  the  Flouse  Committee. 

Senate  Bill  118  provided  hospitalization  and 
medical  insurance  for  newborn  and  this  is  now 
Act  298. 

Senate  Bill  236  and  House  Bill  560  were  iiills 
designed  to  protect  members  of  the  various  pro- 
fessional commissions  and  committees  of  hos- 
pital staffs  and  PSRO  and  similar  organizations. 
This  is  now  Act  191. 

Senate  Bill  310  requires  physicians  to  report 
to  the  State  Medical  Board  claims  of  malpractice 
lawsuits.  This  is  to  help  gain  accurate  statistics 
as  to  what  is  really  going  on  in  the  malpractice 
field  since  we  liave  been  unable  to  get  this  in- 
formation from  either  T5tna  or  St.  Paul.  This 
is  Act  306. 

Senate  Bill  311  created  a malpractice  commis- 
sion and  this  is  to  help  arbitrate  claims  and  seems 
to  have  potential  of  reducing  the  number  of 
nuisance  claims.  This  is  supposed  to  be  effective 
in  about  sixty  clays.  This  is  Act  638. 

There  is  a bill  creating  a spinal  cord  commis- 
sion and  this  bill  permits  a lay  committee  to 
almost  do  anything  they  want  to  do  with  any- 


body that  has  had  a spinal  cord  injury.  This  is 
Act  311. 

Senate  Bill  401  is  the  Emergency  Medical 
Technicians  Bill.  If  you  will  recall,  this  started 
off  as  something  like  a 68-page  bill  and  after  a 
great  number  of  re-writes  this  bill  ended  up 
about  4 pages  and  I think  it  is  adetjuate.  It  is 
.\ct  435. 

Ladies  and  gentlemen,  this  organization  is  at 
a point  where  we  are  going  to  have  to  make  some 
decisions  aliout  what  to  do  in  the  future,  as  far 
as  legislation  is  concerned.  This  prol)lem  has 
become  entirely  too  great  for  two  of  us  to  handle. 
The  legislative  structure  is  of  such  nature  that 
sometimes  there  are  two  or  more  hearings  going 
on  on  medically-oriented  legislation  and  Mr. 
Warren  and  I can  only  cover  one  each,  so 
sometimes  we  found  ourselves  having  to  jump 
up  and  run  back  and  forth  trying  to  cover  three 
committee  hearings.  We  have  not  received  acle- 
cpiate  and  proper  follow-up  on  letters  and  phone 
calls.  For  example,  the  chiropractors  had  a bill 
in  for  puncturing  the  skin  for  diagnostic  pur- 
poses and  we  had  only  two  doctors  to  show  up 
to  help  us  with  this  hearing.  I would  estimate 
that  there  were  at  least  75  chiropractors  in  the 
room  and  to  a legislative  committee,  when  only 
Dr.  .Saltzman  and  Dr.  Chudy,  Mr.  Warren  and 
myself  were  present,  it  looks  as  if  the  doctors  are 
not  interested.  I know  all  of  you  are  busy.  It  is 
time  consuming,  it  is  expensive,  but  nevertheless, 
we  owe  the  jndilic  of  this  state  certain  obliga- 
tions and  we  need  to  protect  them  from  these  un- 
trained people.  The  chiropractors  are  very  anx- 
ious to  jiractice  metlicine.  I believe  the  other 
gentlemen  that  were  present  that  morning  will 
confirm  my  remarks  when  I stated  that  it  was 
interesting  to  see  a clear  line  of  division  between 
men,  say  in  the  mid-forties  and  tqj  who  impressed 
us  as  wanting  to  strictly  stick  to  manipulative 
procedures.  But  the  young  men  from  mid-twenties 
to  mid-forties  were  very  anxious  to  do  exactly 
what  you  and  I are  doing  towards  practicing 
medicine.  We  had  a difficult  time  in  preventing 
these  men  from  doing  glucose  tolerance  tests. 
Had  we  given  in  for  this  one  step,  then  they 
would  have  been  right  back  for  BUN’s  or  any 
SMA’s  or  any  other  blood  test.  Also,  the  wording 
of  this  law  was  of  such  nature  that  they  could 
have  tapped  a plura,  they  coukl  have  clone  needle 
biopsies,  they  coidd  have  done  spinal  punctures. 
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just  any  promlure  with  a needle  that  they  were 
big  enough  to  do.  J'liese  young  men  were 
eijuipped  with  books,  painplilets,  charts  to  show 
where  they  hatl  had  more  academic  hotirs  th;in 
we  have  Iiad  and  when  you  are  arguing  witli  a 
Imnch  of  laymen  on  the.se  committees,  you  have 
a hard  time  disproving  some  ol  the  statements 
that  these  chiropractors  were  pre|Kircil  to  make. 

W'e  need  to  have  a panel  ol  experienced, 
knowledgablc,  educated  men  to  talk  against 
chirojiractors  next  year.  We  are  going  to  have 
to  recruit  men  from  llic  Mcdictd  Center  in  the 
educational  field  to  prove  that  the  cliiropractor 
is  not  getting  4,000  some-odd  hours  of  good  basic 
medical  training.  Also,  I think  we  are  going 
to  have  to  start  orienting  our  courts  that  these 
men  arc  not  true  physicians.  Jf  they  w'ant  to 
practice  medicine,  then  require  them  to  take  the 
same  medical  school  training  that  we  have,  plus 
internship,  any  formal  training  that  they  want 
to  take,  plus  the  Basic  Science,  State  Medical 
Board  and  if  they  pass,  let  them  practice.  I do 
not  believe  it  is  fair  to  our  people  of  tlie  state  or 
to  our  doctors  to  permit  men  of  sucli  inferior 
education  to  pass  themselves  off  as  physicians. 

On  a numljer  of  other  i.ssues,  we  did  not  hear 
any  response,  with  very  few  exceptions,  pertain- 
ing to  our  requests.  'Fhe  legislators  interpret 
this  as  disinterest  or  the  legislation  is  not  of  any 
particular  importance.  If  we  cannot  get  our 
legislation  out  of  the  Public  Health  Committee, 
it  can  never  get  to  the  floor. 

This  is  not  a pleasant  jol)  and  some  of  you 


may  wonder,  “Well,  why  bother?”.  My  answer  is 
th;it  we  have  a moral  obligation  to  the  peo]jle 
of  this  state  to  try  to  keep  the  practice  of  med- 
icine on  a good  high  plane. 

I he  Constitutional  Convention  is  to  meet  this 
summer  and  it  is  imperative  that  we  have  a con- 
stitutional amendment  changing  our  constitution 
to  where  we  can  get  better  constitutional  protec- 
tion on  malpractice  suits  or  whetlier  the  consti- 
tution can  be  changed  to  where  the  laws  may  be 
passed  to  correct  some  of  the  deficiencies  that 
proliibit  us  from  getting  better  malpractice  pro- 
tection. The  insurance  committee  of  the  House 
liad  Mr.  ^\harren  to  draft  a resolution  to  trv  to 

j 

heljj  us  on  this  jiroblem  and  Mr.  Warren  has 
drafted  a resolution  placing  malpractice  insur- 
ance in  a similar  fashion  to  workmen’s  conqicnsa- 
tion  type  coverage  of  insurance  to  see  if  this  con- 
cept will  lielp  us  with  the  overall  problem.  I’his 
type  of  coverage  is  debatable  and  as  far  as  I 
know,  no  one  has  given  it  a trial  in  malpractice. 

Ladies  and  gentlemen,  in  return  for  the  jrrivi- 
lege  of  practicing  medicine  in  this  state,  our 
organization  needs  to  do  much  more  to  protect 
the  people  and  help  our  profession.  Those  of 
you  who  are  active  in  civic  clubs,  I woidd  like 
to  urge  you  to  try  to  get  sjieakers  to  come  before 
your  group  and  explain  wliy  eve  need  some  of  the 
legislation  we  have  ;uid  also  to  show  tliese  jreople 
tliat  chiropractors  are  not  capable  of  practicing 
medicine. 

Mr.  Speaker,  1 move  that  this  report  be  sent 
to  a reference  committee  for  consideration. 
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The  Costume  Ball 


Nfrs.  George  F.  Wynne  of  Warren  and  Mrs.  Cioidon  P.  Oates  of 
l ittle  Rock  were  among  those  who  attended  the  I ucsday  evening 
party  in  dresses  which  w’ere  lamily  iieirlooms. 


Dr.  and  Mrs.  C.  Ck  Long  and  Miss  Leali  Richmond  of  Fort  Smith 
attended  the  Tuesday  evening  functions  in  “centennial  dress.” 


1 his  group  of  participants  in  the  Costume  Parade  indicates  the  interest  sliown  in  this  centennial  activity. 
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The  Costume  Ball 


The  photographer  did  not  get  all  costume  parade  participants  in  the  group  photos  but  there 
were  some  beautiful  costumes  in  this  group  of  a number  of  the  parade  participants. 


The  ladies  on  the  headquarters  staff  were  in  “centennial  diess”  on  Monday  of  the  con\emion. 
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FINAL  SESSION 

HOUSE  OF  DELEGATES 


Wednesday,  April  23,  1975 

Speaker  of  tlie  House  Amail  Cluidy  called  the 
House  to  order  at  10:00  A.M.  on  Wednesday, 
April  23,  1975.  Invocation  was  by  Lewis  Hyatt. 

The  Executive  Vice  President,  Mr.  Schaefer, 
called  the  roll  of  members.  The  following  dele- 
gates, officers,  and  members  seated  as  delegates 
by  action  of  the  House  were  present: 

ARKANSAS,  R.  H.  Whitehead;  ASHLEY, 
Donald  Toon;  BAXl’ER,  John  E.  Guenthner; 
BOONE,  .Mahlon  Maris;  BRADLEY,  George  E. 
Wynne;  GHICOT,  Charles  Blackmon;  CLARK, 
R.  Jerry  Mann;  COLUMBLV,  C.  L.  Weber; 
GR.MGHEAD-POINSETT,  James  M.  Robinette, 
James  W.  Sanders,  Joe  Verser;  CRAWFORD, 
F.  E.  Shearer;  CRIl  'l'ENDEN,  Milton  Deneke; 
DALLAS,  Don  G.  Howard;  DREW,  John  P. 
Price;  FAULKNER,  J.  J.  Magie;  GARLAND, 
Robert  Hill;  GREENE-CLAY,  A.  J.  Baker; 
HO  r SPRING,  C.  R.  Ellis;  INDEPENDENCE, 
Jim  E.  Lytle;  JEFFERSON,  Banks  Blackwell, 
C.  ,M.  Rittelmeyer;  JOHNSON,  Boyce  West; 
LAWRENCE,  Ralph  Joseph;  LEE,  D.  W.  Gray; 
LOG.\N,  Charles  Chalfant;  MILLER,  Allie 
Andrews;  MISSISSIPPI,  M.  J.  Ositorne;  MON- 
ROE, N.  C.  David;  POPE,  James  Kolb, 
Joe  Lyford;  PUIWSKI,  Edgar  Easley,  Raymond 
Biomlo,  James  L.  Smith,  Curry  Bradburn,  James 
Weber,  Paul  Cornell,  Frank  Westerfield,  Robert 
Dickins,  Winston  Shorey,  Purcell  Smith,  Fred 
Kittler,  Ray  Jouett,  Mayne  Parker,  George 
Mitchell,  Norton  Pope,  Eva  Dodge,  Robert 
Valentine,  and  Robert  Wat.son;  SALINE,  James 
C.  Bethel;  SEBASdlAN,  Carl  Williams,  Ken 
Lilly,  W.  P.  Phillips,  Kemal  Kutait,  Hugh 
Lewing,  Carl  Wilson;  Sd\  FRANCIS,  E.  Morgan 
Collins;  UNION,  George  W.  Warren,  Allan 
Pirnitjue;  W.YSHINGTON,  Tom  D.  Whiting, 
E.  Mitchell  Singleton,  Janies  Mashburn;  YELL, 
James  Maupin,  and  Medical  Students,  Interns 
and  Residents,  Larry  L.  Doss.  COUNCILORS, 
Eldon  Fairley,  John  B.  Kirkley,  Paul  Gray, 
John  Bell,  L.  J.  P.  Bell,  Fred  C.  Inman, 
Raymond  Irwin,  John  P.  Burge,  John  H.  Moore, 
C.  Lynn  Harris,  Robert  F.  McCrai'y,  Curtis  B. 
Clark,  W.  Payton  Kolfi,  William  S.  Orr,  Jr., 
Henry  V.  Kirby,  Morriss  Henry,  C.  C.  Long,  A. 


S.  Koenig;  PRESIDENT  T.  E.  Townsend; 
FIRST  VICE  PRESIDENT  G.  Thomas  Jansen; 
SPEAKER  Amail  Chudy;  VICE  SPEAKER 
Charles  F.  Wilkins,  Jr.;  SECRETARY  Elvin 
Shuffield;  TREASURER  Kenneth  R.  Duzan, 
and  PAST  PRESIDENTS  H.  King  Wade,  Jr., 
Joe  Verser,  C.  R.  Ellis,  C.  Lewis  Hyatt,  H.  W. 
Thomas,  Ross  Fowler,  Robert  Watson,  John 
Wood,  and  Ben  Saltzman. 

Speaker  Chudy  called  for  the  Report  of  the 
Nominating  Committee.  The  report  was  pre- 
sented as  follows; 

REPORT  OF  THE  NOMINATING  COMMITTEE 
Robert  F.  McCrary,  Chairman 

Your  Nominating  Committee  consists  of  M. 
J.  Osborne,  Jim  Lytle,  Morgan  Collins,  John 
Burge,  John  Moore,  Donald  Duncan,  Curry 
Bradburn,  Ross  Fowler,  Ken  Lilly  and  Robert 
McCrary  as  chairman. 

Lhe  Committee  met  three  times  — at  8;45  A.M. 
on  A]>ril  21,  at  8;45  A.M.  on  April  22,  and  at 
12;30  P.M.  on  Apiil  22nd.  We  submit  the  fol- 
lowing nominations; 

For  President-elect;  A.  S.  Koenig,  Fort  Smith: 
W.  Payton  Kolb,  Little  Rock. 

For  First  Vice  President:  Asa  Crow,  Paragould. 
For  Second  Vice  President:  Mahlon  Maris, 
Harrison. 

For  Third  Vice  President:  Donald  Duncan, 
Texarkana. 

For  Secretary:  Elvin  Sluiffield,  lattle  Rock. 

For  Treasurer:  Kenneth  R.  Duzan,  El  Dorado. 
F'or  Speaker,  House  of  Delegates:  Amail 
Cluidy,  North  Little  Rock. 

For  Vice  Speaker,  House  of  Delegates:  Charles 
F7  Wilkins,  Jr.,  Russellville. 

For  Councilors: 

First  District:  Eldon  Fairley,  Osceola  . 

Second  District:  Paul  Gray,  Batesville. 

I’liird  District:  Fred  C.  Inman,  Jr.,  Carlisle 
FMorth  District:  Raymond  A.  Irwin,  Pine  Bluff. 
F'ifth  District:  John  H.  Moore,  El  Dorado. 

Sixth  District:  Allie  Andrews,  Texarkana. 
Seventh  District:  Curtis  Clark,  Sheridan. 

Ninth  District:  Morriss  Henry,  Fayetteville. 
Tenth  District:  C.  C.  Long,  Ozark. 
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For  Delegate  to  the  AMA:  Purcell  Smith, 
1 -it tie  Rock. 

For  Alternate  Delegate  to  the  AMA:  T.  E. 
Fownseiul,  Pine  Bluti. 

For  Memher-At-Large  position  on  the  State 
lioartl  ol  Health:  W'illiam  S.  Orr,  Jr.,  Little 
Rock:  ^Vayne  (h  Elliott,  El  Dorado;  J.  Warren 
Mnrry,  Fayetteville. 

Dr.  McCirary  moved  that  this  portion  of  the 
report  ol  the  committee  be  accepted. 

Several  members  of  the  House  spoke  regard- 
ing the  Report  of  the  Nominating  Committee. 
\hce  Speaker  Wilkins  spoke  briefly,  stating  that 
the  slate  included  two  outstanding  and  emi- 
nently-cpialificd  physicians  as  candidates  for 
]n'esident-elect  but  that  he  did  not  speak  for 
either.  He  recpiested  that  a positive  a])proach 
be  taken  and  that  nothing  divisive  be  done.  He 
urged  the  members  to  unite  behind  the  presi- 
dent and  the  new  president-elect  for  the  gcjod  of 
the  Arkansas  Medical  Society. 

Carl  Williams  of  Sebastian  County  spoke 
briefly  to  .second  the  nomination  of  S.  Koenig 
for  president-elect. 

Past  President  H.  W.  I homas  spoke  reinterat- 
ing  the  comments  of  Dr.  Wblkins  and  stating  that 
he  would  like  to  be  in  the  position  of  seconding 
the  nomination  of  both  candidates  for  president- 
elect. He  seconded  the  nomination  of  Dr.  Koenig 
and  stated  that  he  looked  forward  to  the  time 
when  he  could  second  the  nomination  of  Dr. 
Kolb. 

Boyce  ^Vest  of  Johnson  County  spoke  in  favor 
of  the  nomination  of  Dr.  Koenig. 

G.  Thomas  Jansen  of  Pulaski  County  spoke 
supporting  the  nomination  of  Payton  Kolb. 

C.  R.  Ellis  spoke  seconding  the  nomination  of 
Dr.  Koenig. 

•Speaker  Chudy  called  for  nominations  from 
the  floor.  Upon  the  motion  of  Orr,  it  was  voted 
to  close  nominations  for  the  position  of  president- 
elect. 

S]jeaker  Chndy  appointed  a tellers  committee 
consisting  of  H.  King  AVade,  C.  Lewis  Hyatt  and 
C.  R.  Ellis. 

Wdiile  ballots  were  being  tabulated,  the  House 
proceeded  with  nominations  from  the  floor  for 
officer  positions.  There  were  no  nominations 
from  the  floor  and  the  following  were  elected  by 
acclamation: 


For  First  Vice  President:  Asa  Crow,  Paragould. 

For  Second  Vice  President:  Mali  Ion  Maris, 
Harrison. 

For  Third  Vice  President:  Donald  Duncan, 
Texarkana. 

For  Secretary:  Elvin  Shuffield,  Little  Rock. 

For  Freasurer:  Kenneth  R.  Duzan,  El  Dorado. 

For  Speaker:  Amail  Chudy,  North  Little  Rock. 

For  Vice  Sjteaker:  Charles  Whlkins,  Jr.,  Rirs- 
sellville. 

For  AMA  Delegate:  Purcell  Smith,  Little  Rock. 

For  Alternate  Delegate  to  AMA:  T.  E.  Town- 
send, Pine  Bluff. 

d’he  House  also  unanimously  approved  the 
nominations  for  the  Member-.\t-Large  jKisition 
on  the  State  Board  of  Health:  'Whlliam  S.  Orr, 
Jr.,  Little  Rock;  Wayne  G.  Elliott,  El  Dorado; 
Warren  Murry,  Eayetteville. 

Speaker  Chudy  recognized  Raymond  Biondo 
of  Pulaski  County  who  suggested  a standing 
ovation  for  the  heathjuarters  staff.  Mr.  Schaefer 
responded  on  behalf  of  the  staff,  calling  the  at- 
tention of  the  House  to  the  fact  that  it  is  better 
to  have  an  “organization”  in  its  heachpiarters 
office  rather  than  a “one-man  operation.” 

Speaker  Chudy  then  asked  the  House  to  name 
.Assistant  Executive  \'ice  President  Leah  Rich- 
mond as  “.Sweetheart  of  the  Centennial  Meeting.” 

Speaker  Chudy  received  the  re]K)rts  of  the 
rellcrs  Committee  and  advised  the  House  that 
.\.  S.  Koenig  had  Ijeen  elected  to  the  ]>osition  of 
president-elect.  Speaker  Chudy  asked  Delegates 
Ken  Lilly  and  Kemal  Kutait  to  escort  the  new 
president-elect  to  the  rostrum. 

Dr.  Koenig  addressed  the  House  as  follows: 

“.Ml  of  you,  my  friends,  this  is  a very  humbling 
experience  lor  me.  T hank  you  all  lor  your  con- 
fidence. I hope  that  as  the  year  goes  on,  I can 
justify  the  honor  that  you  have  bestowed  on  me. 
Lhank  you  very  much.” 

Purcell  Smith  of  the  Ptdaski  County  delega- 
tion congratidated  Dr.  Koenig  and  extended  best 
wi,shes  to  him. 

Speaker  Chuth  then  read  the  slate  of  nominees 
for  councilors  as  .selected  by  the  Nominating 
(ionmuttee: 

First  District:  Eldon  Fairley,  Osceola. 

Second  District:  Paid  Gray,  Batesville. 

Third  District:  Fred  C.  Inman,  Jr.,  Carlisle. 
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Fourth  District:  Raymond  A.  Irwin,  Pine  Bluff. 
Fifth  District:  John  H.  Moore,  El  Dorado. 

Sixth  District:  Allie  Andrews.  Texarkana. 
Seventh  District:  Curtis  Clark,  Sheridan. 

Eighth  District:  Curry  Bradhurn,  Little  Rock. 
Ninth  District:  Morriss  Henry,  Fayetteville. 
Tenth  District:  C.  C.  Long,  Fort  Smith. 

Dr.  Bradhurn  re([uested  that  his  name  be  with- 
drawn from  the  slate  and  nominated  W.  Payton 
Kolb  of  Little  Rock  for  the  Eighth  Councilor 
District  position. 

Dr.  Koenig  noted  that  his  election  to  the  posi- 
tion of  president-elect  created  a vacancy  in  the 
tenth  councilor  district  jxtsition  he  had  held  and 
nominated  Dr.  Kemal  Kutait  of  Fort  Smith  to 
fill  the  imexpired  term  of  tentli  district  coun- 
cilor. 

The  revised  slate  of  nominees  for  councilors 
was  unanimously  elected  by  the  House. 

Speaker  Chudy  then  recognized  Payton  Kolb, 
who  addressed  the  House  as  follows: 

“I  congratulate  Dr.  Koenig  very  much.  I have 
spent  some  sleepless  nights.  Something  is  coming 
up  that  1 think  we  ought  to  think  about  for  this 
year.  Many  of  you  know'  that  I have  been  very 
active  in  the  American  P.sychiatric  A.ssociation. 
I have  Ijeen  in  the  As,sembly  for  nineteen  years, 
I have  been  on  tlie  Executive  Committee  for  six 
years  rejjresenting  fourteen  southern  states,  and 
1 have  been  Recorder  for  the  last  tw^o  years. 
Now'  1 tell  you  that  I am  candidate  for  speaker- 
elect,  which  is  equivalent  to  the  House  of  Dele- 
gates of  the  AMA  except  that  it  is  on  a smaller 
basis.  Something  has  Ijeen  going  on  with  us  for 
four  years.  Now',  I did  not  particularly  w'ant  to 
make  a race  oi'  to  have  a floor  fight,  so  to  speak, 
with  Dr.  Koenig,  not  at  all.  Dr.  Koenig  and  I 
have  been  friends  for  a long  time.  Wliat  w'e  have 
seen  at  a national  level  in  our  association  is,  I 
Irelieve,  happening  here. 

“The  Pulaski  County  people  will  verify  that  I 
am  all  for  pushing  the  younger  members  of  our 
Society.  I tliink  w'e  need  them,  we  need  their 
enthusiasm,  w’e  need  their  energy.  I am  not  sure 
in  my  orvn  mind  exactly  what  the  best  w'ay  is  for 
electing  officers,  l)ut  my  understanding  from  the 
Nominating  Committee  this  time  is  that  there 
is  a feeling  it  is  more  democratic  to  have  mul- 
tiple nominations.  You  know'  what  our  tradition 
has  been;  you  know  what  our  Constitution  calls 


for.  It  w'as  on  this  basis  that  I was  agreeable  to 
going  along  in  a race  with  Dr.  Koenig.  So,  maybe 
tliis  is  the  best  way.  Younger  people  are  pushing 
this.  As  I say,  I am  getting  it  in  the  American 
P,sychiatric  Association.  I have  seen  some  good 
men  who  have  not  w'on  elections  in  that  organiza- 
tioiE  Many  of  you  know  Dr.  Hayden  Donahue 
w'ho  used  to  be  the  Assistant  Superintendent  of 
our  State  Hospital;  there  is  no  one  who  knows 
the  American  Psychiatric  Association  like  he 
does  — he  w'as  treasurer  for  a number  of  years  — 
lie  is  a w'onderful  fellow'.  He  w'as  defeated  for 
jnesident-elect  year  liefore  last  in  this  situation. 
But  I am  for  the  democracy  of  this.  ^Vdiichever 
system  is  best,  w'hether  we  w'ent  back  to  what  w'e 
did  before  or  wdiat  w'e  did  today,  this  w'as  my 
purpose  in  making  a race  for  it.  I love  .Sebastian 
County,  I am  all  for  you,  and  we  are  going  to 
w'ork  together  — we've  got  to  work  together,  cer- 
tainly. Tom  Ed,  I think  w'e’ve  got  more  than 
malpractice  facing  us,  w'e  psychiatrists  are  being 
lirought  into  something  and  that  is  a question  of 
W'hether  your  patients  are  going  to  be  reading 
your  records  in  two  or  three  years  under  court 
orders.  There  are  other  things  like  this,  w'e’ve 
got  a lot  of  work  ahead  of  us.  But  I did  want 
to  make  this  one  statement  that  I think  w^e  need 
to  think  about  and  that  is  w'hether  it  will  be 
more  democratic  to  do  as  we  did  today  in  this 
meeting  and  have  multiple  nominations  and  let 
the  House  of  Delegates  pick  the  man  they  w'ant.” 

Dr.  Koenig  responded  to  the  remarks  of  Dr. 
Kolb  by  asking,  “Payton,  may  I shake  your 
hand?”. 

Speaker  Chudy  advised  the  House  that  Ray- 
mond Holden,  Vice  Chairman  of  the  AMA  Board 
of  I’rustees,  was  ill  and  could  not  attend  the 
meeting  as  planned.  Dr.  Holden  had  furnished 
Dr.  Saltzman  w-ith  a cop)  of  his  paper  and  the 
paper  w'as  then  reatl  to  the  House  by  Dr.  Saltz- 
man. The  jiaper  emphasized  w'hat  the  AMA  does 
for  its  memliers,  the  need  for  uniting  together 
to  accomplish  its  goals,  and  the  current  financial 
situation  of  the  organization. 

Upon  the  motion  of  Dr.  Saltzman,  the  House 
voted  to  w'l'ite  Dr.  Holden  extending  the  Society’s 
best  wishes  and  thanking  him  for  his  paper. 

Speaker  Chudy  called  for  reports  of  the  Refer- 
ence Committees.  The  report  of  Reference  Com- 
mittee Number  1 w'as  approved  by  the  House  as 
presented: 
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Officers  of  the  Medical  Auxiliary  for  1975-76  include  (from  left)  Mrs.  Curry 
Bradburn,  Little  Rock,  president;  Mrs.  Carl  Wilson,  Fort  Smith,  president-elect;  Mrs. 
George  Collier,  Paragoukl,  vice  president:  Mrs.  McDonald  Poe,  Fort  Smith,  vice  presi- 
dent; Mrs.  Deno  Pappas,  >lot  Springs,  vice  president:  Mrs.  Walter  Mi/ell,  Benton, 
treasurer;  and  Mrs.  Rent  Smith,  Fort  Smith,  reconling  secretary. 


Past  Presidents  of  the  Auxiliary  met  for  l)reakfast  on  Tuesday  morning.  Present 
were  (standing,  left  to  right)  Mrs.  Jack  Kennedy,  Mrs.  Frank  Padberg,  Mrs.  W’illiam 
Hibbits,  Mrs.  C.  D.  Burroughs,  Mrs.  Harold  Langston,  Mrs,  John  McC.  Smith.  Mrs. 
James  W.  Branch,  Mrs.  Carl  Parkerson,  Mrs.  W.  Myers  Smith.  Mrs.  Louis  lluiuliey, 
Mrs.  C.  Lynn  Harris.  Mrs.  A.  A,  Little,  (seated,  left  to  right)  honorary  member  Mrs. 
Paul  Schaefer,  Mrs.  Mason  G.  Lawson,  Mrs.  Charles  F.  Wilkins,  Mrs.  Gordon  P.  Oates, 
Mrs.  C.  W.  Jones,  and  Mrs.  Art  B.  Martin. 


Past  Presidents  of  the  Auxiliary  entertained  members  at  the  cocktail  partv  on 
Nfonday  evening.  Participating  in  the  presentation  of  “You’ve  Come  a Long  Way,  Baby,” 
were  Mrs.  W.  Myers  Smith.  Mrs.  C.  W.  Jones,  Mrs.  Art  Martin,  Mrs.  Frank  Padberg, 
Mrs.  Lynn  Harris,  Mrs.  Charles  Wilkins,  Mrs.  Harold  Langston.  Mrs.  \Villiam  Hibbits, 
Mrs.  A.  A.  Little,  Mrs.  Jack  Kennedy,  and  Mrs.  (Gordon  P.  Oates. 
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REPORT  OF  REFERENCE  COMMITTEE 
NUMBER  ONE 
C.  Lewis  Hyatt,  Chairman 

I\Ir.  Speaker  ami  members  of  the  House  of 
Delegates:  ^’our  Reference  Committee  gave 
careful  consideration  to  the  items  referred  to  it 
and  makes  the  following  report: 

1.  Committee  on  Rural  Health  — I’here  was 
no  discussion  on  this  report.  The  Reference  Com- 
mittee recommends  that  this  rejiort  be  accepted 
as  published.  Mr.  Chairman,  1 so  move. 

2.  Committee  on  Mental  Health  — 7’here  were 
no  added  comments  by  members  or  those  present 
at  the  hearing  and  the  committee  chairman  had 
no  particular  comments  concerning  the  report. 
1 he  Reference  Committee  recommentls  that  this 
report  be  accepted  as  pulilished.  Mr.  Chairman, 
I so  move. 

3.  Sub-Committee  on  Liaison  with  Vocational 
Rehalhlitation  — I)i.scussion  of  the  report  brought 
out  that  each  physician  should  inform  himself 
of  the  dollar  value  of  the  fee  schedule  as  given 
by  the  Relative  Value  Scale  and  either  accept  it 
or  reject  it  prior  to  the  performance  of  the  pro- 
cedure. The  Reference  Committee  recommends 
that  this  repot  t be  accepted  as  published  and 
amended  with  supplement  presented  orally  on 
Sunday.  Mr.  Chairman,  I so  move. 

4.  Mediciil  Services  Review  Committee  — No 
comments  were  heard  on  tliis  report.  The  Refer- 
ence Committee  recommends  that  the  report  be 
accepted  as  published.  Mr.  Chairman,  I .so  move. 

5.  Piofessional  Relations  (Committee  — Our 
Committee  (ousidereil  reports  of  the  First, 
Fomth,  Eighth,  Niutli  and  d’enth  Districts. 
There  was  no  discussion  of  the  reports  by  those 
pre.sent  and  the  Reference  Committee  recom- 
mends that  the  reports  lie  accepted  as  published. 
Mr.  Chairman,  I so  move. 

6.  Report  of  the  AMA  Delegate  — The  Com- 
mittee heard  discussion  by  Purcell  Smith,  AMA 
Delegate,  regarding  the  liability  insurance  situa- 
tion and  other  matters.  There  was  no  further 
discirssion  and  the  committee  recommends  ap- 
proval of  the  report  as  published  in  the  Journal. 
Mr.  Cliairman,  I so  move. 

7.  Report  of  the  State  Medical  Board  — Mr. 
Mabry,  Student  Representative  to  the  Arkansas 
Medical  Society,  discussed  the  problem  of  the 
Healing  Arts  Board  and  tests  involved.  It  was 
unanimously  decided  that  the  Arkansas  Medical 


Society  has  no  jurisdiction  over  this  particular 
prolilem  and  it  is  recommended  that  this  report 
be  accepted  as  published  in  the  Journal.  Mr. 
Chairman,  I so  move. 

8.  Resolution  of  the  Union  County  Medical 
Society  in  Regard  to  Rules  and  Regulations  Con- 
cerning Medicare  Participation  — After  consider- 
able discussion  from  the  floor  and  slight  editing 
by  the  author  of  the  resolution  to  remove  the 
paragraph  concerning  the  Constitution  of  the 
United  States  (whereas,  the  Constitution  of  the 
United  States  limits  the  licensing  power  of  prac- 
ticing physicians  to  the  various  states)  and  a cor- 
rection of  “House  of  Representatives”  to  “House 
of  Delegates,"  this  resolution  was  approved,  and 
the  Delegate  to  the  AMA  instructed  us  to  send 
this  resolution  to  the  appropriate  agency  — Ju- 
dicial Council  and/or  Ciommittce  on  Ethics  and 
request  that  guidelines  be  drawn  and  made  avail- 
able to  physicians'  tlealing  with  third  parties, 
especially  as  to  the  consideration  of  confidential- 
ity of  patient  records. 

With  Vice  Speaker  Wilkins  presiding,  the 
House  approved  the  report  of  Reference  Com- 
mittee Numlier  Two  as  follows: 

REPORT  OF  REFERENCE  COMMITTEE 
NUMBR  TWO 

H.  King  Wade,  Jr.,  Chairman 

Reference  Committee  Number  I’wo  met  Sun- 
day afternoon,  April  20,  1975.  All  members  of 
the  committee  were  present,  which  included 
John  P.  WMod,  Joseph  A.  Norton,  Joe  Venser,  H. 
King  Wade,  Jr.,  and  Mr.  Cary  Barger  medical 
student  representative. 

I’he  reports  considered  by  this  committee  were 
as  follows: 

State  Legislative  Committee 
Sub-Committee  on  National  Legislation 
Sui)-Committee  on  Traffic  Safety 
Committee  on  Insurance 
Report  of  Physician-Nurse  Joint  Practice 
Committee 

Medical  Scltool  Committee 
Report  of  Councilors  —1,2,  3,  5 and  8 Districts 
Report  of  the  Executive  Vice  President 
Rejxirt  of  State  Department  of  Health 
Report  of  the  Medical  Education  Eoundation 
for  Arkansas 

1.  State  legislative  Committee  — H.  Elvin 
Shuffield  and  Mr.  Eugene  Warren  discussed 
items  included  in  this  report.  The  report  was 
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accepted  and  approved  by  tlie  Reterence  (Com- 
mittee, but  we  wish  to  make  the  iollowing  com- 
ments: the  report  is  accepted  with  thanks  to  tlie 
committee  and  especially  Dr.  ShuHiekl  and  Mr. 
Warren,  d'hey  have  stated  they  need  additional 
helj)  during  the  sessions  ol  the  .State  Legislature. 
AVe  make  the  Iollowing  recommendations: 

A.  d'hat  the  .Xrkansas  Medical  Society  make 
available  lull  time  aid  during  the  Legislative 
Session,  as  re<piested  by  the  (Chairman  ol  the 
Legislative  Committee. 

B.  That  we  ask  all  members  of  the  Legislative 
Committee  to  respond  to  the  call  of  the 
Chairman  for  their  assistance. 

C.  'Lhat  ways  to  involve  the  XVMman's  Auxiliary 
should  be  considered. 

I),  d’hat  consideration  be  given  to  Arkansas 
Medical  Society  workshop  during  or  before 
the  Legislature  with  Legislators  participating. 

E.  Idiat  we  urge  the  members  of  the  Arkansas 
Medical  Society  to  give  coun.sel  and  financial 
support  to  local  legislators  and  keep  in  con- 
stant contact  with  them. 

F.  ddiat  we  urge  the  Arkansas  Afedical  Society 
mend)ers  to  write  Coventor  Pryor  and  back 
Mrs.  Wilkins  and  Mr.  Richard  Carver  as  dele- 
gates to  the  Constitutional  Convention. 

2.  Report  of  the  Sub-Committee  on  National 
Legislation  was  approved. 

3.  Rejxtrt  of  the  Sub-Committee  on  d’raffic 
,Safety  was  approved. 

4.  Report  of  Committee  on  Insurance  was  ap- 
proved. Dr.  Weber,  member  of  the  committee, 
was  present  and  answered  numerous  (piestions 
from  the  Committee  and  audience.  We  feel  that 
Dr.  Weber  and  Dr.  Hayes,  the  Chairman,  especi- 
ally should  be  commended  for  their  diligent  and 
productive  efforts. 

5.  The  report  of  the  Physician-Nurse  Joint 
Practice  Committee  was  apjnoved. 

6.  Report  of  the  Medical  School  Committee 
was  approved. 

7.  1 he  Re]3orts  of  the  Councilors  from  the 
First,  .Second,  ’Lhird,  Fifth  and  Eighth  Councilor 
District  were  approved.  At  this  jjoint.  Dr.  Mann 
of  Arkadelphia,  a new  member  of  the  Arkansas 
Medical  Society  for  the  past  two  years,  as  a 
matter  of  personal  infoiniation  spoke  of  the  in- 
activity of  his  Councilor  District  and  also  noted 
all  the  reports  from  the  Council  Districts  were 
not  included  in  the  Journal.  This  young  man 


is  to  l)e  commended  for  his  interest  in  the  So- 
ciety and  his  desire  for  active  participation.  The 
Committee  washes  to  note  at  this  time  that  each 
Councilor  District,  by  Constitution  Amendment, 
is  supposed  to  have  a meeting  at  least  annnally 
and  that  all  councilors  arc  to  have  written  re- 
ports to  be  published  in  the  Journal  at  the  time 
of  this  meeting.  This  Committee  recommends 
that  these  duties  be  carried  out  each  year. 

8.  Fhe  report  of  the  Executive  Vice  President 
was  acceptetl  and  approved. 

9.  Fhe  report  sutnmari/ing  activities  of  the 
State  Health  Department  was  approved.  I’he 
Committee  wishes  at  this  time  to  note  the  resig- 
nation of  Dr.  John  A.  Harrel  and  washes  to  ex- 
tetul  thanks  to  him  for  his  services  to  Arkansas 
medicine. 

10.  Report  of  Medical  Education  Foundation 
for  Arkansas  w'as  approved.  4’he  Committee 
wishes  to  recommend  that  the  Foutufation  con- 
sult with  the  Medical  School  authorities,  the 
Medical  School  Committee,  the  Liaison  Commit- 
tee with  Medical  Students  and  the  Medical  Stu- 
dent Committees,  to  make  and  publicize  antiual 
plans  for  the  definitive  use  of  the  Foundation's 
futuls. 

Mr.  Chaiiinati,  this  concludes  our  report  and 
we  recommend  its  adoptioti  atul  appioval. 

4’he  Repeat  of  Reference  Committee  Nundeer 
I'hree  was  presented  by  a member  of  the  Cotn- 
mittee,  Robert  AVhitson: 

REPORT  OF  REFERENCE  COMMITTEE 
NUMBER  THREE 
L.  A.  Whittaker,  Chairman 

Relerence  Committee  Number  I’lnee,  com- 
posed of  L.  A.  Whittaker,  Chaiitnan,  H.  AV. 
Fhomas,  Robert  Watsoti,  and  Ben  N.  Salt/tnan, 
met  shortly  alter  3:30  P.M.  on  Sunday,  /April  20, 
197,5.  The  following  coimnittee  leports  w'ere 
considered,  disenssed  and  aj/proval  and  accept- 
ance as  presented  is  t ecommended: 

1.  Committee  on  Cancer  Cotttrol 

2.  Ccjimnitteeon  Medical  Education 

3.  Committee  on  Public  Relations 

4.  /Ad  hoc  Committee  on  Repeal  or 
Ainetidment  of  PSRO 

,5.  Ninth  Counciloi  District  (Dr.  Kirby) 

0.  Ninth  Councilor  District  (Dr.  Henry) 

7.  Lentil  Councilor  District 

8.  Rejiort  of  the  Council 
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T.  E.  Townsend.  Pine  Bluff,  Society  President  for  1975-76»  and 
A.  S.  Koenig,  Port  Smith,  president-elect. 


9.  Budget  C^oniniittee 

10.  Arkansas  Political  Action  Committee 

11.  Arkansas  Regional  Medical  Program 
Advisory  Committee  Member  Report 

'I'he  Reference  Cfommittee  also  recommends 
acceptance  of  the  Report  of  the  Committee  on 
Medicine  and  Religion  with  the  recommenda- 
tion tliat  efforts  he  made  to  restime  a program 
similar  to  the  presentation  in  conjunction  witli 
the  1971  Annual  .Session  in  Little  Rock. 

(d’he  above  portion  of  the  report  of  the  Refer- 
ence Committee  was  a]:)proved  by  the  House  as 
presented.) 

d'he  Reference  Committee  also  heard  and  ac- 
cepted Dr.  Khan’s  report  of  the  Student  AMA 
Liaison  Committee.  Spirited  discussion  of  this 
problem  was  heard.  It  is  the  conclusion  of  the 
Reference  Committee  that  hopefully  further  dis- 
cussion will  he  directed  toward  the  development 
of  solidifying  rather  tlian  disruptive  attitudes 
toward  medical  liaison  in  this  State. 

Dr.  Shorey  of  Pulaski  County  moved  that  the 
report  he  amended  to  strike  “education”  in  the 
last  line  of  the  report  as  distributed  and  the  sub- 
stitute “liaison"  as  presented  orally  and  to  insert 


Mrs.  Curry  Bradburn,  Little  Rock,  Auxiliary  President  for  1975- 
76,  and  Mrs.  Carl  Wilson,  Fort  Smith,  president-elect. 

the  following  substitute  wording:  “licensure  ex- 
amination." 

The  report  as  amended  was  then  approved  by 
the  House. 

H.  W.  d’honias,  a member  of  the  committee, 
spoke  briefly  concerning  the  Committee’s  report 
as  )iresented.  He  stated  that  he  felt  he  w'ould  be 
remiss  in  bis  responsibilities  to  the  delegates  if 
he  did  not  comment  on  some  of  the  discussion 
in  the  committee  hearing.  He  mentioned  the 
opposition  of  the  young  men  at  the  Medical 
■School  to  the  Healing  Arts  examination.  Dr. 
I'homas  indicated  that  the  reasons  for  the  vari- 
ous boards  were  pointed  out  to  the  young  men, 
but  that  they  remained  adamant  in  their  posi- 
tion. Dr.  d’homas  felt  the  members  of  the  Society 
over  the  state  should  realize  that  there  is  a very 
serious  difference  of  opinion  between  the  medical 
students  and  organized  medicine  or  the  practic- 
ing physicians.  He  expressed  the  hope  that  we 
could  work  with  Dean  Bruce  in  resolving  this 
problem. 

Speaker  Chudy  called  on  the  chairman  of  the 
Council  for  the  supplementary  report  covering 
actions  during  the  convention. 
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REPORT  OF  THE  COUNCIL 
C.  C.  Long,  Chairman 

The  Council  met  on  Suiulay,  April  20ih,  and 

transacted  business  as  follows: 

1.  Authorized  the  chairman  to  appoint  a resolu- 
tions committee. 

2.  Approved  and  acceptetl  the  annual  report  of 
audit. 

3.  Approved  Executive  Committee  actions  nomi- 
nating Ross  Fowler,  M.  J.  Kilbury,  Jim  Lytle 
and  Donald  Duncan  for  the  Advisory  Com- 
mittee to  the  Regional  Medical  Program. 

4.  Approved  dues  exemption  for  affiliate  mem- 
bership presented  by  the  county  societies  as 
follows: 

For  Retirement 

'William  K.  Bell,  Craighead-Poinsett 

R.  C.  Shanlever,  Craighead-Poinsett 

B.  F.  Banister,  Faulkner 

James  D.  Kinley,  ^Vdrite 

M.  C.  Hawkins,  Jr.,  ^Vhite 

Ross  Van  Pelt,  'Washington 

L.  H.  .Siegel,  'W^ashington 

Vincent  O.  Lesh,  W^ashington 

LeMon  Clark,  'Washington 

W.  J.  Butt,  Washington 

Charles  Brizzolara,  ^Vashington 

H.  L.  Boyer,  \Vashington 

Jeff  J.  Baggett,  '^Vashington 

R.  A.  Murchison,  .Sebastian 

V.  N.  Kennedy,  Sebastian 

'W.  F.  Adams,  Sebastian 

John  H.  Miller,  Ouachita 

E.  Lloyd  Wilbur,  Pidaski 

A.  M.  Washburn,  Pidaski 
Charles  ^V^allis,  Pulaski 
John  A.  Stathakis,  Pulaski 
Irving  J.  Spilzberg,  Pidaski 
^V.  A.  Snodgrass,  Jr.,  Pulaski 
Frances  C.  Rothert,  Pulaski 
Carl  A.  Rosenbaum,  Pulaski 

B.  J.  Reeves,  Pulaski 
James  M.  Nisbett,  Pulaski 
Harold  N.  Miller,  Pulaski 
Mason  Cf.  Law,son,  Pulaski 
Ruth  H.  Junkin,  Pulaski 
Eva  F.  Dodge,  Pula,ski 
Hoyt  L.  Choate,  Pulaski 
Alan  G.  Cazort,  Pidaski 
Martha  M.  Brown,  Pulaski 
R.  M.  Blakely,  Pulaski 


Daniel  H.  Autry,  Pulaski 
Charles  C.  Ault,  Pulaski 
William  L.  McNamara,  Pope-Veil 
Roy  1.  .Millard,  Pope-Yell 
Martin  F.  Heidgen,  Pope-Yell 
Frank  F.  Gavlas,  Po])e-Yell 
Louis  A.  Draeger,  Pope -Yell 
Jabez  F.  Jackson,  Jackson 
Robert  H.  Hood,  Saline 
A.  B.  Dickey,  Lawrence 
'W.  Decker  Smith,  Miller 
R.  R.  Kirkpatrick,  Miller 
Ciaston  A.  Hebert,  Garland 

For  Disability 

Eugene  Hildeljraiul,  Baxter 

Miles  F.  Kelly,  Grant 

Joint  H.  Williams,  Van  Buren 

For  Training 

Students: 

James  M.  .\rkins,  Pulaski 
E.  J.  Reddick,  Pula.ski 

Interns: 

K.  E.  Ashcraft,  Pulaski 
W.  R.  Collie,  Pulaski 
Patrick  Dolan,  Pulaski 
Jorge  M.  Figueroa,  Pulaski 
James  .A..  S.  Haisten,  Pulaski 
W.  H.  Stephens,  Pulaski 
Ronaltl  1).  Hardin,  Pulaski 


Residents 

(Pulaski 


Don  P.  .Setliff 
I'homas  R.  Wallace 
Raiiulfo  Atienza 
Alan  Aycock 
James  S.  Beckman 
Steven  Davie 
R.  Jeffrey  Eisenach 
Reuben  M.  Harris 
C.  Whlliam  Hof 

E.  C.  Jones 

F.  Richard  Jordan 
Sam  A.  McGuire,  III 
Jerry  D.  Malott 
James  A.  McMillan 
Jeffrey  M.  Nieman 
Charles  B.  Pollock 
Robert  L.  Reese 
'William  J.  Smead 
Ricardo  Stotomora 


CMunty) 

Ron  Williams 
Harold  F.  Whlson 
Michael  C.  Young 
Linda  F.  Deere 
Carol  Mittelstaedt 
Louise  R.  Munos 
Steven  ^V.  Strode 
Haim  I.  Bicher 
Christopher  E. 
'Wiggins 

Larry  F.  Faulkner 
Carl  C.  Garner 
Rodney  L.  Griffin 
I'liomas  H.  Hollis 
John  A.  Husk  ins 
Lakhbir  Kang 
Phillip  L.  Whhe 
K.  K.  Yen 

Mahmood  Ali  Kahn 
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Fred  H.  Olin  Hugh  F.  Burnett 

Paul  C.  Williams  Ronald  Reese 

James  R.  McNair 
Saline  County:  William  J.  Stocker 
Lawrence  County:  James  H.  Hickman 

5.  Appointed  Samuel  Landrum  of  Fort  Smith 
as  chairman  of  the  I’enth  Councilor  District 
Professional  Relations  Committee. 

6.  Granted  a charter  to  the  Yell  County  Med- 
ical Society. 

7.  Authorized  the  chairman  to  appoint  a com- 
mittee to  explore  the  purposes  and  methods 
of  a proposal  by  Health  Application  .Sys- 
tems for  a study  of  underutilization  in  the 
Medicaid  ProgTam. 

8.  Heard  Mr.  Warren  discuss  the  malpractice 
insurance  situation.  Mr.  Warren  advised  the 
Council  that  as  of  April  18th,  tlte  St.  Paul 
Companies  had  not  actually  filed  a schedule 
for  new  rates. 

9.  Decided  on  a method  for  nominating  the 
panels  of  doctors  from  each  of  the  19  Judi- 
cial Districts  in  the  state  to  meet  the  re- 
(juirements  of  the  Malpractice  Arbitration 
law  passed  in  the  recent  Legislature. 

10.  Approved  appointment  of  Howard  Harris 
of  Dumas  as  chairman  of  the  Fourth  Coun- 
cilor District  Professional  Relations  Com- 
mittee. 

11.  Appointed  the  following  to  serve  on  the 
Medical  Services  Review  Committee: 

C.  Lynn  Harris,  Family  Practice 
James  R.  Walt,  Surgery 
Pat  Phillips,  Obstetrics-Gynecology 
Robert  Glenn,  Pediatrics 

A.  S.  Koenig,  Jr.,  Pathology 
Charles  McKenzie,  Orthopaedics 

12.  Re-elected  Jean  Gladden  to  the  Board  of 
'Frustees  of  the  Medical  Education  Founda- 
tion for  Aikansas. 

13.  Appointed  Gerald  Teasley  and  Harley  Darn- 
all  to  the  Arkansas  State  Arbitration  Com- 
mission. 

14.  Voted  to  ret] nest  the  Medical  Society’s  rep- 
resentative on  the  State  Health  Planning 
Council  to  rejxjrt  to  the  Council  regularly 
in  the  future. 

'Fhe  Council  met  on  Monday  morning,  April 

21,  and  took  the  following  actions: 

1.  Approved  inci'easing  tlie  annual  donation  to 


the  Aldersgate  Medical  Camp  for  medically 
handicapped  children  to  $140. 

2.  Nominated  Jim  Lytle  to  serve  on  the  Board 
of  Trustees  of  Arkansas  Blue  Cross-Blue 
Shield. 

3.  Voted  to  forgive  the  loan  by  the  Medical  So- 
ciety to  the  Arkansas  Foundation  for  Medical 
Care. 

The  Council  met  on  Tuesday  and  transacted 

business  as  follows: 

1.  The  chairman  read  a letter  of  appreciation 
from  Jeane  Hundley  for  tlie  placpie  presented 
to  her  at  the  Winter  meeting. 

2.  Voted  to  discontinue  the  routine  practice  of 
adopting  resolutions  of  appreciation.  The 
Council  directed  that,  in  place  of  resolutions 
of  appreciation,  the  Executive  Vice  President 
send  letters  of  appreciation  when  he  feels 
such  letters  are  called  for. 

3.  Received  for  information  a resolution  from 
the  Physician-Nurse  Joint  Practice  Commit- 
tee endorsing  the  collaborative  functions  of 
the  physicians  and  nurse  practitioners  for  im- 
proved patient  care. 

4.  Took  the  following  actions  regarding  peer 
review  for  private  insurance  companies: 

A.  Voted  to  remove  tlie  Private  Insurance  Re- 
view Committee  from  the  Arkansas  Foun- 
dation for  Medical  Care  and  re-create  it 
as  a committee  of  the  Council. 

B.  Voted  to  notify  the  doctor  concerned  be- 
fore any  case  sulimitted  for  review  by  the 
Private  Insurance  Review  Committee  is 
considered. 

C.  Authorized  paying  for  a part-time  secre- 
tary and  the  long-distance  telephone 
charges  for  the  Private  Insurance  Review 
Committee. 

I).  Directed  that  all  revenue  from  reviewing 
insurance  claims  is  to  go  to  the  Arkansas 
Medical  Society. 

5.  Directed  the  Executive  Vice  President  to  write 
all  memiiers  of  the  Society  legal  counsel’s  in- 
terpretation of  the  recently-adopted  legisla- 
tion on  prescriptions. 

The  Council  met  at  9:00  A.M.  on  Wednesday 

and  transacted  the  following  business: 

1.  Appointed  E.  Clinton  Texter,  Jr.,  as  the  In- 
ternal Medicine  representative  on  the  Medical 
Services  Review  Committee. 
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2.  Apjx>inted  the  following  to  the  Ark-Pac 
Board: 

Boyce  West,  Clarksville 

Noel  Ferguson,  Flarrison 

Mrs.  E.  Morgan  Collins,  Forrest  City 

Kemal  Kiitait,  Fort  Smith 

James  L.  Smith,  Little  Rock 

J.  Larry  Lawson,  Paragoidd 

E.  L.  Hutchison.  Pine  Bluff' 

Sybil  Hart,  Blytheville 

Mrs.  Charles  F.  \\hlkins,  Jr.,  Russellville 

d'homas  Jansen,  Little  Rock 

.\llie  Andrews,  Fexarkana 

\ViIliam  S.  Orr,  Jr.,  Little  Rock 

3.  Authorized  the  head(|uarters  to  accept  nomi- 
nations for  the  Malpractice  Insurance  panels 
for  the  nineteen  jiidicial  districts  from  the 
respective  councilors. 

4.  Appointed  J.  Travis  Crews  to  the  Arkansas 
Family  Planning  Council. 

5.  Considered  a resolution  from  the  Eye,  Ear, 
Nose  and  Throat  Section  opposing  Health 
Maintenance  Plans.  I'he  resolution  was 
tabled.  It  was  decided  to  invite  representa- 
tives from  the  EENT  Section,  other  specialty 
groups,  and  county  medical  societies  now 
jjarticipating  in  H.M.P.'s  to  a meeting  to  dis- 
ctiss  the  matter. 

6.  Voted  to  retpiest  from  the  House  of  Delegates 
authority  to  select  the  location  of  future 
meetings  of  the  Society. 


4'he  House  approved  the  report  of  the  Coimcil 
as  presented. 

Speaker  Chudy  announced  the  selection  of 
nominees  by  the  congTessional  district  elections 
as  follows: 

Eor  the  T hird  Congressional  District  position 
on  the  State  Board  of  Health: 

Ben  Salt/man,  Mountain  Home 
'WTlbur  Lawson,  Fayetteville 
Boyce  West,  Clarksville 

For  the  Sixth  Congre.ssional  District  position 
on  the  State  Board  of  Health: 

C.  Lewis  Hyatt,  Monticello 
Robert  McCrary,  Plot  Springs 
Robert  H.  Atkinson,  Hot  Springs 

For  the  Sixth  Congressional  District  position 
on  the  State  Medical  Board: 

Frank  Burton,  Hot  Springs 

Speaker  Chudy  expressed  thanks  to  members 
of  the  House  and  adjourned  the  House  at  H:T5 
A.M. 

REORGANIZATIONAL  MEETING 
OF  THE  COUNCIL 

T he  Council  met  for  a brief  reorganizational 
meeting  at  11:15  A.M.  on  ^Wdnesday,  .\])i  il  23, 
1975.  New  members  of  the  Council  — Asa  Crow, 
Allie  .\iuhews,  Kemal  Kutait  — were  welcomed 
to  the  group.  C.  C.  Long  was  re-elected  chairman 
and  Alfred  Kahn,  Jr.,  was  re-elected  Editor  of 
the  Journal  for  the  ensuitig  year. 
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The  Inaugural  Banquet 


Beit  N.  Saltznian  was  Master  of  Ceremonies  for  tlic  President's 
Banquet  on  l uesday  evening. 


T.  E.  Eownsend  takes  the  oath  of  office  of  the  president  of  the 
Arkansas  Medical  Society. 


Ben  N.  Salt/inan  presents  the  gavel  to  T.  E.  Townsend  and  coai- 
gratuiates  the  new  president. 


26 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Proci-.kdings 


The  Inaugural  Banquet 


The  family  of  new  president  T.  K.  Townsend  were  special  guests  at  the  inaugural 
banquet. 


Members  of  the  Executive  Committee  and  their  witcs  were  seated  at  the  head  table 
at  the  banquet. 


Curtis  Clark,  chairman  of  the  Scientific  Exhibits,  presents  the  first  place  award  for 
scientific  exhibits  to  Dr,  (oe  tioklasure  of  Bailey,  I’appas,  McGrew  Ear  and  Nose-'I  hroat 
Clinic. 
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SCIENTIFIC  SESSION 


I'he  scientilic  program  of  the  convention  was 
opened  at  10:30  A.AI.  on  Monday,  April  21,  with 
First  Vice  President  G.  Thomas  Jansen  presiding. 
Jane  Schaller  of  the  University  of  Washington 
School  of  Afedicine  discussed  “Natural  History 
of  Juvenile  Rheumatoid  Arthritis  and  its  Defer- 
ential from  Rheumatoid  Arthritis  in  the  Adult  — 
Juvenile  Rheumatoid  Arthritis  Sequela  in  the 
Adult."  Richard  R.  Tenzel  of  the  University 
of  Aliami  School  of  Aledicine  presented  a paper 
on  “Surgery  of  the  Eye  and  Orbit"  and  Gale 
Gardner  of  Afemphis  discussed  “Recent  Develop- 
ments in  Otology."  The  morning  program  was 
concltided  with  a presentation  on  “Recent  Ad- 
vances in  Diagnostic  Radiology"  by  Jack  Rabi- 
nowitz  of  the  University  of  Tennessee  Afedical 
Center. 

I he  Afonday  afternoon  scientific  program  was 
devoted  to  a panel  on  “I’rauma." 

Samuel  E.  l.andrum  of  Fort  Smith  talked  on 
“Emergency  Afedical  Services  in  Arkansas"  and 
“Shock."  Carl  AVilliams  of  Eort  Smith  spoke  on 
“Chest  Injuries"  and  Peter  J.  Irwin  of  Eort  Smith 
presented  a ])aper  on  “Eractures  and  Disloca- 
tions." Second  Adce  President  Asa  Crow  presided 
at  til  is  session. 

At  10:00  A.Af.  on  Tuesday  morning,  a panel 
jirogram  on  “Regionalization  of  Perinatal  Health 
Care"  was  presented.  I’hird  Vice  President  Don- 
ald L.  Toon  was  presiding  officer.  The  panel 
was  introduced  by  David  L.  Barclay  of  the  llni- 
versity  of  Arkansas  School  of  Aledicine.  Speakers 
included  Henrv  C.  Heins  of  the  Department  of 
Obstetrics  and  Gynecology  at  the  Afedical  Uni- 
versity of  South  Carolina  College  of  Aledicine, 
and  Stanley  Graven  of  the  University  of  AVis- 
consin  Afedical  School.  Alice  Beard,  Byron  L. 
Hawks,  and  Ben  Saltzman,  all  of  the  University 
of  Arkansas  School  of  Aledicine,  were  panelists 
for  the  program.  Poliowing  the  panel,  Raymond 
G.  Slavin  of  St.  I.ouis  University  School  of  Afedi- 
cine  presented  a paper  on  “Bronchial  Asthma  — 
Pathogenesis  and  Alanagement.” 

HISTORY  OF  MEDICINE 

Part  of  the  program  for  the  centennial  meet- 
ing of  the  Society  was  devoted  to  papers  on  the 
“History  of  Aledicine  in  Arkansas.”  Presenting 


papers  for  this  special  portion  of  the  program 
were: 

Harry  Hayes,  Little  Rock,  “Introduction  to  the 
History  of  Aledicine  in  Arkansas.” 

Afarion  S.  Craig,  Idttle  Rock,  “Arkansas  Terri- 
torial Aledicine.” 

Judge  Ed  P.  AfcEaddin,  Little  Rock,  “Develop- 
ment of  Legal  Aledicine  in  Arkansas.” 

H.  King  Wade,  Jr.,  Hot  Springs,  “Early  Aledi- 
cine in  Hot  Springs.” 

Henry  Hollenberg,  Little  Rock,  “Early  Medi- 
cine in  Idttle  Rock  and  Pulaski  Cotinty.” 

Ruth  Ellis  I.esh,  Eayetteville,  “Early  Aledicine 
in  Northwest  Arkansas.” 

Henry  V.  Kirby,  Harrison,  “Early  Aledicine  in 
Nortli  Central  Arkansas.” 

J.  P.  Price,  Afonticello,  “Early  Aledicine  in 
South  Central  Arkansas.” 

Ered  Henker,  lattle  Rock,  “Early  Psychiatry  in 
Arkansas.” 

Roljert  AVatson,  lattle  Rock,  “What  Organized 
Aledicine  Has  Contributed  to  This  State." 

I’he  pajjers  presented  by  tliese  individuals  are 
being  published  in  booklet  form  and  will  be 
made  available  to  all  memljers  of  the  Arkansas 
Afedical  Society. 

HISTORICAL  EXHIBITS 

As  a part  of  the  observance  of  the  Society's 
centennial,  a number  of  exhibits  of  an  historical 
nature  were  on  display  on  the  first  floor  of  the 
hotel.  Afembers  of  the  Garland  County  Afedical 
Auxiliary  in  dress  of  the  187()'s  served  as  hostesses 
for  the  exhiliits  and  passed  out  a pamphlet  on 
the  history  of  the  Arkansas  Afedical  Society. 

The  exhibits  included: 

“Thoracic  Surgery”  by  AVilliam  S.  Hudson, 
Jasper. 

“Eifty  Year  Club,”  G.  Allen  Robinson,  Harri- 
son, Secretary. 

“ Kirby- A-^ance  Eamily  History,”  Henry  V. 
Kirliy,  Hairison. 
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“(>hair  llsecl  by  Dr.  Proctor,  ” Floyd  Wilson 
Home  F'lirniturc  Ciompany,  Hot  Sjrrings. 

“Pictorial  History  of  the  University  of  Arkan- 
sas Scliool  of  Medicine,”  Horace  Marvin  and  Mr. 
Jack  Diner. 

“History  of  Metlicine  in  Seltastian  County,” 
Mrs.  Art  Martin  and  Mrs.  Kemal  Kutait  of  Fort 
Smith. 

“Dr.  1’.  E.  Rliyne,  d’hornton  (1899-1964),” 
T.  E.  Townsend. 

“Dr.  J.  S.  \V9iddle,  Centerville  (1879-1929),” 
Mrs.  C.  Lynn  Harris,  Hope. 

“Historical  Medical  Documents,”  Mrs.  Jack 
W.  Kennedy,  Hot  Springs. 

“Slides  from  Inaugural  Ceremonies  of  Society 
Conventions,”  C.  R.  Ellis,  Malvern. 

Books,  instruments  and  prescription  form,  H. 
W.  Thomas,  Dermott. 

Books,  instruments  and  picture  of  Doctor's 
Office  in  the  180()'s,  Robert  Watson,  Little  Rock. 

Books,  Charles  E.  Wilkins,  Jr.,  Russellville. 

Medical  Diploma  of  the  1800's,  C.  C.  Long, 
Eort  Smith. 

Saddle  Bags,  Martin  F'isele,  Hot  Springs. 

These  exhibits  were  open  to  the  public  and 
created  a great  deal  of  interest. 


CENTENNIAL  PARADE 

Another  feature  of  the  centennial  meeting  was 
a parade  down  Central  Avenue  at  4:00  P.M.  on 
Monday. 

I -StejrjK'rs  Irom  the  Hot  Sjrrings  High  School 
led  oil  the  parade  carrying  a banner  reading  “100 
Years  of  Service,  187.5-197.5,  Arkansas  Medical 
Society.”  Included  in  the  parade  were  Max 
Parrott  of  Portland,  Oregon,  President-elect  of 
the  American  Medical  Association;  Ben  N.  Saltz- 
man.  President  of  the  Arkansas  Medical  Society; 
T.  It.  Townsend,  President-elect  of  the  Arkansas 
Medical  Society;  C.  C.  Long,  Chairman  of  the 
Council  ol  the  Arkansas  Medical  Society;  Mr. 
Paul  Schaefer,  Executive  Vice  President  of  the 
Society;  Hot  Springs  Mayor  'Font  Itlksworth;  Miss 
Arkansas,  Rhonda  Kay  Pope;  Miss  Arkansas 
Ebhverse,  Roirin  F’ields;  members  of  the  Fifty 
Year  Club  of  the  Arkansas  Medical  Society;  the 
Hot  Springs  High  School  Band;  Central  Junior 
High  School  Band;  Lakeside  High  School  Band; 
Southwest  Junior  High  School  Band;  the  Gar- 
land County  Mounted  Patrol;  and  floats  or  cars 
rejrresenting  the  Arkansas  Cancer  Society,  the 
y\.rkansas  Caduceus  Club,  the  Arkansas  State 
Nurses  Association,  the  Ciarland  County  Re- 
tarded Citizens,  and  the  Uni\ersity  of  Arkansas. 
School  of  Nursing. 
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OTHER  ACTIVITIES 


COUNCIL  RECEPTION 

Tlie  Council  of  the  Society  hosted  a reception 
on  Sunday  evening.  Dr.  and  Mrs.  Ben  Saltzman, 
Dr.  and  Mrs.  T.  E.  Townsend,  Dr.  and  Mrs.  C. 
C.  Long,  and  Dr.  and  Mrs.  Elvin  Shuffield  re- 
ceived memlrers  and  guests  in  a room  beautifully 
decorated  in  the  centennial  theme  with  calico 
flowers,  an  old-fashioned  churn,  etc.  The  re- 
ception was  well  attended  and  the  fun  and  fel- 
lowship of  the  evening  set  the  mood  for  the 
centennial  meeting. 

MONDAY  EVENING  PARTY 

On  Monday  evening.  Blue  Cross-Blue  Shield 
of  Arkansas  hosted  a cocktail  party  for  the  So- 
ciety. As  usual,  the  Blue  Cross-Blue  Shield  party 
was  a very  popular  one  — it  was  well  attended 
and  enjoyed  by  everyone. 

In  connection  witli  the  Blue  Cross-Blue  Shield 
cocktail  party,  the  Woman’s  Auxiliary  to  the 
Arkansas  Medical  Society  presented  “You’ve 
Come  a Long  Way,  Baity,”  narrated  by  Mrs. 
Gordon  P.  Oates  of  Little  Rock.  Mrs.  Oates  re- 
viewed the  history  of  the  Auxiliary,  the  “helping 
hand”  of  the  Medical  Society.  Past  Presidents 
of  the  Auxiliary  modeled  costumes  from  their 
year  as  president.  Models  were  Allene  Smith, 
Carlyn  Langston,  Margaret  Harris,  Amelia 
^^artin,  Joyce  Wilkins,  Helen  Padberg,  Willie 
Oates,  Ida  Kennedy,  IMarguerite  Little,  Rosina 
Jones,  and  Mrs.  William  Hibltits.  The  skit  was 
very  entertaining  and  enjoyed  by  all.  The  ladies 
received  enthusiastic  applatise. 

TUESDAY  EVENING 

Physicians  and  their  wives  were  encouraged  to 
dress  in  attire  of  the  1875  era  for  Tuesday  eve- 
ning and  there  were  many  beautiful  outfits  worn 
that  evening.  The  cocktail  party  preceding  the 
inaugural  banquet  gave  members  an  opportunity 
to  admire  the  beautifid  costumes  and  to  find  that 
many  had  very  interesting  histories. 

Ben  N.  Saltzman  served  as  Master  of  Cere- 
monies for  the  Inaugural  Banquet.  Invocation 
was  by  C.  R.  Ellis. 

President  Saltzman  introduced  those  seated  at 
the  head  table:  Elvin  Shuffield,  Secretary  and 
Chairman  of  the  I,egislative  Committee;  Mrs. 
Shuffield;  Mrs.  Saltzman;  C.  C.  Long,  Chairman 


of  the  Council;  Mrs.  I.ong;  T.  E.  Townsend, 
President-elect,  and  Mrs.  Townsend. 

Other  special  guests  introduced  were:  Mrs. 
James  H.  Manning  of  Marietta,  Georgia,  the 
President  of  the  Southern  Medical  Auxiliary; 
Mrs.  Curry  Bradburn,  Little  Rock,  President  of 
the  State  Auxiliary;  Mrs.  Carl  Wilson  of  Eort 
Smith,  President-elect  of  the  State  Auxiliary; 
Robert  McCrary,  Chairman  of  the  Convention 
Committee,  and  D.  I..  Owens,  who  was  attend- 
ing his  55th  consecutive  meeting  of  the  Arkansas 
Medical  Society. 

President  Saltzman  expressed  appreciation  to 
Mrs.  Louis  Hundley  for  the  beautiful  decorations 
for  the  100th  anniversary  of  the  Society.  Tables 
were  decorated  with  white  flowers,  greenery', 
and  the  number  “100”  in  white  and  silver  glitter. 

President  Saltzman  called  on  Curtis  Clark  for 
presentation  of  exhibit  awards. 

Joe  Colclasure  was  present  to  accept  the  first 
place  award  for  the  Bailey,  Pappas,  Gay,  McGrew 
Ear  & Nose-Throat  Clinic,  P.A. 

President  Saltzman  gave  recognition  to  the 
past  presidents  of  the  Society  in  attendance: 
John  Wood,  Robert  Watson,  Jack  Kennedy,  Ross 
Eowler,  H.  W.  Thomas,  Joseph  Norton,  C.  Lewis 
Hyatt,  C.  R.  Ellis,  Joe  Verser,  H.  King  Wade,  Jr., 
and  T.  Duel  Brown. 

Dr.  Saltzman  then  administered  the  oath  of 
office  of  President  of  the  Arkansas  Medical  So- 
ciety to  T.  E.  Townsend  and  presented  the  gavel 
to  him. 

As  his  first  official  duty.  Dr.  Townsend  pre- 
sented a jilaque  of  appreciation  to  Dr.  Saltzman 
for  his  services  to  the  state  and  to  the  profession 
during  his  term  as  Society  president. 

Dr.  Townsend  introduced  members  of  his 
family  who  were  present  — his  wife  Wanda;  his 
mother,  Mrs.  C.  L.  Townsend;  his  mother-in-law, 
Mrs.  C.  E.  Lane;  his  daughters  Sherri  and  Eliza- 
beth; his  sister  and  brother-in-law,  Joy  and  Aaron 
Westbrook,  and  his  twin  sons.  Lane  and  Mark. 
Another  son.  Tommy,  was  unable  to  be  present 
because  of  his  duties  as  an  intern. 

Dr.  Townsend  addressed  the  membership  as 
follows: 
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Receiving  line  for  Council  Reception.  Members  of  the  Executive  Committee  iind 
their  wives  received  guests  at  the  reception  for  all  members  hosted  bv  the  C>ouncil  on 
Sunday  evening.  Reading  from  the  right.  Ben  Salt/man.  president;  Mrs.  Salt/man; 
T.  E.  Townsend,  president-elect;  Mrs.  'lownsend;  C.  C.  Long,  Chairman  of  the  Council; 
Mrs.  Long;  Elvin  Shuffield,  sccretar\',  and  Mrs.  Shuffield. 


Past  presidents  of  the  Society  met  for  breakfast  on  Wednesday  morning.  Present 
were  (seated,  left  to  right)  joe  Verser.  C.  R.  Ellis,  II.  King  Wade.  Jr..  Ross  Fowler,  and 
(standing,  left  to  right)  Robert  Watson,  Ben  N.  Salt/man.  C.  Lewis  Hyatt,  and  John 
P.  Wood. 


Members  of  the  Fifty  Year  Club  were  honored  at  a breakfast  meeting  on  Tuesday 
morning  at  whidi  special  recognition  was  given  to  Dr.  J.  W.  Morris,  who  is  one  hundred 
years  of  age.  Not  all  members  of  the  club  were  present  when  the  photograph  was  taken, 
f>ut  club  members  attending  the  breakfast  were:  Eva  Dodge.  D.  L.  Owcins.  W.  K.  Smith, 
Davis  Cioldstein,  John  W.  Morris.  Ross  Van  I*clt.  Mac  McLendon.  Dving  j.  Spit/berg, 
R.  H.  Whitehead.  D.  B.  Stough.  G.  Allen  Robinson.  ().  A.  Smith,  (iaston  Hebert.  W.  A. 
Hudson,  George  C.  Coffev.  Virgil  L.  Pa>ne,  Jerome  Levy,  and  T.  H.  Jones. 
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INAUGURAL  ADDRESS 
T.  £.  Townsend,  M.D.,  President 

I feel  that  any  organization  which  survives  100 
years  and  remains  as  \ iable  as  the  Arkansas  Med- 
ical Society  merits  investigation.  With  this 
thought  in  mind,  I have  been  reviewing  the  past 
one  hundred  years  of  onr  ^fedical  Society.  It 
has  been  most  revealing  anti  retvarding. 

d’he  Sebastian  County  Medical  Society  was 
the  first  medical  organization  in  the  state.  It 
was  founded  in  1845. 

d'lie  State  Medical  Association  of  Arkansas 
was  formetl  in  1870.  This  organization  was  dis- 
banded tine  to  constant  misunderstandings  be- 
tween various  gionps  inside  and  outside  the  or- 
ganization. Following  this,  a group  of  two  hun- 
dretl  and  twenty-three  physicians  signed  a peti- 
tion and  foi'ined  the  State  Medical  Society  of 
Arkansas  in  1875.  The  Charter  remains  in  force 
totlay  as  recorded  in  1875.  At  the  Seventeenth 
Annual  Session  in  1892  at  Little  Rock,  the  name 
was  simplified  to  the  Arkansas  Medical  Society 
as  we  now  have  it.  Dr.  "W.  B.  "Welch  of  Sebastian 
County  was  the  first  president. 

Records  of  the  first  few  years  are  rather  scant 
T he  Arkansas  Afedical  Society,  through  friends 
in  the  State  Legislature,  introduced  a bill  estab- 
lishing the  State  Health  Department  in  1881. 
No  funds  tvere  appropriated  for  many  years  to 
support  the  Health  Department,  but  many  physi- 
cians volunteered  their  services  as  County  Health 
Officers. 

In  1879,  the  State  Medical  Society  worked  for 
the  establishment  of  the  first  medical  school. 
Again,  no  funds  were  available  for  many,  many 
years  and,  again,  all  teaching  and  ecpiipment  was 
volunteered  by  the  physicians  of  the  Arkansas 
Medical  Society.  Actually,  no  funds  were  ap- 
propriated to  the  Univet'sity  for  the  operation  of 
the  School  of  Medicine  until  1945  — some  56 
years  later. 

The  first  presidential  address  to  the  Society 
that  I could  find  was  in  1880  by  Dr.  E.  T.  Dale. 
I would  like  to  quote  Dr.  Dale:  “It  is  time  that 
the  profession  should  take  a more  prominent  part 
in  public  affairs,  be  more  interested  workers  for 
and  promoters  of  public  legislation.  It  is  the 
duty  of  physicians,  as  citizens,  to  see  that  the 
interests  of  state  medicine  are  cared  for;  if  they 
do  not  do  this,  but  leave  the  matter  of  public 


hygiene  or  preventive  medicine,  the  establish- 
ment of  a Board  of  Health,  of  institutions  for  the 
care  of  the  sick,  the  (juestions  of  medical  educa- 
tion and  medical  jurisprudence,  together  with 
the  thousand  and  one  other  questions  which  bear 
upon  the  lives  and  health  of  our  people,  to  be 
regulated  by  those  who  know  little  and  care  less 
aliout  these  subjects,  Arkansas  will  long  be  far 
behind  those  states  in  which  more  enlightened 
ideas  are  held  and  more  earnest  work  done  by 
medical  men.” 

Dr.  Dale  also  said,  and  I quote:  “It  is  a fact 
worthy  of  special  attention,  that  the  history  of 
medicine  from  earliest  times  to  the  present  day, 
shows  that  the  progress  of  rational  medicine  has 
been  advanced  or  retarded  just  in  proportion,  as 
its  cultivation  has  Iteen  protected  and  encour- 
aged, or  persecuted  and  neglected  by  govern- 
ment.” 

Dr.  Dale  also  mentioned  the  establishment  of 
a State  Lunatic  Institute.  This  was  brought 
about  by  legislation  in  1886. 

The  president’s  address  in  1893  was  on  the 
prevention  of  venereal  diseases.  You  talk  about 
sex  — you  haven't  read  anything  until  you  read 
his  speech.  He  listed  some  of  the  agents  for 
transmission  of  venereal  diseases  as  cigars,  paper 
money,  coins,  cracked  glass  and  many  other 
objects  — enough  to  frighten  anyone. 

In  the  address  of  President  Gibson  in  1896, 
he  mentions  the  number  of  physicians  in  Ar- 
kansas as  1,840;  934  regular  physicians  and  899 
irregidars.  This  came  to  one  regular  graduate  to 
every  1,438  persons  — one  irregular  practitioner 
to  every  1,493.  President  Gibson  made  a strong 
plea  for  a State  Medical  Board  to  eliminate  the 
uncpialified  physicians.  This  came  about  with 
the  organization  of  the  State  Medical  Board  in 
1903. 

The  meeting  in  1900,  celebrating  the  25th 
anniversary  of  the  Society,  was  to  be  held  in 
Jonesboro.  Due  to  an  epidemic  of  smallpox, 
Jonesboro  was  under  strict  quarantine.  The 
meeting  was  held  in  Fayetteville,  about  as  far 
away  as  you  can  get.  Membership  was  less  than 
250. 

The  Arkansas  Medical  Society,  from  1875 
until  1902,  was  different  from  the  present  or- 
ganization. Arkansas  had  its  own  by-laws,  con- 
stitution, and  requirements  completely  separate 
from  other  states.  One  could  become  a member 
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without  being  a member  ot  any  county  society. 
Dues  were  $2,  payable  at  the  annual  meeting. 

Ill  1903,  the  American  Medical  Association 
helped  all  state  societies  to  standardize  their  con- 
stitution and  by-laws.  Comity  membership,  then 
state  membership  and  automatic  AMA  member- 
ship. The  AMA  did  not  recpiire  dues  until  1950. 
Membership  in  1903  was  750. 

Of  interest  is  that  the  Society  had  a Committee 
of  Nutrition  until  1921.  The  duties  of  this  com- 
mittee were  to  see  that  none  of  the  members  took 
too  much  nutrition,  eitiier  solid,  semi-solid,  or 
liquid  — and  esjiecially  lic[nid. 

The  Society  met  in  Pine  Bluff  in  1909  and  the 
session  was  devoted  to  “The  Protection  and  Care 
of  Tuberculosis."  The  public  was  invited.  Just 
previous  to  this,  due  to  the  strong  support  of  the 
Society,  the  State  t uberculosis  Sanatorium  was 
opened  for  reception  of  patients. 

The  State  Board  of  Health  was  established  in 
1917  due  to  the  recommendation  of  the  Arkan- 
sas Medical  Society.  This,  at  last,  gave  the  State 
Health  Department  some  strength  in  its  en- 
deavors. 

Of  interest  is  the  disappearance  of  a bill  passed 
by  the  General  Assembly  in  1912  creating  a De- 
partment of  Public  Health.  It  never  reached 
the  Governor.  President  Morgan  Smith  was  quite 
concerned  about  this  and  reading  his  account  is 
like  reading  a good  mystery  novel. 

In  1925  there  were  1,200  memliers  of  the  So- 
ciety. Now  listen  to  what  Dr.  Herbert  Moulton, 
president  of  the  Society  in  1925,  says,  and  I 
quote;  “The  highly  trained  and  expensively 
equipped  doctor  of  today  rightly  feels  that  he 
cannot  afford  to  practice  for  the  small  fees  cus- 
tomary a few  years  ago.  So,  he  charges  more. 
More  doctors  liecome  specialists  than  formerly. 
They  charge  still  higher  fees.  Some  unite  into 
groups  where  fees  may  be  multiplied.  Thus  the 
high  cost  of  education  is  passed  on  to  the  patient. 
I'his  and  the  increased  use  of  hospitals  and 
nurses  with  their  increased  charges  make  the  cost 
of  medical  service  today  many  times  greater  than 
ever  liefore. 

“It  is  claimed,  as  a further  difficulty  glowing 
out  of  the  high  cost  of  medical  education  and 
service,  that  the  modern  doctor  will  not  or  can- 
not afford  to  locate  in  rural  communities.” 

And  Dr.  Moulton  continues,  “There  is  a de- 
mand in  some  quarters  that  the  state  should 


employ  the  doctors  and  own  the  hospitals,  dis- 
tributing the  work  where  it  will.  European  ex- 
perience condemns  it.” 

Dr.  H.  1).  Wood,  president  in  1926,  was  gieatly 
concerned  about  abortions.  He  said,  “But  the 
doctor  who  woukl  destroy  the  life  of  an  unborn 
baby  unlawfully,  should  lose  the  right  to  practice 
medicine  anywhere.” 

Dr.  Thai!  Cothern,  president  in  1930,  referred 
to  the  advent  of  the  specialist  — “Certainly,  there 
always  have  been  specialists,  but  more  particular- 
ly in  diseases  of  the  visible  organs,  the  eye,  nose, 
ear  and  throat.  But  the  more  recent  specialists 
are  lo  iie  found  in  which  may  be  called  ‘the 
innards’  and  that  suffices  to  explain  and  save 
words.”  Dr.  Cothern  also  refened  to  the  coming 
of  psychologists  to  the  medical  field. 

In  1935,  Dr.  F.  O.  Mabary  stated  “Our  most 
pernicious  potential  menace  today  is  a socialistic 
trend  towards  government  subsitlizing  of  doc- 
tors.” 

Dr.  A.  S.  Buchanan,  president  in  1940,  empha- 
sized that  “The  outstanding  medical  achievement 
of  this  generation  has  been  the  giowth  of  pre- 
ventive medicine.”  He  felt  that  the  Arkansas 
Medical  Society  had  recommended  and  sup- 
ported these  efforts  tliroughout  its  history. 

During  the  years  of  \VMrld  ^Var  1 1,  cancer  de- 
tection and  treatment  centers  were  established 
tliroughout  the  state.  Dr.  C.  A.  Archer,  who  was 
president  in  1946,  was  concerned  aliout  a hos- 
pitalization plan  for  the  people  of  Arkansas. 
Thus,  the  ground  work  was  laid  for  the  estab- 
lishment of  Blue  (aoss-Blue  Shield  with  tlie  sup- 
port of  the  Arkansas  Medical  Society  in  1949. 

In  1950,  after  75  years,  the  Arkansas  Medical 
Society  was  concerned  about  rural  health  proli- 
lems  — and  the  need  for  physicians.  The  Society 
was  deeply  involved  in  the  building  and  staffing 
of  the  new  medical  school.  Dr.  Euclid  Smith 
brought  these  facts  out  in  his  address. 

Dr.  James  M.  Kolb,  in  his  address  in  1959, 
announcetl  the  estalilishment  of  the  Medical 
Education  Foundation  for  Arkansas  by  the  Ar- 
kansas Medical  Society. 

And  HOW'  we  come  to  1975  — 100  years.  Today, 
the  Arkansas  Medical  Society  is  involved  in  as 
much  if  not  more  activities  concerning  its  mem- 
bers and  the  jieojile  of  Arkansas  than  ever  before. 
To  mention  a few malpractice,  PSRO,  im- 
mnnization  programs,  emergency  care  progi'ams. 
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providing  monies  for  student  loan  programs,  bet- 
ter scientific  programs,  etc. 

In  conclusion,  it  wonld  appear  to  me  that  every 
advancement  made  in  medicine  or  public  health 
in  the  State  of  Arkansas  lias  lieen  conceived  or 
motivated  l)y  the  Arkansas  Medical  .Society.  1 
wonki  like  to  compliment  yon  physicians  who 
arc  members  of  the  .\rkansas  Medical  Society 
and  those  who  have  preceded  ns  these  100  years 
lor  a job  well  done  and  encourage  yon  to  push 
on  to  greater  achievements. 

COSTUME  BALL 

Following  the  inaugural  banquet,  there  was  a 
“Costume  Ball”  in  the  Crystal  Ballroom  of  the 
hotel.  President  F.  E.  Townsend  served  as 
.Master  of  Ceremonies,  introducing  the  following 
participants  in  the  “parade  of  costumes”: 

Dr.  and  Mrs.  Winston  Shorey 

.Mrs.  Cfordon  P.  Oates 

Dr.  and  Mrs.  .'\sa  Crow 

Dr.  Eva  Dodge 

Dr.  and  Mrs.  Jim  Bethel 

Dr.  and  Mrs.  Richard  Martin 

Dr.  and  Mrs.  Ken  Lilly 

Dr.  anti  Mrs.  Kemal  Kutait 

Dr.  and  Mrs.  Henry  Kirby 

Mrs.  Virgil  Payne 

Dr.  and  Mrs.  James  Kolb 

Mrs.  Carl  Wilson 

Dr.  and  Mrs.  George  F.  Wynne 


Dr.  and  Mrs.  Charles  F.  Wilkins,  Jr. 

Mrs.  Harlan  Hill 

Dr.  and  Mrs.  H.  W.  Thomas 

Dr.  John  Wood 

Miss  Leah  Richmond 

Mr.  and  Mrs.  Paul  C.  .Schaefer 

Dr.  and  Mrs.  Robert  Watson 

Mrs.  Allie  Andrews 

Mrs.  Paul  Cornell 

Dr.  and  Mrs.  William  Springer 

Dr.  and  Mrs.  Joe  Lyford 

Dr  .and  Mrs.  M.  R.  Springer,  Jr. 

Dr.  anti  Mrs.  Deno  Pappas 
Dr.  and  Mrs.  Curry  Bradburn 
Mrs.  Donald  Toon 
Mr.  and  Mrs.  John  McIntosh 
Miss  Dee  Thompson 
Mrs.  Peggie  Branham 
Miss  Becky  Bautts 
Mrs.  Pat  Andrews 

The  judges'  .selection  for  best  female  costume 
was  Mrs.  M.  R.  Springer,  Jr.,  of  Hot  Springs, 
who  received  an  antique  gold  crown  pendant, 
and  Henry  V.  Kirby  of  Harrison,  who  received 
a mounted  Colt  Model  1851  Navy  Revolver. 

I'he  George  Gray  orchestra  played  for  dancing 
following  the  parade  of  costumes. 

Tlie  Annual  Session  Committee  expresses 
thanks  to  all  those  who  dressed  in  centennial 
costumes  for  the  Tuesday  evening  functions. 
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Mrs.  M.  R.  .Sj)i  iiiger,  Jr.,  Hot  Springs,  ami  Dr.  FJenry  Kirby  of  Haiii‘‘On  wcit*  the  judges'  selcdion  lor  fu’st  (Ostutnes  at  ilie 
“Clostuiiie  liall”  on  I uesday  evening. 
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SCIENTIFIC  EXHIBITS 

Twenty  scientific  exhibits  were  displayed  dnr-  2.  “Colonoscopy  and  Polypectomy,”  by  Bon- 

ing the  meeting,  llie  following  three  exhibits  aid  C.  Browning,  Robert  C.  Power  and  Thomas 
were  selected  as  the  most  outstanding:  j Sniith. 

1.  “Round  Window  Ultrasonic  Irradiation  — 

A New  Approach  for  Meniere’s  Disease”  and  I^‘'^sal  Osteotomy  foi  Bunion  Defotanity, 

“Advances  in  Audiology,”  presented  by  H.  A.  -^i^istin  Giimes,  Phillip  H.  Johnson,  Ken- 

Ted  Bailey,  James  J.  Pappas,  Ellery  C.  Gay,  Jr.,  neth  G.  Jones,  I.  Leighton  Millard,  and  R.  Barry 
Robert  N.  McGrew,  and  Joe  B.  Golclasiire.  Sorrells. 

RELATED  MEETINGS 


The  Alan  Cazort  Allergy  Society  of  Arkansas 
held  a luncheon  meeting  on  Monday,  April  21, 
with  Raymond  Slavin  of  St.  Louis  as  guest  speak- 
er. 

The  Association  of  Tumor  Clinic  Staff  Mem- 
bers in  Arkansas  held  a luncheon  meeting  on 
Monday  with  James  Y.  Suen  of  Little  Rock  as 
guest  speaker. 

The  Arkansas  Orthopaedic  Society  held  a 
luncheon  meeting  on  Monday,  April  21,  with 
Mr.  Eugene  Warren  as  speaker  on  “Malpractice.” 
Ashley  Ross  of  Little  Rock  was  elected  president 
of  the  Orthopaedic  Society  and  Peter  Irwin  of 
Eort  Smith  was  elected  secretary. 

I'he  Eye  Section  of  the  Arkansas  Medical  So- 
ciety met  on  Tuesday  morning,  April  22nd,  with 
Richard  A.  Tenzel  as  s|reakcr.  Robert  Hughes  of 
Fort  Smith  is  chairman  of  the  Section  and  Robert 
Calcote  of  Little  Rock  is  secretary. 

The  E;u',  Nose  and  I’hroat  Section  met  on 
Tuesday  morning  and  heard  papers  presented  by 
Gale  Gardner  of  Mempliis.  E.  L.  Milner  of 
Little  Rock  is  chairman  of  the  Section  and  Tom 
Smith  of  Little  Rock  is  secretary. 

The  Arkansas  Chapter  of  the  American  Col- 
lege of  Radiology  held  an  all-day  meeting  on 
Tuesday.  The  program  covered  “What’s  New  in 
Nuclear  Medicine?”,  “What’s  New  in  Radiation 
Oncology?”,  “Wliat’s  New  in  Diagnostic  Radiol- 
og)'?”, an  address  liy  Jack  Raliinowitz  of  Mem- 
phis, and  a diagnostic  film  panel  moderated  by 
'Wdlma  C.  Diner  of  the  University  Medical  Cen- 
ter. David  Newbern  of  Little  Rock  is  president 
of  the  Chapter  and  William  R.  Seibold  of  Tex- 
arkana is  secretary. 

The  Arkansas  Society  of  Urologists  met  on 
Tuesday  for  a luncheon  and  scientific  program 


pre.sented  by  Eugene  Carlton  of  Baylor  Uni- 
versity School  of  Medicine.  Dr.  Carlton  moder- 
atetl  a Pyelogram  Conference  following  his  for- 
mal presentation.  I.eonard  Bogaev  of  Jonesboro 
is  jrt  esident  of  the  Society  and  Charles  W.  Logan 
of  Little  Rock  is  secretary. 

The  Arkansas  Chapter  of  the  American  Acad- 
emy of  Pediatrics  held  a luncheon  meeting  on 
Tuesday,  followed  by  a progiam  on  Rheumatoid 
Disease  with  Jane  Schaller  of  Washington  School 
of  Medicine,  Earl  J.  Brewer  of  Texas  Children’s 
Hospital  and  W.  Malcolm  Cranberry  of  the 
Houston  Bone  and  Joint  Clinic  as  speakers. 
Betty  Ann  Lowe  of  Texarkana  is  chairman  of 
the  Chapter. 

The  Arkansas  Society  of  Anesthesiologists  met 
for  a luncheon,  business  meeting,  and  scientific 
program  on  Tuesday.  Stanley  Deutsch  of  the 
University  of  Oklahoma  Medical  Center  was 
guest  speaker. 

I’he  Arkansas  Society  of  Pathologists  held  a 
luncheon  business  meeting  on  Tuesday.  Glen 
Baker  of  Little  Rock  is  president  of  the  Society 
and  Patrick  Knight  of  Hot  Springs  is  secretary. 

I he  Neurosurgery  Section  met  for  a luncheon 
and  sectional  business  meeting  on  Tuesday. 

Lhe  Arkansas  Society  of  Internal  Medicine 
met  for  a luncheon  meeting  on  Tuesday  with 
a program  on  “Socio-economics  of  Internal  Medi- 
cine in  Arkansas.”  McDonald  Poe  of  Fort  Smith 
is  president  of  the  Society. 

A Perinatal  Panel  luncheon  program  on  Tues- 
day was  co-sponsored  by  the  Obstetricians-Gyne- 
cologists.  Family  Physicians  and  Pediatricians. 
Ehe  I’uesday  program  speakers  were  David  Bar- 
clay of  the  University  Medical  Center,  Henry 
C.  Heins  of  the  South  Carolina  College  of  Medi- 
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cine,  Stanley  Graven  of  the  University  of  Wis- 
consin School  of  Medicine,  and  Alice  G.  Beard, 
Byron  L.  Hawks,  and  Ben  N.  Saltzinan,  all  of  the 
Ihiiversity  Medical  Center. 

MEMORIAL  SERVICE 

joint  Society-Auxiliary  Memorial  Service 
was  Iield  at  12:00  noon  on  I’liesday,  April  22,  in 
the  hotel  ballroom,  d'he  Society  president,  Ben 
N.  Saltzinan,  presided.  Invocation  was  by  the 
Reverend  Harold  Elmore,  Pastor,  Park  Place 
Baptist  Church,  Hot  Springs. 

Dr.  Saltzinan  read  the  followdng  names  of 
deceased  members  of  the  Society: 

George  W.  .Mien,  Fort  Smith 
Thomas  N.  Black,  Hot  Springs 
.\dron  M.  Bradley,  Forrest  City 
Bryce  Cnmmins,  Little  Rock 
Edwin  L.  Dnnaw'ay,  Conway 
Robert  M.  Finch,  Paragould 
Horace  H.  Holt,  Nashville 
Merlin  J.  Killinry,  Sr.,  Little  Rock 


James  ().  Porter,  Jr.,  Little  Rock 
Joint  M.  Samuel,  Little  Rock 
Joseph  H.  Saiiderlin,  Idttle  Rock 
Sloan  M.  Sanford,  Searcy 
Hat  l y W.  Savery,  Van  Bnren 
Francis  f.  Scidly,  Hot  Springs 
Dewey  \V.  Sloan,  Beebe 
James  S.  Taylor,  Little  Rock 
Mrs.  Chiny  Bradbnrn,  president  of  the  Wom- 
an's Auxiliary,  read  the  following  names  of  de- 
ceased members  of  the  Auxiliary: 

Mrs.  Thomas  M.  Durham,  Hot  Springs 
Mrs.  Charles  E.  Benefield,  Fort  Smith 
Mrs.  Francis  Scully,  Hot  Springs 
Mrs.  James  B.  Crawford,  Little  Rock 
Mrs.  H.  W.  Hundley,  Little  Rock 
Mrs.  Porter  Rodgers,  Sr.,  Searcy 
Randy  WModfield  of  Ouachita  Baptist  Uni- 
versity sang  “Eternal  Life’’  by  Olive  Dungan, 
and  was  accompanied  by  Crystal  Waters,  also 
of  Ouachita  Baptist  University. 

The  Benediction  was  by  C.  R.  Ellis,  Malvern. 


MEMORIAL  ADDRESS 


THE  BELOVED  PHYSICIAN 

A TRIBUTE  OF  LOVE  AND  APPRECIATION 

1 he  physician  plays  a supportive  role  in  the 
drama  of  life  whether  it  be  the  individual,  fam- 
ily, institution,  private  or  public,  business  or 
industry.  The  physician  literally  canies  our 
total  society  on  their  minds,  hearts  and  shoulders. 
He  shares  in  every  step  of  progress,  every  achieve- 
ment in  the  whole  spectrum  of  society  through 
the  people  he  serves  in  health  care. 

Dr.  Luke,  companion  of  the  apostle  Paul,  min- 
istered to  him  in  his  poor  health  to  enalile  him 
to  carry  on  his  work.  Paul  was  the  greatest  ex- 
ponent of  Christianity,  was  a major  contributor 
to  the  advance  of  Christianity  arotmd  the  world, 
and  in  his  writings  that  compose  twelve  and  pos- 
sibly thirteen  books  in  our  Bible.  Dr.  Luke  will 
share  in  the  rewards  of  the  labors  of  the  apostle 
Paul.  Dr.  Luke  was  the  author  of  two  of  the 
books  in  our  Bible  — Luke  and  the  book  of  Acts. 

I’here  is  no  profession  that  was  nearer  to  the 
heart  of  our  l.ord  than  that  of  the  physician. 


He  was  known  as  the  great  physician  of  body 
and  soul.  He  was  deeply  committed  to  the 
saving  of  life  and  ministering  to  the  mind  and 
body  of  men.  As  we  look  at  the  life  of  each  of 
us,  we  each  have  talents  — some  one,  some  two, 
.some  five,  some  ten  talents,  all  are  divinely  given. 
We  are  to  learn  what  these  talents  are  and  de- 
velop them  to  onr  maximum  ability. 

You  will  remember  the  beginning  days-long 
days  and  nights  and  years  of  diligent  study  in 
preparation.  The  lean  years  of  financial  struggle 
to  stay  in  school  and  get  the  necessary  training- 
will  never  be  forgotten.  Then  there  were  the 
yeais  of  beginning  in  practice  and  paying  off 
debts  and  getting  established. 

With  all  the  pressures  and  tlemands  upon  you, 
there  is  always  the  stress  of  responsibility  of  keep- 
ing one's  sense  ol  values  in  projier  relationship. 

I'hey  are: 

1.  One's  faithfulness  and  responsibility  to 
your  Creator. 
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The  Centennial  Meeting 


A l)aiincr  across  (lie  front  of  the  Arlington  Hotel  called  attention  to  the  Society’s 
centennial  celebration.  Historical  exhibits  displa>ed  as  part  of  the  centennial  observance 
were  open  to  the  public. 


Oi^e  of  the  historical  exhibits  featured  Dr.  1.  K.  Rhyne  (1899-1964)  who  practiced 
in  Ihointon.  Arkansas. 


Dr.  S.  Waddle  (1879-1929).  who  practiced  in  Centerville,  Arkansas,  was  the 
subject  of  one  of  the  historical  exhibits. 
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The  Centennial  Meeting 


Several  members  of  the  Society  contributed  to  this  display  of  historical  medical 
documents  and  materials. 


1 he  Kirby*Vance  Family  History  was  the  subject  of  a display  by  Heim  Kiib\  of 
Harrison. 
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2.  One’s  faithfulness  and  responsibility  to 
}our  family. 

3.  One's  faithfulness  and  responsibility  to 
your  profession. 

The  two  most  important  people  in  any  com- 
munity are  the  minister  and  the  physician.  One 
ministers  to  the  spiritual  man  — the  other  to  the 
physical  man. 

One  who  has  the  highest  conception  of  his 
work  will  fulfill  his  mission  in  life  best.  We  are 
all  familiar  with  the  story  that  vividly  sets  this 
truth  forth.  A visitor  came  upon  a construction 
site  and  saw  three  stone  masons  working  side  by 
side.  He  asked  each  what  he  was  doing. 

The  first  answered,  “I  am  laying  stone.” 

The  second  answered:  “I  am  making  $50  per 
day.” 

The  third  answered,  “I  am  building  a great 
cathedral.” 

Each  was  doing  the  same  thing.  Each  took  a 
different  view  of  his  task. 

Take  the  physician  who  has  a long  and  de- 
manding practice  — he  still  gives  generously  of 
his  time,  loyalty  and  devotion  to  his  family  and 
to  his  Lord. 

In  his  practice  he  upheld  the  highest  standards 
of  his  profession  and  in  his  intimate  fellowship 
with  his  patients  he  conducted  himself  as  a 
Christian  gentleman. 

Perhaps  the  death  of  these  physicians  has  been 
hastened  by  devotion  to  his  task,  by  his  refusal 
to  turn  a deaf  ear  to  the  incessant  calls  which 
came  day  and  night. 

How  fitting  are  those  words  first  applied  to 
Jesus  as  he  hung  in  agony  upon  the  cross:  “He 
saved  others.  Himself  He  cannot  save.”  Of 
course  he  cannot  save  Himself  and  others  at  the 
same  time,  and  He  chose  to  save  others.  Some 
must  die  that  others  may  live. 

FIFTY  YEAR  CLUB 

OF  THE  ARKANSAS  MEDICAL  SOCIETY 

Members  of  the  Eifty  Year  Club  of  the  Ar- 
kansas Medical  Society  were  honored  at  a break- 
fast on  Tuesday,  April  22,  in  the  Arlington 
Hotel.  Eive  new  memljers  were  awarded  Club 
lajiel  pins  at  the  breakfast:  Gaston  Hebert,  Irv- 
ing J.  Spitzberg,  Eva  E.  Dodge,  Virgil  L.  Payne, 
and  Jerome  Levy. 

The  Club  paid  special  tribute  to  its  two  cen- 
tenarian members  — J.  H.  McCurry  and  J.  W. 
Morris.  Dr.  McCurry  was  not  able  to  attend  but 


Dr.  Morris  was  present  to  receive  a scroll  pre- 
sented to  him  by  the  did:)  secretaiy,  G.  Allen 
Robinson. 

Dr.  Robinson  was  re-elected  secretary  of  the 
Glub  and  W.  K.  Smith  of  Hot  Springs  was  elected 
president  for  1975-76. 

W.  A.  Hudson,  a pioneer  in  Thoracic  Surgery, 
presented  the  following  paper: 

DO  YOU  REMEMBER? 

Dr.  W.  A.  Hudson 

In  ancient  times  the  universal  attempt  by 
mankind  to  obtain  relief  in  case  of  sickness  or 
injury,  either  through  self  medication  or  through 
the  help  of  others,  was  due  to  the  deeplying  in- 
stinct in  human  nature  that  convinces  man  that 
relief  from  suffering  is  an  obtainable  goal.  The 
great  majority  of  people  of  ancient  times  looked 
upon  disease  as  a calamity  brought  about  by 
super  natural  forces,  mysterious  powers,  beyond 
human  understanding.  Medical  history  is  rich 
in  examples  of  human  errors  and  medical  fallibil- 
ity. It  is  also  rich  in  examples  of  man’s  un- 
ceasing search  for  better  medicines  and  better 
ways  of  treating  illness  and  injuries.  His  search 
has  not  been  restricted  by  race,  creed  or  political 
or  geogiaphic  boundaries.  Whenever  a promis- 
ing idea  or  discovery  has  occurred,  the  doctor 
has  gone  to  great  length  to  learn  about  it  and 
to  adopt  the  new  discoveries  to  his  treatment 
of  his  patients.  Many  new  medicines,  new  de- 
vices or  instruments  have  been  made  available 
to  all  men  of  medicine  through  this  free  ex- 
change of  ideas  and  methods.  These  advances 
have  been  brought  about  and  are  continuing 
through  the  arduous  labor  of  love  l)y  devoted 
workers  blessed  with  alert,  inquisitive  minds 
spurred  on  by  the  urge  to  learn.  The  develop- 
ment of  medical  knowledge  and  skills  has  not 
always  seemed  to  be  progressive  or  continuous. 
It  has  at  times  seemed  to  be  like  a tangled, 
tortuous  trail  with  many  obstructions.  It  is  no 
exaggeration  to  say  that  advances  in  medical 
knowledge  and  skills  have  been  in  large  part 
due  to  shining  individualism.  The  whole  art  of 
medicine  lies  in  observation  and  interpretation. 
Hippocrates  demonstrated  the  value  of  complete 
study  and  observation  coupled  with  complete 
and  accurate  records.  This  is  illustrated  by  his 
desaiption  of  the  history  of  a patient  with  chest 
symptoms,  cough,  purulent  sputum  dyspnea,  in- 
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A.  S.  Koenig  of  Fort  Smith  accepting  office  of  president-elect  of 
the  Society  at  the  Wednesday  morning  session  of  the  House. 


Ben  N.  Salt/man  makes  his  “President’s  Address”  to  the  House 
at  the  session  on  Sunday  afternoon. 


Fort  Smith  physicians  Ken  Lilly  and  Kemal  Kutait  escort  the  new  president-elect. 
A.  S.  Koenig,  to  the  rostrum  following  his  election  in  the  House  on  Wednesday  morning. 


The  House  of  Delegates  was  in  session  for  four  hours  during  tiie  convention.  This 
photo  was  taken  during  deliberations  of  the  House  on  Sunday  afternoon. 
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termittent  fever,  profuse  sweating  and  anorexia 
coupled  with  a percussion  note. 

Diagnosis:  Pundent  empyema  with  a bronchial 
fistula. 

It  is  not  feasible  at  this  time  to  touch  tipon 
all  problems  that  may  be  encountered  by  the 
thoracic  surgeon.  I shall,  tlierefore,  give  to  you 
a running  account  of  the  development  of  thoracic 
surgery  as  applied  in  cases  of  pulmonary  tubei' 
culosis,  and  a summary  of  present  treatment  of 
tubercidosis. 

Herodotus  (484-424  B.Ci.)  stated  that  all  per- 
sons suffering  from  scrofida  and  lejtrosy  w'ere 
isolated. 

Lord  Lister  (1827-1912)  and  Pastetir  (1822- 
1895)  nnule  basic  contriltutions  to  the  prevention 
and  control  of  infections. 

Decemlter,  1865,  Vi  Hemet  appeared  before  the 
French  Academy  of  Medicine.  He  presented  in 
detail  experiments  he  liad  performed  and  con- 
chisions  he  had  drawn  from  them.  He  had  actti- 
ally  inocidated  material  from  persons  who  had 
tultercidosis  or  had  died  of  it  into  the  bodies  of 
small  animals,  dliey  in  turn  developed  the 
disease.  He  concluded  that  tulterculosis  was  con- 
tagious. He  said,  “"Luliercidosis  was  the  effect 
of  a specific  causal  agent,  that  otight  to  be 
fotind." 

Roliert  Koch  (1847-1910)  , usino  the  micro- 
scope, observed  and  descrilted  (1882)  the  tnber- 
cle  bacillus.  He  postulated  the  procedure  to 
be  followed  for  its  identilication.  He  identified 
the  geiin  tinder  tlie  microscope  using  dye  to 
color  the  geiin.  He  then  grew  the  germ  on  a 
culture  media,  then  injected  some  of  the  germs 
from  the  culture  into  an  animal.  The  animal 
developed  tuberculosis.  He  recovered  the  germ 
from  the  diseased  animal. 

VVhlhelm  Konrad  Roentgen  (1845-1922)  dis- 
covered the  Roentgen  rays  (X-ray)  which  is  one 
of  our  most  valuable  aids  in  the  study  of  diseases 
of  the  chest. 

In  1890  Koch  prepared  from  the  tubercle  ba- 
cillus, a substance  which  he  called  lymph.  I^ater 
it  was  called  tuberculin.  4 his  material  contained 
lur  live  or  dead  ttiberde  Itacilli.  He  thought  that 
it  was  valualtle  for  the  treatment  of  tuberculosis. 
It  did  ]>ave  the  way  for  a test  to  determine  the 
presence  of  the  tubercle  bacilhis  in  the  body. 
1902,  Clement  Pirejuet  described  a test  in  which 
tulrerctilin  w'as  injected  in  a small  amount  into 


the  tissue.  Later,  1908,  Mantoux  administered 
a measured  amount  of  tuberculin  into  the  layers 
of  the  skin.  Within  48  hours  a reaction  occurred. 
A positive  reaction  signified  the  fact  that  the 
tubercle  bacillus  had  entered  the  body.  With  the 
causal  agent  known,  with  X-ray  as  a diagnostic 
agent  and  with  sensitization  tests  (PPD)  to  aid 
in  determining  whether  the  germ  has  entered 
the  body,  we  have  three  basic  means  for  dif- 
ferential diagnosis  of  tuberculosis  from  other 
di,seases. 

As  early  as  1842,  Carson  suggested  that  con- 
stimption,  the  white  plague  or  tuberculosis  could 
be  helped  through  rest  obtained  by  collapse  of 
the  di,sea.sed  portion  of  the  hmg.  Others  in  par- 
ticular, Forlaninia  (1847-1918)  and  J.  B.  Murphy, 
1898,  ditl  much  to  advance  the  idea  of  lung  rest 
through  collapse,  pneumothorax.  Meanwhile, 
fresh  air,  sunshine  and  good  notirishment  were 
not  neglected. 

Dr.  Edward  Livingston  Trudeau  founded  the 
first  sanatorium  in  the  United  States  in  1882,  the 
little  red  cottage  at  Saranac  Lake,  New'  York. 
At  the  turn  of  the  century,  tuberculosis  w^as 
killing  1()0,000  people  in  the  Lhiited  States,  3,000 
people  died  anntially  in  Arkansas.  New  cases  in 
1974-405;  deaths  - 22. 

At  a meeting  of  the  Arkansas  Medical  Society, 
May  8,  1908,  a resolution  was  passed  calling  for 
the  appointing  of  a committee  whose  first  duty 
was  to  lay  the  groundwork  for  a sanatorium. 
An  Act  was  passed  by  the  Legislattire  (Act  378) 
authorizing  the  construction  of  a sanatoritim  and 
approved  by  Governor  Donaghey,  May  31,  1909. 
4 he  first  patient  being  admitted  August  2,  1910. 

Patients  were  .sent  into  hospitals  or  sanato- 
liums,  where  they  were  separated  from  their 
families  and  friends.  Ntirses  and  doctors  w'ere 
provided  for  their  medical  care.  The  stay  in 
sanatorium  averaged  a year  or  more  w'ith  no 
specific  medicines  available,  btit  some  could  and 
did  receive  pneumothorox  unilateral  and  later 
even  bilateral. 

Only  about  10%  of  all  tuberculosis  patients 
were  suited  for  pneumothorox  because  of  ad- 
hesions between  the  lung  and  inner  chest  wall. 
Willy  Meyer  in  this  cotmtry,  Satierbruck  in  Ger- 
many, Archibald  in  Canada,  Hedlbloom,  Church- 
ill and  Elloesser  in  the  United  .States,  all  partici- 
pated in  the  pioneering  of  collapse  therapy  by 
thoracoplasty.  By  1922,  Archibald  had  per- 
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formed  17  thoracoplastris  for  tuberculosis  which 
was  more  than  any  other  surgeon  on  the  Ameri- 
can continent  had  performed.  There  still  re- 
mained a huge  percentage  of  the  tuberculor  to 
be  aided  and  the  introduction  of  intra  pleural 
pneumonolysis  for  freeing  of  adhesions  did  aid 
some  patients  with  otherwise  unsatisfactory 
pneumothorax.  Phrenic  paralysis  permanent  or 
by  exerisis  or  temporary  l)y  crushing,  plombage 
with  muscles  or  fat  pad  or  paraffin  ball,  aided 
in  some  cases.  Pneumonectomy,  lobectomy  or 
segmental  resection  followed.  In  addition,  there 
was  introduced  intra  cavity  suction  drainage 
which  aided  in  the  evacuation  of  cavity  contents 
and  tlie  closure  of  some  ca\'ities.  Other  cavities, 
after  thorough  suction  drainage,  were  deroofed 
and  lined  with  skin  flaps  with  satisfactory  results. 
Meanwhile,  the  perfection  of  controlled  anes- 
thesia and  the  introduction  of  drugs  to  aid  in 
the  control  of  infection  became  available,  making 
possible  the  expansion  of  the  work.  Penicillin, 
sulfonilamide,  INH  and  later  streptomycin  were 
developed  and  found  to  be  of  gieat  value  in 
medical  treatment  of  tul^erculosis.  Other  anti- 
biotics were  developed  which  were  anti-tuiier- 
culosis  di  ngs. 

\Vitli  the  development  of  these  new  anti-tuber- 
culor  antiijiotics,  it  was  found  that  certain 
strains  of  tuliercule  bacilli  were  resistant  to  cer- 
tain antibiotics  but  by  cultural  methods  each 
specimen  can  be  grown  and  identified.  It  can 
also  be  tested  as  to  its  resistance  to  any  one  or 
all  of  the  anti-tuberculosis  drugs  and  the  most 
effectire  drugs  determined.  Thus  we  come  to 
a time  wlien  we  can  forego  much  of  the  surgery 
previously  necessary  in  the  treatment  and  con- 
trol of  tuberculosis. 

Some  patients  will  recpiire  hospitalization  in 
selected  hospitals  temporarily  for  indoctrination 
into  the  medical  regime.  These  selected  hos- 
pitals will  have  the  usual  hospital  etjuipment;  in 
addition  ititra  violet  light  will  Ite  installed  to 
destroy  the  viable  tuljercle  bacilla  that  may 
rise  toward  the  ceiling.  The  routine  ntirsing 
care  will  be  provided.  Doctors  will  see  that  the 
patient  is  thorotighly  indoctrinated  as  to  the  need 
aird  vital  importance  of  adhering  to  the  program 
and  as  to  the  necessity  of  taking  the  prescribed 
medication  regularly,  along  with  the  monitoring 
of  sputa  and  other  laboratory  studies. 

Following  this,  the  patient  returns  to  his  home 


to  be  followed  closely  by  the  public  health  nurse 
with  the  aid  and  advice  of  selected  doctors.  If 
physically  able,  the  patient  may  return  to  his 
former  work  (when  his  sputa  has  become  nega- 
tive for  tubercle  bacillus)  continuing  his  medi- 
cation for  the  necessary  time  which  is  generally 
one  year  after  the  sputa  is  negative  on  smear 
and  culture. 

After  the  patient  has  completed  his  medical 
treatment,  he  is  given  a letter  to  take  to  his 
family  doctor  stating  his  condition  and  advising 
tlie  doctor  that  should  the  patient  develop  any 
pulmonary  symptoms,  the  public  health  depart- 
ment will  be  glad  to  see  the  patient. 

Note,  I hesitate  to  tell  the  patient  or  his  doctor 
that  the  patient  is  cured  of  his  tuberculosis;  but 
I do  not  hesitate  to  tell  both  that  his  tuberculosis 
is  controlled. 

The  doctors  who  are  trained  in  our  schools 
today  have  a Iretter  grounding  in  the  funda- 
mental principles  of  all  medical  procedures  than 
at  any  former  times. 

The  future  control  of  tuberculosis  depends 
upon  our  continued  vigilence  against  misjudg- 
ment  of  a complaint  or  symptom.  A thorough 
study  of  the  same  with  all  procedures  being  used 
to  make  a proper  evaluation  of  the  given  com- 
plaint or  symptom,  ever  remembering  that  people 
travel  and  come  into  contact  with  diseases  in 
their  travel,  when  they  return  to  their  homes, 
they  may  bring  with  them  tuberculosis  and 
other  diseases. 

ATTENDANCE 


Physicians  - --  473 

Medical  Students  19 

Medical  Assistants,  Nurses, 

and  Teclinicians  32 

Scientific  exhibitors  30 

Commercial  exhibitors  .... 88 

Auxiliary  1 1 

Other  Guests 17 

671 

Auxiliary  Registration  - 135 
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Secy.— C.eorge  Collier,  130  South  14th,  Paragould  72450 

Pres.— James  C;.  Martindale,  11(5  South  Main,  Hope  71801 
Secy.— l.owell  O.  Harris,  P.  O.  Box  550,  Hope  71801 

Pres.— N.  B.  Kersh,  1518  McBee,  Malvern  72104 
Secy.— Robert  H.  White,  1001  Dyer,  Malvern  72104 

Pres.— M.  H.  Wilmoth,  P.  O,  Box  804.  Nashville  71852 
■Secy.- M.  H.  Wilmoth,  P.  O.  Box  801,  Nashville  71852 

Pres.— Charles  A.  Taylor.  181  South  Broad,  Batesville  72501 
Secy.— Jim  E.  Lytle,  181  South  Broad,  Batesville  72501 

Pres.- Jerry  M.  Frankum,  Jr.,  Second  and  Laurel,  Newport  72112 
Secy.— John  D.  Ashley,  Jr.,  Second  and  Laurel,  Newport  72112 

Pres.-B.  J.  Jenkins.  1515  West  12nd.  Pine  Bluff  71601 
Secy.— Lloyene  Bruce,  1606  West  42nd,  Pine  Bluff  71(501 

Pres.— Guy  P.  Shrigley,  P.  O.  Box  70,  Clarksville  72830 
•Secy.- Boyce  W.  West,  P.  O.  Box  (568,  C larksville  72830 

Pres.— 4V.  J.  Lee,  P.  O.  Box  276,  Stamps  71860 
Secy.— Robert  Patton,  214  Main,  Stamps  718(50 

Pres.— Sebastian  Spades,  421  Southwest  I hird.  Walnut  Ridge  72476 
Secy.— J.  B.  Elders,  321  Southwest  Third,  Walnut  Ridge  72476 

Pres.— Dwight  W.  Gray.  110  Cdiesinut.  Marianna  723(50 
Secy.— E.  C.  Fields,  77  4Vest  Main,  Marianna  72360 

Pres.— James  4V.  Freeland,  P.  O.  Box  159,  Star  City  71667 
Secy.- Richard  C.  Petty.  P.  O.  Box  580,  Star  Citv  71(5(57 

Pres.— Joe  G.  Shelton,  Jr.,  P.  (),  Box  697,  Ashdow  n 71822 
Secy.— N.  W.  Peacock,  Jr.,  P.  O.  Box  397,  .Xshdown  71822 

Pres.— 5\'illiani  R.  Daniel,  11  1 West  Fourth,  Booneville  72927 
Secy.— Janies  T.  Smith,  P.  O.  Box  28(5.  Paris  72855 

Pres.— Willie  Harris,  520  Northeast  Fourth,  Fngland  72016 
Secy.— B.  E.  Holmes,  305  West  Front,  Lonoke  72086 

Pres.— Herbert  B.  Wren,  P.  O.  Box  I 109,  I exarkana  75501 

Secy.— Jack  Royal,  300  East  Sixth,  Texarkana  75501 

Exec.  Secy.— Mrs.  Marilyn  Prvor.  P.  O.  Box  1843,  1 exarkana  75501 

Pres.— E.  .\.  Shancyfelt,  P.  O.  Box  630.  Manila  72112 
Secy.— Eldon  Fairley,  P.  O.  Box  68.  Clsceola  72370 

Pres.— 5Valtcr  L.  4Yalker.  114  South  New  Orleans,  Brinkley  72021 
Secy.— .A.  N.  Olaimey,  200  West  Cedar,  Brinkley  72021 

Pres.— Glenn  G.  Hairston,  P.  O.  Box  675.  Prescott  71857 
Secy.— H.  Blake  Crow,  327  East  Second.  Prescott  71857 

Pres.— Jerry  Kendall,  353  Cash  Road.  Camden  71701 
Secy.— L.  \'.  Ozment,  353  Cash  Road,  Camden  71701 

Pres.— Henry  N.  Fatdkner,  513  Porter,  Helena  72312 
Secy.— L.  J.  P.  Bell,  626  Poplar,  Helena  72342 
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POLK  — Pres.— David  P.  Hefner,  518  Janssen.  Mena  71953 

Secy.— Henry  N.  Rogers,  600  West  Seventh,  Mena  71953 

POPE - Pres.— W.  M.  Williams,  3005  West  Main  Place,  Russellville  72801 

Secy.— W.  E.  King,  3005  West  Main  Place,  Russellville  72801 

PUL.^SKI  . Pres.— Curry  Bradburn.  9600  West  12th,  Little  Rock  72205 

Secy.— Robert  Dickens,  750  Medical  Towers  Bldg.,  Little  Rock  72205 
Exec.  Secy.— Mr.  Paul  Harris.  311  Doctors  Building,  Little  Rock  72205 

RANDOITH  — Pres.— W.  Warren  Scott,  P.  O.  Box  585.  Pocahontas  72455 

Secy.— Norman  K.  Smith.  107  Van  Bibber,  Pocahontas  72455 

S.\1,1NE Pres.— Helen  Rountree.  P.  O.  Box  370,  Benton  72015 

Secy.— Paul  Hogue,  302  ^V'est  South,  Benton  72015 

SCOTT Pres.— Harold  B.  Wright.  P.  O.  Box  249,  W'aldron  72958 

Secy.-Harold  B.  Wright,  P.  O.  Box  249,  ^Valdron  72958 

SEBASTIAN Pres.— Hoyt  R.  Kirkpatrick,  1500  Dodson,  Fort  Smith  72901 

Secy.— Wh  C.  Holmes,  Waldron  Road  at  Ellsworth,  Fort  Smith  72901 
Asst.  Secy.— Mrs.  Jackie  Boyd,  3101  Hendricks,  Fort  Smith  72901 

SEVIER - Pres.— Jim  C.  Citty,  P.  O.  Box  391,  DeQueen  71832 

Secy.— Olie  D.  Brown,  P.  O.  Box  890,  DeQueen  71832 

Fixec.  Secy.— Mr.  Jim  E.  Pearce,  Highway  70  AVest,  DeQueen  71832 

ST.  FRANCIS Pres.— Herbert  H.  Hollis,  317  N.  Washington,  Forrest  City  72335 

Secy.— David  Lockhart,  P.  O.  Box  70,  Forrest  City  72335 

UNION  Pres.— AV.  S.  Scuilock,  412  N.  AVashington,  El  Dorado  71730 

Secy.— Peter  J.  Carroll,  416  North  Newton,  El  Dorado  71730 

VAN  BUREN  Pres.— C.  G.  Pearce,  Clinton  72031 

Secy.— John  Hall,  302  East  Main,  Clinton  72031 

AV.ASHINGTON Pres.— Mae  Nettleship,  P.  O.  Box  817,  Fayetteville  72701 

Secy.— Robert  Chester,  660  Lollar  Lane,  Fayetteville  72701 

WHITE - Pres.— James  A.  Simpson.  901  East  Race,  Searcy  72143 

Secy.— Hugh  R.  Edwards,  601  AVoodruff,  Searcy  72143 

AVOODRUFF Pres.— B.  E.  Hendrixson,  306  East  Third,  McCrory  72101 

Secy.— James  Rowe,  306  East  I'hird,  McCrory  72101 

YELI.  - Pres.— James  O.  Pennington,  P.  O.  Box  68,  Ola  72853 

Secy.— AValter  P.  Harris,  Dan-.Vrk  Adllage,  Dardanelle  72833 

MEDICAL  STUDENTS, Pres.— l.any  L.  Doss,  3304  North  Cypress,  North  Little  Rock  72116 

INTERNS  & RESIDENTS  .Secy.-William  Hof,  615  North  Palm,  Little  Rock  72205 
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COMMITTEES  - ARKANSAS  MEDICAL  SOCIETY  - 1975-76 


I'cnn 

Expires 


COMMI  1 1 EE  ON  CANCER  CON  I ROE 
Herbert  B.  Wren,  P.  O.  Box  140!), 

Ecxarkaiia  75501  1076 

Charles  R,  Henry,  500  Soutli  I’niversity, 

Eiitlc  Rock  72205 -CHAIRMAX  1076 

I')a\i(l  Barclay,  4301  West  Markhain, 

Little  Rock  72205  1077 

John  Broadwater,  1500  Hodsoti, 

Eort  Sinitlt  72001  1077 

Gilbert  1),  Jay,  HI,  200  Sottth  Rhodes, 

West  Memphis  72301  1078 

COMMIT  EEE  ON  MEDICAL  LEGLSLATION 
Patti  L,  Rogers,  318  North  Greenwood, 

Eort  Smitli  72901  1076 

Martin  Eisele,  101  ^Vhittington, 

Hot  ,Springs  71001  1070 

Robert  Watson,  750  Medical  Towers  Building, 

Little  Rock  72205  1076 

Morriss  M,  Henry,  P,  O.  Box  1225, 

Eayettevillc  72701  1077 

Neil  E,  Compton,  P,  O,  Box  200, 

Bentonville  72712  1077 

Donald  Browning,  400  North  University, 

Little  Rock  72205  1077 

Elvin  Shnffield,  0600  ^Vest  12th, 

Little  Rock  72205  - CHAIRMAN  1!)78 

Joe  Verser,  P,  O,  Box  106, 

Harrisbttrg  72432  1078 

George  ^VancIl,  P,  O,  Box  W, 

.Smackover  71762  1078 

SUB  COMMITTEE  ON  NATIONAL  LEGLSL.ATION 
M’illiam  S,  Orr,  Jr,,  500  South  University, 

Little  Rock  72205  - CHAIRMAN  1076 

Morriss  M,  Henry,  P,  O,  Box  1225, 

Eayetteville  72701  1076 

Jacob  P,  Ellis,  714  M'est  Eaulkner, 

El  Dorailo  71730  1077 

Dale  Alford,  5700  West  Markham, 

Little  Rock  72205  1077 

JeiTy  Mann,  416  Main, 

Arkadelphia  71023  1078 

James  M,  Kolb,  Jr„  ,Skyline  Dr„  Rt,  3,  Box  12A, 

Russellville  72801  1078 

COMMITTEE  ON  PUBLIC  HEALTH 
Beti  N,  Saltzman,  4301  VV'est  Markham, 

Little  Rock  72205  - CHAIRMAN  1976 

Bryant  S,  Swindoll,  4815  MTst  Markliam, 

Little  Rock  72205  1976 

Edgar  J,  Easley,  1815  West  Markham, 

Little  Rock  72205  1077 

Milton  D,  Dencke,  P,0,  Box  607, 

IV'est  Memphis  72301  1077 

C,  Lewis  Hyatt,  515  North  Main, 

Monticello  71655  1077 

Wade  Burnside,  207  East  Dickson, 

Eayetteville  72701  1078 

Ralph  R,  Wooley,  P,  O,  Box  7267, 

Pine  Bluff  71601  1078 


Term 

Expires 

SI  B COMMI  E I EE  ON  MATERNAL  AND 


CHILD  WELEARE 
J,  S,  McKinney,  209  Thomp,son, 

El  Dorado  71730  I076 

Joseph  L,  Rosetizweig,  236  CN’oodbine, 

Hot  ,Springs  71901  1977 

E,  Stewert  Allen,  11(10  North  Uiuvcrsity, 

Little  Rock  72207  - CHAIRMAN  1077 

^'irgil  Hayden,  1706  4Vest  42nd, 

Pine  Bluff  71601  loyg 

SUB  CIOMMITTEE  ON  TUBERCULOSIS 
L,  J,  Pat  Bell,  626  Poplar, 

Heletia  72342  1976 

Karlton  Kemp,  408  Hazel, 

I’cxarkana  75501  1975 

M'illiam  A,  Hudson,  P,  O,  Box  237, 

Jasper  72641  1977 

Donald  Miller,  1515  West  42nd, 

Pine  Bluff  71601  — CHAIRMAN  1077 

Jim  Citty,  P,  O,  Box  391, 

DeQiteeti  71832  1978 

Lawrence  C,  Price,  P,0,  Box  3006, 

Eort  Smith  72001  ]078 

COMMITTEE  ON  AGING 
Gordon  P.  Oates,  1612  Maryland, 

Little  Rock  72202  - CHAIRMAN  1976 

Bill  1),  Stewart,  415  North  Lbiiversity, 

Little  Rock  72205  1076 

I hoTiias  E,  Bitrrow,  003  CVest  Grand, 

Hot  Springs  71001  1976 

John  E,  Gtienthner,  126  West  6th, 

Mountain  Home  72653  1077 

Eriedmau  Sisco,  P,  O,  Box  65, 

Springdale  72764  1977 

Wo(Hlbridge  Morris,  5326  M’est  Markham, 

Little  Rock  72205  1078 


SUB  COM  MI  11  EE  ON  PHYSICAL  EITNESS 
AND  SCHOOL  HEALTH 
Coy  C,  Kaylor,  1673  North  College, 


Eayetteville  72701  1975 

Jatnes  Satiders,  505  East  Matthews, 

Joneshoro  72401  1975 

Ralph  Ingram,  1120  Lexington, 

Eort  Smith  72901  1976 

Keiiial  Kutait,  1120  Lexington, 

Eort  Smith  72901  1977 

Erancis  M,  Hemlerson,  1515  West  42nd, 

Pine  Bluff  71601  1977 

Erancis  Btithatiati,  500  South  University, 

Little  Rock  72205  — CHAIRMAN  1078 

SUB  COMMITTEE  ON  INDUSl  RIAL  HEALTH 
Paul  G,  Henley,  700  West  Eaulkner, 

El  Dorado  71730  |076 

H,  Blake  Crow,  327  East  Second, 

Prescott  71857  I07(> 

Noel  Eergtison,  651  North  Spring, 

Harrison  72601  1977 
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Expires 


Gwyn  Atnip,  1111  West  15th, 

Pine  Bluff  71601  1977 

I.  I,eighton  Millard.  P.  O.  Box  5270, 

I.ittle  Rock  72205  - C7f.l/A’.U.1A'  1978 

Howard  Schwaiider,  9(i00  AVest  12th, 

Little  Rock  72205  1978 

C.OMMITTEE  ON  MENTAL  HEALTH 
William  O.  Young.  135  Evergreen  Place, 

Little  Rock  72207  1976 

James  M.  Robinette,  923  Lnion, 

Jonesboro  72401  1976 

Albert  Clowncy,  312  Thompson, 

El  Dorado  71730  1976 

Henry  Hearnsberger,  1313  \Vest  Markham, 

Little  Rock  72205  1977 

Amail  Chndy,  1801  Maple. 

North  Little  Rock  72114  1977 

Robert  G.  Carnahan,  4313  West  Markham, 

Little  Rock  72205  1978 

W.  Payton  Kolb,  230  Medical  Towers  Building, 

Little  Rock  122.^0  - CHAIRMAN  1978 

W'illiam  Joseph  James,  2500  Rike  Drive, 

Pine  Bluff  71601  1978 

IMMUNIZATION  SUB  COMMl  I EEE 
Vida  H.  Gordon,  4301  AVest  Markham, 

Little  Rock  72205  1976 

Charles  E.  Kemp,  809  Cobb, 

Jonesboro  72401  - CHAIRMAN  1976 

Guy  U.  Robinson.  207  South  Elm. 

Dumas  71639  1977 

Elorace  L.  Green,  1 120  West  43rd, 

Pine  Bluff  71601  1978 

Alahlon  Maris,  P.  O.  Box  759, 

Harrison  72601  1978 

Betty  .\.  Lowe,  300  East  Sixth, 

Texarkana  75501  1978 

Calvin  Austin,  1210  DeQueen, 

Mena  71953  1978 

SUB  CO.MMI  ETEE  ON  TR.YEEIC  SAEETY 
Carl  L.  Williams,  522  South  10th, 

Fort  Smith  72901  - CHAIRMAN  1976 

John  P.  Burge,  Lake  V illage  Clinic, 

Lake  Village  71653  1976 

Guy  U.  Robinson,  207  South  Elm, 

Dumas  71639  1977 

James  G.  Stuckey,  Jr.,  500  South  I'idversity, 

Little  Rock  72205  1978 

H.  Austin  Grimes,  P.  O.  Box  5270, 

Little  Rock  72205  1978 

Donald  L.  Duncan,  P.  O.  Box  778, 

Texarkana  75501  1978 

Louise  M.  Henry,  P.  O.  Box  1225, 

Fayetteville  72701  1978 


SUB  COMMITTEE  ON  LIAISON  W1  EH 
VOCATIONAL  REHABILITA  ElON 
John  P.  Wood,  907  Mena, 

Mena  71953  - CHAIRMAN  1976 

H.  King  Wade,  Jr..  231  Central, 

Hot  Springs  71901  1976 


'Term 

Expires- 


Robert  Miller,  616  Elm  Street, 

Helena  72342  1977 

Ashley  S.  Ross,  500  South  LIniversity, 

Little  Rock  72205  1977 

Jean  Gladden,  P.  O.  Box  1118, 

Harrison  72601  1977 

Samuel  B.  Thompson,  1100  North  University, 

Little  Rock  72207  1978 

4 homas  M.  Durham,  Jr.,  505  West  Grand, 

Hot  Springs  71901  1978 

COMMl  I EEE  ON  MEDICAL  EDUCA  TION 
Jacob  Ellis,  714  VV’est  Faulkner, 

El  Dorado  71730,  Dist.  5 1976 

Lee  Parker,  Jr.,  241  West  Spring, 

Fayetteville  72701,  Dist.  9 - CHAIRMAN  1976 

Bobby  McKee,  505  East  Matthews, 

Jonesboro  72401,  Dist.  I 1976 

Bernard  Capes,  P.  O.  Box  2398, 

West  Helena  72390,  Dist.  3 1976 

Raymond  V.  Biondo,  406  VV’est  26th, 

North  Little  Rock  72114,  Dist.  8 1977 

C.  Lewis  Hyatt,  515  North  Main, 

Monticello  71655,  Dist.  4 1977 

Robert  H.  White,  1004  Dyer, 

Malvern  72104,  Dist.  7 1977 

W.  M.  W'ells,  Fourth  and  Spring. 

Heber  Springs  72543.  Dist.  2 1977 

VVdlliam  G.  Lockhart,  1500  Dodson, 

Fort  Smith  72901,  Dist.  10  1978 

Robert  D.  Dickins,  Jr.,  750  Medical  Towers, 

Little  Rock  72205,  Dist.  8 1978 

C.  Lynn  Harris,  P.  O.  Box  550, 

Hope  71801,  Dist.  6 1978 

COMMIT!  EE  ON  HOSPITALS 
Art  B,  Martin,  1500  Dodson, 

Fort  Smith  72901  - CHAIRMAN  1976 

George  K.  Mitchell,  P.  O.  Box  2181, 

Little  Rock  72203  1976 

George  W.  Warren,  P.  O.  Box  W, 

Smackover  71762  1977 

Raymond  A.  Invin,  Jr.,  1421  Cherry, 

Pine  Bluff  71601  1977 

Paul  N.  Means,  3 Hcarlhside  Drive, 

Little  Rock  72207  1978 

Peter  J.  Irwin,  1500  Dodson, 

Fort  Smith  72901  1978 

COMMl  11  EE  ON  PUBE.IC  REL.VFIONS 
4 liomas  Jansen,  500  Soutli  University, 

Little  Ro.k  72205  1976 

Milton  Dcneke.  P.  O.  Box  607, 

West  Memphis  72301  1976 

Joseph  A.  Norton,  8570  Cantrell  Road, 

Little  Rock  72207  1977 

Natlian  L.  Poff,  401  West  Searcy, 

Heber  Springs  72543  1977 

A.  C.  Bradford,  Waldron  Road  at  Ellsworth, 

Fort  Smith  72901  1978 

VVE  Ray  Jouett,  750  Medical  4 owers  Building, 

Little  Rock  72205  - CHAIRMAN  1978 
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Kxpircs 


•SDU COMMI  r 1 Kl,  ON  1,1  AISOX 
\VI  1 II  I 111’.  .VrXlLIARV 
Amail  ('.liiulv,  1801  Maple, 

Xonli  l.iiile  R()(k  721 1 1 - C//.-l/A’,M./,V  1970 

Cairlis  Clark,  200  .South  Rose, 

Sheridan  721.50  1970 

(2irl  Wilson,  1500  Dodson, 

Fort  Sinitli  72901  1970 

Walter  S.  Mi/ell,  hentoii  I'nit, 

State  Hospital  72158  1970 

SUB  COMMIT  I FF.  ON  STATF  HFAI.TH  AND 
MFDICAI,  RFSOURCFS  FOR  C:i\  IF  DFFFNSF 
Hugh  R.  Fdwards,  001  AVoodrnff, 

Searcy  721  13  1970 

Jame,s  T.  Blackmon,  1008  Pine, 

.Xrkadelphia  7192,3  1977 

Monroe  D.  McClain,  1-119  North  Hughes. 

Fittle  Rock  72207  1977 

Rcrhert  F.  Kerr,  P.  O.  Box  432, 

Mountain  Home  72653  1977 

Ralph  R.  Wooley,  P.  O.  Box  7267, 

Pine  Bluff  71601  - C/T4/AAF4N  1977 

Alvin  Stran.ss,  Jr.,  110  East  7th, 

Fittle  Rock  72201  1978 


Ain  iSORV  COMMITTEE  TO  THE 
MEDICAF  ASSISTANTS  SOCIETY 

John  I„  Dedman,  Jr.,  415  Hospital  Drive,  S.WE, 


Camden  71701  1976 

W'.  Y,  Springer,  901  AVest  Grand, 

Hot  Springs  71901  - CHAIRMAN  1977 

F.  K.  .Austin,  6213  Fee, 

Fittle  Rock  72205  1977 

Wayne  G.  Elliott,  413  West  Oak, 

El  Dorado  71730  1977 

G.  Grimslev  Graham,  5326  AVest  Alarkhain, 

Fitile  Rock  72205  1978 

AVilliam  Robert  Nixon,  709  AVest  0th, 

Pine  Bluff  71601  1978 


COMMITTEE  ON  VETERANS 
ADMINIS  ER  ATION  AFFAIRS 

Joseph  AV.  Fedbetter,  804  South  Church, 


Jonesboro  72401  1970 

Chalmers  S.  Pool,  A’.A  Hospital. 

North  Fittle  Rock  72114  1977 

Jack  AV.  Kenned V,  P.  O.  Box  149, 

Hot  Springs  A'illage  71901  1977 

John  AV.  Dorman,  1203  Sunset, 

Springdale  72704  1977 

AA'arren  Mnrrv.  1749  Norih  College, 

Fayetteville  1270]  - CHAIRMAN  1977 

CO  M M n T E F,  O N 1 N S F R A N C F. 

John  D.  AVright,  321  Sliort  Street. 

Benton  72015  1976 

James  R.  AVTher,  P.  O.  Box  188, 

Jacksonville  72076  1976 

Charles  F'.  AVilkins,  3005  AVest  Main  Place, 

Russellville  72801  1977 

Dale  Briggs,  500  South  Tniversitv, 

Fittle  Rock  72205  1977 


Ferin 

Expires 


J.  Hairy  Hayes,  Jr.,  500  South  Tniversity, 

Fittle  Rock  72205  1978 

Banks  Blackwell,  7400  A\'est  13ul, 

Pine  Bluff  71601  - CHAIRMAN  1978 

CiOMMI  ITEE  ON  MEDICFNE  AND  REFIGION 
Cahill  1).  .Austin,  1210  DeOueeii, 

Mena  71953  1970 

Carl  E.  AATnger,  330  Medical  'I  owers  Building, 

Fittle  Rock  72205  1976 

Fred  O,  Henker,  4301  AA'est  Markham. 

Fittle  Rock  72205  1977 

AV.  Payton  Kolb,  230  Medical  I'oivers  Building. 

Fittle  Rock  72205  1977 

C.  Randolph  Ellis.  1004  South  Main. 

Malvern  72104  - CHAIRMAN  1978 

Kenneth  Filly,  1 120  Fexington, 

Fort  Smith  72901  1978 


COMMi  riEE  ON  ARRANGEMENTS 
FOR  ANNHAF  SESSION 

AVinston  K.  Shorey,  4301  AVest  Markliam, 


Fittle  Rock  72205  1976 

Gilbert  S.  Camphell,  4301  AVest  Markham, 

Fittle  Rock  72205  1976 

AX'.  1 . Dungan,  4301  AX’est  Markham, 

Fittle  Rock  72205  1976 

Robert  F.  McCrary,  505  AX'est  Grand, 

Hot  Springs  71901  1977 

Frank  M.  Burton,  101  AX’hittington, 

Hot  Springs  71901  1977 

(ieorge  H.  Collier,  Jr.,  901  AX'est  Kingshighway, 

Paragoiild  72450  1977 

Charles  ,X.  Taylor,  181  South  Broad, 

Batesville  72501  1977 

.A,sa  Crow,  320  South  lOth, 

Paragoiild  724,50  - C//.4//FA/.4.Y  1978 

Joseph  Robinette,  1722  Doctors  Drive, 
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Its  First  Year,  1892 
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the  turn  of  the  century,  Hot  Springs, 
Arkansas  coultl  boast  of  its  own  medical  journal, 
d’he  first  numlrer  (Vol.  1,  No.  1)  was  published 
January  1.5,  1892.  'The  reason  for  a medical 
journal  in  Hot  Springs  was  stated. 

"Tlic  (jiicry  has  been  put  by  certain  medical  friends 
to  the  projectors  of  the  Hot  Springs  Medical  Journal 
why  such  a periodical  is  necessary  or  desirable,  when 
we  already  have  at  the  State  Capital,  in  close  proximity, 
a most  excellent  monthly  publication,  and  when,  in  a 
distance  of  only  twelve  hours,  are  found  one  or  more 
journals  of  like  character  in  Memphis  and  a dozen 
or  more  in  St.  Louis.” 

"The  city  of  Hot  S|)rings,  .Arkansas,  is  . . . the 
greatest  sanitarium  on  earth,  and  in  a few  years  is  in- 
evitably destined  to  become  the  most  universally  fre- 
quented health  resort  in  the  world.  Yet,  notwithstand- 
ing that  more  than  50,000  visitors  were  received  here 
during  the  last  twelve  months,  it  is  almost  incredible 
how  little  is  known  by  the  profession  at  large  of  the 
virtues  and  limitations  of  these  waters,  and  how  gross 
are  the  eirors,  the  mi.sapprehensions  and  even  the 
suspicions  of  the  average  medical  mind  regarding  Hot 
Springs.” 

1 bus,  one  of  the  primary  rea.son.s  was  the 
nattiral  hot  springs  for  which  the  city  was  named. 
1 he  editor  continued: 

“It  has  been  the  misfortunes  of  Hot  Springs  that  too 
many  patients  are  daily  sent  here  whose  diseases  are 
not  amenable  to  treatment  bv  these  waters,  and  whose 
cases  are,  in  many  instances  aggravated  thereby.” 

Lest  one  becomes  too  critical  of  these  state- 
ments one  must  remember  tlie  state  of  the 
art  of  medicine  in  this  country  in  1892  was  tpiite 
backward  by  our  standards  today. 

The  j)rinciples  of  publication  w'ere  of  a high 
standard: 

"It  will  be,  as  far  as  possible,  impersonal  in  its  con- 
duct. fearless  in  its  presentation  of  medical  facts,  and 
theories,  courteous  in  its  iutercour.se  with  the  medical 
press  and  unsparing  in  its  denunciation  of  every  in- 
fraction of  medical  ethics.  With  these  aims  and  aspira- 
tions it  presents  its  claim  to  the  profession  with  modest 
confidence  and  asks  from  its  contemporaries  a fraternal 
welcome  and  a cordial  God  .Speed!” 
riie  [ourual  was  available  for  the  stately  price 
ol  $1.00  per  year  or  .$.10  for  a single  copy.  In 
Little  Rock,  the  Journal  of  the  Arkansas  Medical 
■Society  was  in  Volume  II  of  publication  and  in- 

•From  the  Children's  TIospital  Medical  Center  and  Harvard 
Medical  School,  Boston.  Massachusetts. 


terestingly,  was  the  high  rate  of  $2.00  per  year 
or  S .25  a copy. 

"Lite  first  issue  contained  two  original  articles: 
“Temperature  No  Guide  in  Peritonitis”  by  H. 
C.  Dalton,  Sujx,‘rintendent  of  City  Hosi^ital,  .St. 
Louis,  and  “Oljservations  in  Bone  Surgery”  by 
M.  G.  T hompson,  M.D.,  of  Hot  Springs. 

T'lie  remainder  of  this  i.ssue  was  filled  with 
reports  of  medical  societies,  editorials,  reviews 
from  other  publications  and  news  and  notes.  In- 
terspersed are  a number  of  advertisements.  These 
are  of  .some  interest  to  the  visitor  or  current 
resident;  many  of  these  structures  shown  in  pic- 
tures still  stand.  Also  are  details  on  how  to  get 
to  Hot  .Springs  from  various  cities.  In  general, 
the  Journal  was  quite  an  achievement  for  the 
city. 

Hot  Springs  was  already  (piite  a tourist  area 
in  1892.  The  resident  jxtpulation  was  15,900 
and  there  were  over  three  times  this  number  of 
visitors  (50,000).  'Lhere  were  three  banks,  ten 
schools  and  eighteen  churches  and  over  500  hotels 
or  boarding  houses  with  twenty  bath  houses.  Hot 
Springs  had  fifty-seven  physicians  at  this  time. 

T he  indivitluals  involved  in  this  venture  in 
publication  were  J.  M.  Keller,  M.D.,  S.  W.  Frank- 
lin, M.D.,  Thomas  E.  Holland,  M.D.,  and  J.  C. 
Minor,  M.D. 

T he  next  issue  devoted  itself  to  a tietailed  re- 
view of  Hot  Sjjiings  as  a resort.  The  article  was 
by  Dr.  J.  M.  Keller  and  titled  “TTie  Hot  Springs 
of  Arkansas  as  a Health  Resort.”  He  reviewed 
the  location  of  the  city,  details  of  the  71  springs 
including  analysis  of  the  water  and  tempeiature. 
Then  a discussion  of  diseases  heljx'd  by  the 
springs  followed. 

”To  adopt  the  .sweeping  wbole.sale  list  of  diseases 
published  l)y  main  canditlates  for  practice  here  as 
cureable  bv  the  liot  water  woidd  do  great  violence  to 
truth,  and  as  has  already  been  done,  great  injiirv  to 
the  springs.  To  believe  the  circulars  and  other  ad- 
verti.sements  scattered  over  the  country  broadcast  by 
some  ot  the  resident  and  itinerant  doctors  who  come 
and  go  from  here  with  almost  each  change  of  the  moon, 
wottld  be  to  believe  tliat  the  fabled  box’  would  have 
agaiti  to  be  opened  to  find  ati  ill  incurable  by  the 
spring.” 
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“For  years  scarce  any  other  class  of  disease  came  here 
Itesides  syphilitic  and  rlienniatic  cases,  and  a visit  to 
the  place  was  secretly  made  bv  those  who  came.  . . . 
It  is  title  that  syphilitic  troubles  are  relieved  here  more 
rapidly  and  certainly  than  anywhere  else  that  I know 
of.  Experience  in  the  treatment  of  this  disease,  in 
private  practice  and  in  hospitals,  for  ttventv  five  years, 
and  an  intimate  accpiaintance  with  the  springs  for 
ttventy  years  force  this  assertion.  If  asked,  does  the 
water  itself  cure  syphilis?  I answer  positively,  no. 

“If  asked  hotr  it  acts  to  effect  more  rapid  and  cer- 
tain cures,  the  anstver  is  simply,  that  by  its  eliminative 
and  diaphoretic  power  the  patient  is  enabled  to  take, 
if  necessary,  tenfold  more  merettry  and  potash  than 
he  cotild  possiltly  take  witlioiit  its  aid. 

“Rv  far  tlie  largest  class  of  patients  who  come  here 
are  rhenmatics,  and  it  is  those  of  tlie  chronic  form  that 
are  licnefitted  most.” 

Other  "speedy  cures"  were  noted  in  “most 
neurologic  cases”  in  which  “the  baths  seemingly 
to  act  magically."  .Scrofulotis  diathesis,  uterine 
troubles,  climateric  ills  in  women,  diseases  in 
the  bladder,  urethral  tract,  kidneys,  incipient 
spinal  trouble,  skin  diseases,  alcoholism,  nicotin- 
ism were  all  disease  that  were  felt  to  be  “better 
treated  here  than  I have  even  been  able  to  treat 
them  elsew'here.” 

Dr.  William  H.  Barry,  President  of  the  Board 
of  Health  of  the  City  of  Hot  Springs,  contributed 
“Hot  Springs  — the  Medicinal  Proj^erties  of  the 
Hot  \Vhiters”  to  the  June  1892  issue.  He  felt 
that  “mineral  waters  are  generally  considered 
valtiable  according  to  the  amount  of  their  min- 
eral constituents;  but  the  chief  value  of  same 
thermal  and  cold  medicinal  waters  depends  not 
so  much  on  their  mineral  constituents  as  tijxin 
their  purity.” 

One  further  note  of  his  was  that  free  carbonic 
acid  was  “the  constituent  in  all  waters  that 
remedies  them  palatable  and  agieeable  to  the 
stomach”  and  that  the  hot  waters  were  “super- 
saturated” with  this  free  carbonic  acid  gas.  Thus, 
this,  in  his  mind,  explained  their  remarkable 
cures  of  indigestion. 

.Along  with  the  influx  of  visitors  seeking  med- 
ical help,  there  were  dishonest  practices.  A cir- 
cular adopted  by  the  city  council  of  Hot  Springs, 
Afarch  1,  1890,  and  signed  by  the  Mayor,  John 
I.anghran,  was  distributed.  Its  contents  were  in- 
cluded in  Vol.  1,  No.  2 was  an  editorial  note: 

‘‘A  warning  to  you.  Don't  listen  to  anyone  who 
volunteers  advice  about  doctors,  no  regular  physician 
will  require  more  than  $5  in  advance. 

“If  you  have  letters  to  a phvsician,  deliver  them  in 
person.  If  drummers  find  you  have  such  letters,  they 


tvill  tell  you  the  doctor  is  out  of  the  city,  dead,  quite 
practically  drunk  or  something  of  the  kind. 

“Drummers  on  the  trains,  on  tlie  streets,  or  at  the 
hotels,  or  boarding  houses  will  pretend  that  they  are 
visitors.” 

The  visitors  were  flocking,  encouraged  by 
various  articles  expounding  the  gieatness  of  the 
city.  Excerpts  are  incltided  in  the  Hot  Springs 
Medical  Journal  under  News  and  Notes.  Ex- 
amples include: 

“Thousands  of  Lives  Saved  — The  renowned  resort 
of  Hot  Springs,  Arkansas,  with  its  palatial  hotels  and 
Oriental  bathing  establishments  is  proving  the  greatest 
attraction  to  pleasure  seeks  on  this  side  of  the  .Atlantic 
. . . —Medical  Mirror.” 

“Relief  for  La  Grippe  Sufferers— If  it  were  better 
known  that  Hot  Springs,  Arkansas,  was  a haven  for 
mankind  when  suffering  from  “la  grippe”  those  afflicted 
with  it  would  buy  a ticket  via  . . . —Star  Sayings.” 

Although  these  articles  were  accurately  repre- 
senting these  physicians  opinions,  it  cannot  be 
said  that  all  appearing  in  the  editorial  section 
was  without  bias: 

“^Vhile  every  other  town  north  and  south  is  covered 
with  snow,  ice,  la  grippe,  pneumonia  and  other  similar 
kinds  of  disagreeable  weather.  Hot  Springs,  nestled 
away  in  its  southern  exposure  between  its  picturesque 
mountain  barriers  is  smiled  upon  day  after  day  by 
joyous  old  Sol.  and  bles.sed  with  mild  weather  and 
wholesome  air.” 

To  aid  in  the  influx  in  February,  1892,  the 
Iron  Mountain  System  added  a new  train,  “The 
Hot  Springs  Express”  added  to  the  Arkansas 
Gazette,  “To  accommodate  the  tide  of  visitors 
to  the  gieat  health  resort.” 

Included  in  the  editorial  section  of  the  April 
15,  1892,  issue  was  the  case  of  a doctor  accused 
of  bad  practices.  Its  title  was  “That  Drumming 
Case.” 

“One  Dr.  was  cited  to  appear  before  the 

Ciarland  Cotinty  Medical  E.xamining  Board,  to  show 
cause  why  his  license  sliould  not  be  revoked.  The 
complaint  was  made  by  eight  or  nine  visitors.  After 
hearing  all  the  witnesses  on  each  side  and  considering 
the  matter,  the  Garland  County  Board  revoked  his 
license  to  practice  medicine  in  the  state  of  .Arkansas.” 
This  doctor  had  been  found  guilty  of  serious 
charges  — tising  drummers,  subsidizing  boarding 
houses,  obtaining  fees  on  a written  guarantee  of 
cure,  and  advertising  business. 

The  Journal  stated  its  intent  to  establish  good 
medical  practice: 

“The  Hot  .Springs  Medical  Journal  will  do  all  it  can 
toward  weeding  and  stamping  out  the  irregular  and 
unprofessional  practices  which  have  gone  far  to  mar 
the  reputation  of  this,  the  greatest  sanitarium  on  the 
continent.  We  invite  the  hearty  support  of  the  medical 
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press,  and  profession  at  large,  in  this  work,  and  in  re- 
turn we  will  fnrnisli  in  these  pages  typical  cases  from 
this,  the  greatest  of  clitiiis,  ;nid  show  them  the  rapid 
atul  satisfactory  jtrogress  in  loimectioti  with  these  waters. 
We  will  also  try  ami  advise  atul  institict  the  professioti 
as  to  the  character  of  cases  that  shotild  never  he  sent 
here  for  treatment  as  the  hot  water  is  ntKjnestionahly 
prejttdicial  to  tptite  a ntnnher  of  the  di.seascs  of  the 
latid,” 

Syphili,s  wa.s  a Irctjiieiit  topic  lor  discussion  in 
the  Journal.  In  April  1892,  Dr.  M.  A.  Thompson 
estimated  that  10,000  pounds  ol  mercurial  oint- 
ment wa.s  annually  disper.sed  in  the  city.  Dr. 
riiompson  reviewed  “Mercury  in  the  Treatment 
of  .Syphilis.”  His  suggestions  incltided: 

“First  he  sure  the  jjatient  has  syphilis,  atid  theti  it 
there  is  no  threatened  lesion,  commence  hy  giving  1/2 
grain  calomel  at  night,  atul  iti  three  or  four  nights,  in- 
crease to  a grain,  having  the  patient  to  move  his 
bowels  with  the  syringe,  if  the  calomel  does  not  operate. 
On  the  contrary,  if  it  generates  too  often  return  to  the 
1/2  grain  dose,  and  in  two  or  three  weeks,  when  he  has 
accpiired  a degree  of  tolerance  for  this  dose,  discontinue 
and  have  him  mb  1/2  grain  mercurial  ointment  at 
night  and  increase  to  1 dr.,  seeing  the  patient  daily. 
And  any  time  he  has  griping  pains  or  diarrhea,  have 
his  discontinue  the  rubbing  and  return  to  the  grain 
or  half  grain  of  calomel  for  a few  nights,  having  the 
patient  to  take  hot  baths  daily  to  prevent  the  cnmmula- 
tive  and  bad  effects  of  the  mercury.  Ibis  treatment  is 
to  be  continued  from  four  to  eight  weeks  — the  patient’s 
degree  of  tolerance  to  decide  when  we  shoidd  dis- 
continue the  injunctions.  This  brings  tbc  patient  under 
tbe  constitutional  effects  of  the  mercury  — the  gums 
become  spongy  and  .soft,  the  blood  partially  defibrinized, 
and  a metallic  taste  in  tbe  month.  Then,  return  to 
the  half  grain  or  grain  of  lalomel  at  night,  occasion- 
ally allowing  two  grains,  and  continue  this  for  a year 
without  any  intermission;  then  discontinue  for  five  or 
six  months,  using  iodide  of  potash  or  soda.  For  two  or 
three  years  the  ])aticnt  should  be  brougbt  under  tbe 
influence  of  mercury  for  a few'  w'ceks  at  a time  — for 
if  w'c  try  to  keep  that  patient  at  the  point  of  salivation, 
there  will  be  all  the  toxical  effects  of  tbe  mercury,  or 
the  patient  will  decide  that  the  remedy  is  worse  than 
the  disca.se  and  look  for  advcrti,sed  blood  purifiers, 
tonics,  etc.,  for  it  is  a well  established  fact  that  nine- 
tenths  of  the  patients  that  take  tpiack  nostrutns,  have 
been  forced  to  do  .so  from  the  bad  treatment  of  their 
medical  adviser.” 

Dr.  Q.  C.  Koch  in  tlie  Augu.st,  1892,  i.s.sue  dis- 
cussed “Treatment  of  .Syphilis  Ity  Hypodermic 
lujectious.”  He  noted  that: 

“d  he  most  proper  place  on  the  body  used  for  mer- 
curial injection  is  the  ha(k  between  the  .shoulders 
and  the  nates  while  the  use  of  the  syringe  on  the 
extremities  ought  to  be  strictly  depreciated.  The  tech- 
ni(pie  of  the  injections  is  pretisely  the  same  as  is  used 
by  the  injection  of  other  drugs,  only,  in  using  the  in- 
soluble preparations,  the  needle  ought  to  be  inserted 


boiizontally  into  the  muscles,  and  the  solution  should 
he  prepared  freshly  for  every  injection. 

“1  he  efficacy  of  the  hypodermic  injections  in  the 
ireatmcnt  of  syphilis  consists  niaiidy  in  the  rapidity 
with  which  they  are  taken  in  and  afterward  expelled 
from  the  (irculation. 

" I he  nnnd)er  of  the  injections  necessary  for  a cure 
average  about  thirty  — exclusive  of  the  insoluble  prepa- 
rations; at  any  rate  it  is  not  advisable  to  make  more 
than  fc)rty  injections.” 

I'lie  couirilzutcii.s  increased  in  number  and 
papers  arrived  from  surrotniding  and  far  distant 
states.  Both  articles  and  advertisements  (both 
local  firms  and  national  establishments)  in- 
creased. 

.Such  additions  as  “Practical  Points”  and  “d’he 
Funny  Medical  WMrld”  became  regular  features. 
By  the  end  of  the  first  year,  there  were  16  pages 
of  advertising  excluding  covers  and  24  pages  of 
articles  and  comments.  Reviews  of  important 
papers  in  national  and  international  journals 
were  included.  Especially  Irecjuent  were  mix- 
tures and  preparations  useful  as  remedies.  The 
problem  of  delincpient  physicians  continued  to 
be  a large  one  and  numerous  editorials,  cartoons 
in  “The  Funny  Medical  World”  were  devoted  to 
this.  The  state  legislature  passed  a bill  in  1892 
that  revoked  a doctor’s  license  to  practice  if  he 
employed  drummers.  And,  doctors  whcj  “in- 
dulged in  employing  drummers”  met  and  j3ul>- 
li,shed  their  names  “over  a pledge  to  sin  no 
more.” 

In  1892,  examples  of  operations  being  per- 
formed are  noted  in  die  Journal.  Drs.  Barry  and 
Barry  of  Hot  .Sjjrings  reported  in  the  November, 
1892,  issue.  Excerpts  of  these  practices  follow: 

"Case  \'1I.  Removal  of  Fibia.  I.  .S.,  age  -41.  married 
man,  a bridge  builder.  .\  very  large  phagedenic  ulcer 
on  left  leg  just  above  the  ankle.  Had  suffered  from 
fretiuent  .severe  hemorrhages.  He  was  placed  untler 
tonic  treatment  and  nutritions  diet  with  a hope  of 
btiilding  him  u|>  and  tlien  removing  the  di.seased  bone, 
bue  he  grew  rapidly  weaker  every  day.  .\fter  con- 
sultation it  was  decided  to  operate  without  delay. 

“January  20,  1892,  removed  six  and  one-half  iiuhcs 
of  the  entire  tibia.  1 he  dressing  consisted  of  iodoform, 
closing  the  wound,  and  then  oiled  silk,  absorbent  cot- 
ton and  plaster  paiis  bandages.  I'he  leg  was  elcvatevl 
for  thirty  mintites. 

"|annary  27th,  removed  dressing.  No  clot.  Gangrene 
in  instep  of  foot.  Dressed  with  charcoal,  which  was 
removed  dailv  and  replaced.  Gave  stimulating  diet, 
wine  and  eggnog. 

"February  1th,  lanced  a large  abscess  over  liimhar 
vertebra.  Discharged  a gallon  of  offensive  [)us. 

"Fehruary  7th,  lanced  the  ah.scess  again,  and  it  dis- 
charged one-half  gallon  of  sonious,  offensive  ptis. 
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"Result  — He  rapiilly  grew  treaker,  and  died  on 
Feltruary  16,  1892. 

"A  jrost  mortem  slioweil  caries  of  sacrum  and  also 
fibida  of  leg  operated  on,  Clhloroform.” 

Fhis  case  exemplilies  the  early  state  of  medical 
practice  in  these  years. 

.\nother  interesting  treatment  note  (Feb.  1892) 
is  “Obesity  — Its  Treatment  At  Hot  Springs.” 
AVeight  reductions  of  95  |X)nnds  (250  to  155)  in 
three  weeks  with  dietary  restriction,  six  or  eight 
drops  of  licpior  potassae  in  water  every  four 
hours  and  daily  hot  baths.  Another  case  reported 
by  a “reliable  physician"  was  a reduction  from 
135  pounds  to  142  of  “solid  flesh.” 


By  the  turn  of  the  century,  the  Hot  Springs 
Medical  Journal  would  be  400  pages  yearly  in 
length  and  would  attract  authors  from  distant 
states. 

The  first  volume  of  the  Hot  Springs  Medical 
journal  contains  not  only  great  expectations  of 
the  city  as  a resort,  enthusiasm  in  medical  writ- 
ing but  a view  of  a unique  era  of  medical  practice 
and  the  picture  of  Hot  Springs  in  its  “heyday.” 
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The  treatnieiit  ol  acute  infections  of  the 
genitonrinary  system  is  an  everyday  cx:cnrrence 
for  the  family  physician.  His  correct  manage- 
ment of  these  infections,  as  the  primary  physician, 
is  all  important.  Failure  to  do  so  often  yields 
far  more  complicatetl  situations.  Irreparable  dam- 
age may  ensue. 

General  Principles  of  Treatment 

Five  general  principles  for  the  correct  treat- 
metit  of  acute  genitonritiary  infection  may  be 
stated; 

1)  Confirm  the  jrresence  of  the  infection. 

2)  Choose  an  appropriate  antimicrobial  agent 
on  the  basis  of  certain  criteria. 

3)  Treat  with  an  adequate  dosage  of  the  agent 
for  an  adetjnate  length  of  time. 

■1)  fnstitnte  an  evaluation  for  causative  factor 
of  the  infection. 

5)  Plan  for  systematic  follow-np  of  the  patient. 

It  is  unfortunate  that  frecpiently  patients  are 
treated  for  infections  that  they  do  not  have.  This 
error  occurs  because  physicians  fail  to  confirm 
the  presence  of  an  infection  that  is  suggested  by 
symptoms.  Positive  identification  is  made  by 
the  visualization  of  bacteria  in  the  urine.  The 
urine  examination  is  only  as  valid  as  the  urine 
that  is  submitted  for  examination.  The  collec- 
tion of  the  urine  specimen  is  the  key.  The  pa- 
tient’s knowledge  of  collecting  technitpies  shoidd 
not  be  a.ssumed.  All  details  shoidd  be  explained 
fully.  For  men  and  boys  the  collection  of  urine 
is  easy.  The  prepuce,  if  present,  should  be  re- 
tracted and  the  meatus  and  glans  cleaned.  A 
two  bottle  collection  is  ]>referred.  I'wo  bottle 
collection  infers  the  initial  voiding  of  10-1,')  cc. 
of  urine  in  a container  followed  by  the  mid- 
portion of  the  urinary  stream.  For  boys  too 
young  to  void  on  command  the  jJt  oblem  may  be 
solved  by  being  alert  enough  to  have  a wide- 
mouthed container  ready  when  the  diajrer  is 
removed.  .•Ml  are  familiar  with  the  sjxjntaneous 
voiding  which  often  takes  place.  Two  other  al- 
ternatives are  to  cleanse  the  jjenis  and  apply  a 
plastic  collection  device  or  to  aspirate  urine  via 
a suprajmbic  needle  ])uncture.  Catheterization 
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of  young  boys  should  l)e  avoided  lor  urine  col- 
lection. 

Women  and  older  girls  may  be  taught  to 
cleanse  the  vulva  and  catch  a midstream  urine 
specimen.  Fhis  is  not  an  easy  task.  "Fhe  prob- 
lem of  collecting  is  more  difficult  with  young 
girls  and  infants.  .Alternatives  are  catheteriza- 
tion, the  ajjplication  of  a plastic  collecting  bag, 
or  suprapubic  needle  aspiration.  In  females  un- 
less the  urine  is  collected  by  catheterization  or 
suprapubic  needle  aspiration,  bacteria  is  not 
diagnostic  of  a urinary  tract  infection.  Bacteria 
identified  in  urine  collected  otherwise  shonld  be 
confirmed  by  using  one  of  these  techniipies  prior 
to  treatment.  Urine  obtained  by  tlie  clean  catch 
collection  is  valid  only  if  the  urine  obtained  is 
negative  for  bacteria. 

For  the  patient  with  symptoms  of  an  acute  in- 
fection, waiting  for  colony  counts  is  ol)viously 
not  feasible.  Catheterization  of  females  if  done 
correctly  causes  little  risk.  .\  cavalier  approach 
toward  catheterization  often  occurs,  anti  the  jrro- 
cetlure  is  usually  assignetl  to  those  with  minimal 
training. 

I he  urine  examination  in  patients  with  acute 
infection  should  be  done  by  the  physician  him- 
self. File  time  spent  is  minimal,  and  the  infor- 
mation gainetl  is  tremendous.  .\  decision  shonld 
be  matle  regartling  culture  of  the  urine.  .All  pa- 
tients with  urinary  tract  infection  do  tiot  retpiire 
cultures,  anti  each  patient  should  be  iiulividual- 
ized.  Cetrainly  the  cidture  is  invalualile,  both 
for  identifying  the  presence  of  fiacteria  when 
tione  were  seen  on  uritie  analysis  and  for  provid- 
ing sensitivity  studies. 

Choosing  an  appropriate  antimicrobial  agent 
to  treat  an  infection  is  often  based  on  whimsy, 
influencing  advertisements  or  habit.  Physicians 
will  provide  more  intelligent  treatment  if  they 
first  a|)ply  certain  criteria  to  their  choice  of  an 
antimicrobial  agent.  I hese  criteria  shoulil  in- 
clude: the  organ  that  is  involvetl  with  the  in- 
fection; the  .severity  of  the  infection;  the  sensitiv- 
ity of  the  organi.sm  to  the  agent;  serum,  tissue, 
and  urine  levels  of  the  agent;  side  effects  and 
toxiiities:  cost;  route  of  administration:  aiuf 
proefivity  to  form  resistant  strains  of  organisms. 
As  more  and  varied  antimicrobial  agents  become 
available,  it  Itecomes  increasingly  necessary  for 
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each  physician  to  think  out  these  criteria  for 
each  agent. 

A single  ilosage  form  of  an  antimicroltial  agent 
is  not  suitable  for  every  patient.  Dosages  vary 
witli  the  weight  and  age  of  the  patient  and  the 
severity  of  the  infection  and  shonld  he  calcnlated 
accordingly.  This  information  is  nsnally  sup- 
plied with  the  agent. 

Lengtli  of  time  of  treatment  is  controversial. 
It  varies  with  the  infection  and  with  the  medi- 
cation. Trinary  tract  infections  notoriously  re- 
lapse and  recur.  Inadeipiate  courses  of  treatment 
may  well  fie  a causation  of  high  recurrence  rates. 
Cienerally,  the  more  severe  the  infection  the  long- 
er the  course  of  treatment.  Potential  toxicity  of 
the  agent  reduces  the  treatment  time. 

At  some  time  in  the  patient's  course  of  treat- 
ment, attention  shoukl  be  directed  to  finding 
causative  factors  of  the  infection.  These  factors 
include  primarily  obstruction,  foreign  bodies  in- 
cluding calculi,  and  vesicoureteral  reflux.  I he 
extent  of  the  evaluation  varies  with  the  tyjie  of 
infection  but  may  include  excretory  urogTaphy, 
cystography,  residual  urine  determination,  and 
endoscopy  of  the  lower  urinary  tract.  \\^ith  re- 
current infection  the  yield  of  positive  findings 
on  evaluation  are  greatly  increa.sed. 

Systematic  post-treatment  follow-up  provides 
the  best  method  of  coping  with  recurrent  or  re- 
lapsing urinary  tract  infection.  It  slumld  be  con- 
sidered part  of  the  correct  treatment  of  acute 
urinary  tract  infection.  The  physician  who 
merely  has  ins  patients  return  for  follow-np  w'hen 
they  are  symptomatic  will  miss  numerous  in- 
fections. Often  recurrent  bacterinria  is  asympto- 
matic. I he  follow-u]i  again  should  lie  individual- 
i/ed  as  to  intervals  between  visits  and  the  length 
of  time  of  follow'-up.  Examination  of  the  urine 
constitutes  the  minimum  follow'-up  evaluation. 

I he  most  common  acute  genitourinary  in- 
fections include;  acute  pyelonephritis,  acute  cys- 
titis, acute  prostatitis,  acute  urethritis,  acute 
e]iididymo-orchitis,  and  gram  negative  .sepsis. 

Acute  Pyelonephritis 

Olassic  acute  pyelonephritis  is  not  a difficult 
diagnosis  to  make,  but  the  .symptomatology  is 
not  always  textbook  in  nature.  Classic  symp- 
toms include  costovertebral  angle  pain,  fever, 
and  lower  urinary  tract  complaints.  The  pain 
may  not  always  be  in  the  costovertebral  angle 
but  may  be  more  of  an  abdominal  pain.  Nairsea 


and  vomiting  may  be  prominent  .symptoms.  In 
small  children  the  diagnosis  may  be  very  diffi- 
cult. Pain  in  the  costovertebral  angle  elicited 
by  percussion  is  a very  stibjective  and  variable 
finding.  The  errors  in  diagnosis  made  on  this 
point  alone  are  proliably  countless.  Pain  on  per- 
cussion is  reported  by  many  physicians  when  the 
patient  is  describing  and  has  predominantly 
lower  tract  complaints.  Pain  elicited  is  dependent 
often  on  the  vigor  with  which  the  patient  is  per- 
cussed and  the  patient's  threshold  of  pain.  A 
sharp  percussion  of  one's  owm  flank  should  rap- 
idly demonstrate  this  point. 

Examination  of  the  urine  may  show  bacteria, 
white  lilood  cells,  red  blood  cells,  and  white 
blood  cell  casts.  The  pre.sence  of  white  blood 
cell  casts  is  nsnally  pathognomonic  of  acute 
pyelonephritis.  An  excretory  urogTam  may  or 
may  not  be  made  initially  depending  on  the 
patient's  symptoms.  Certainly  a plain  film  of 
the  abdomen  (RUB)  should  be  made  to  rule  out 
the  possibility  of  an  obvious  obstructing  calculus. 
A urine  culture  should  be  started.  If  the  tem- 
perature is  high  (103°),  blood  cultures  should  be 
obtained. 

Treatment  is  started  immediately  using  a broad 
spectrum  bactericidal  antimicrobial  agent  with 
good  blood,  tissue,  and  urine  levels.  Usually  the 
most  effective  agent  wdth  the  least  toxicity  should 
be  chosen.  The  initial  dosage  is  usually  paren- 
teral. If  the  patient  has  not  had  a recent  urinary 
tract  infection  or  does  not  have  a calculus  or 
history  of  urinary  tract  instrumentation,  it  may 
be  a.ssumed  that  the  organism  is  E.  coli.  If  the 
patient  has  had  a recent  infection  or  instrumenta- 
tion or  has  a calculus,  there  is  the  possibility  that 
Proteus  or  Pseudomonas  is  the  organism  to  be 
dealt  with.  Treatment  should  be  continued  for 
a minimum  of  fourteen  days  and  may  be  con- 
tinued for  three  weeks.  The  antimicrobial  dosage 
may  be  lessened  gradually  during  the  course  but 
should  remain  at  therapeutic  levels.  A mainte- 
nance antimicrobial  agent  may  be  continued  for 
several  weeks  thereafter  to  guard  against  recur- 
rence and  probalily  shotdd  be  continued  until  a 
full  evaluation  for  causative  factors  can  be  com- 
pletetl.  An  example  of  a maintenance  anti- 
microbial agent  is  nitrofurantoin. 

Acute  pyelonephritis  shonld  be  evaluated  with 
the  first  epi.sode  of  infection.  The  evaluation 
may  be  initiated  after  six  weeks  and  should  in- 
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t luile  a residual  urine  detenniuatiou,  eystogTaphy 
to  rule  out  the  presence  ot  blatlder  abnoruiali- 
ties  and  vesicoureteral  retlux,  and  excretory  urof>- 
raphy.  Ciystoscopy  is  indicated  if  pathology  of 
the  bladder  or  urethra  is  suggested. 

A suggested  systematic  follow-up  of  tlie  patient 
with  acute  pyelonephritis  might  include  having 
the  jxitient  return  the  week  after  com|)letion  of 
the  therapeutic  course  of  the  antimicrobial  agent, 
at  six  weeks,  three  months,  six  months,  and  a 
year.  I his  provides  approximately  two  years  of 
follow-tij).  The  urine  should  be  examined  at 
each  visit  and  probably  cultured.  At  the  end  of 
the  .second  year  consitleration  should  be  given 
to  repeating  the  excretory  urogram  to  see  if 
morphologic  changes  have  resulted  from  the 
pyelonephritis. 

From  this  discussion  it  can  be  .seen  that  acute 
pyelonephritis  should  be  treated  vigorously  and 
then  followed  stringently.  If  misdiagnosed,  the 
patient  with  simple  cystitis  is  subjected  to  mtich 
needless  treatment  and  inconvenience. 

Acute  Cystitis 

The  patient  with  acute  cystitis  ustially  presents 
with  symptoms  of  dysuria,  frequency,  urgency, 
suprapuitic  discomfort,  and  occasionally  gross 
hematuria.  1 lie  symptoms  are  primarily  re- 
ferrable  to  the  lower  tract,  although  at  times  low 
pelvic  back  pain  will  occur.  F'evei  should  sug- 
gest concomitant  pyelonephritis,  d he  patient  is 
usually  female.  One  shoidd  rely  primarily  on 
the  clean  catch  urinalysis  for  the  diagnosis. 
Catheterization  should  be  avoided  in  the  patient 
with  intense  symptoms  referrable  to  the  urethra 
and  bladder.  A culture  is  usually  not  necessary 
unless  the  patient  has  been  recently  instrumented 
or  the  infection  has  recurred  shortly  after  previ- 
ous antimicrobial  treatment. 

For  acute  uncomplicated  cystitis,  a sulfona- 
mide is  probably  the  drug  of  choice  although 
other  agents  would  be  equally  effective.  .Synq)- 
toms  usually  respond  in  twenty-four  to  forty- 
eight  hours.  I’reatment  shoidd  be  continued  for 
ten  to  fourteen  days. 

-Vnalgesics  containing  dyes  and  atropine  deri- 
vations are  available  and  have  varying  results  iu 
relieving  the  uncomfortable  symptoms  of  cystitis. 
In  adult  women  initial  episodes  of  cystitis  need 
not  be  evaluated  further,  but  with  closely-spaced 
recurrences  this  should  be  done.  In  children  and 


men  initial  cqtisotles  of  bona  fide  cystitis  dcser\e 
urologic  evaluation. 

F’ollow-iq)  is  needed.  A suggested  follow-up 
woidd  be  at  one  week  following  cessation  of  treat- 
ment, and  then  at  six  weeks  and  three  months. 
Recmrent  infections  are  common  in  females. 
Cadi  lire  of  the  vaginal  introitus  may  yield  pure 
cidlures  of  the  causative  organism  and  attention 
to  clearing  the  vulva  and  the  perineum  of  the 
organism  by  providoneiodine  (Betadine)  douch- 
ing and  washing  may  stop  the  recurrences. 

Acute  Prostatitis 

Acute  prostatitis  is  usually  seen  in  men  in  the 
sexually  active  age  range.  The  onset  of  .symj> 
toms  may  be  insidious  but  is  often  sudden.  They 
include  dysuria;  fretpiency;  urgency;  siqrrapubic, 
perineal,  or  rectal  discomfort;  and  often  hema- 
turia. It  is  common  for  the  symptoms  to  be  more 
pronounced  with  the  initiation  and  termination 
of  voiding.  Fever  is  not  uncommon  with  acute 
prostatitis.  Bacteria  may  or  may  not  be  seen  on 
urinalysis.  Examination  of  the  urine  should  in- 
clude examination  of  the  first  voided  urine,  in 
addition  to  the  midstream  urine.  Digital  ex- 
amination of  the  prostate  is  tpute  helpful  for 
diagnosis.  After  introducing  the  finger  into  the 
ampulla,  the  prostate  is  lightly  touched.  ^Vith 
acute  prostatitis  the  patient's  response  is  defi- 
nitely affirmative  when  asked  about  severe  pain 
with  digital  palpation.  The  prostate  should  not 
be  massaged  for  examination  of  the  prostatic 
.secretion.  Only  enough  palpation  shoidd  be 
done  to  confiiin  the  diagnosis  and  to  rule  out 
the  lluctuance  of  a prostatic  abscess. 

d'reatmeut  is  initiated  with  a broad  spectrum 
antimicrobial  agent  with  good  tissue  :uid  uriue 
levels.  Although  there  is  controversy  regtirtling 
whicli  antimicrobial  agents  actually  enter  the 
jrrosltite  ghiud,  clinictilly  tlie  more  acute  the 
disease  the  more  effective  the  antimicrobitil  treat- 
ment. I he  tigent  nitty  be  started  piirentertilly. 
'Fretilment  sliould  continue  for  fourteen  days. 
Ooiuomitani  licniiituriti  should  be  evalutited,  as 
should  all  hematuria,  with  excretory  urography 
iuid  cystoscopy.  Recurrence  of  acute  episodes  of 
prostatitis  docs  not  often  occur,  but  exticerbation 
of  similar  btil  lesser  .symptoms  arc  common,  d’his 
is  often  referred  to  as  chronic  prostatitis. 

Acute  Urethritis 

For  the  purpose  of  this  discussion  only  the 
acute  urethritis  of  males  will  be  covered.  ,Synq> 
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toms  inclutle  urethral  burning,  itching,  and  fre- 
quently a discharge  from  the  uretliral  meatus. 
I'he  infecting  organism  may  or  may  not  he  of 
venereal  origin.  I’he  presence  of  the  urethral 
discharge  is  disconcerting  to  the  patient  as  he 
usually  associates  this  finding  only  with  a gonor- 
rheal urethritis. 

Jf  a d ischarge  is  present,  a gram  stain  should 
he  made  to  identify  possible  gram  negative  intra- 
cellular diplococci.  A wet  smear  should  he  ex- 
amined microscopically  for  trichomonads.  d’he 
discharge  should  be  cidtured  for  predominant 
organisms  but  also  shoidd  be  cidtured  on  Thayer- 
Martin  medium  for  Neisseria  gonococci.  The 
prostrate  gland  should  he  examined  because 
symptoms  of  posterior  urethritis  anti  prostatitis 
blend  together. 

Jf  trichomonas  is  identified,  the  drug  of  choice 
is  Flagyl.  Nonspecific  urethritis  resjxmds  to  al- 
most any  of  the  broad  spectrum  antimicrobial 
agents.  I reatment  should  be  maintained  for  ten 
days  to  two  weeks.  Gonococcal  urethritis  is 
treated  wdth  4.8  million  units  of  intramuscular 
aqueous  procaine  penicillin.  One  gram  of  pro- 
benecid may  he  given  thirty  minutes  prior  to 
treatment.  Other  agents  are  effective  against 
gonorrhea  but  may  mask  syphilis. 

Acute  Epididymo-Orchitis 

This  is  jirimarily  a disease  of  men  hut  may 
he  found  occasionally  in  jrrepuhertal  hoys.  .Symp- 
toms are  insidious  in  oirset  and  consist  of  painfid 
enlargemeni  of  the  epididymis  and  testicle.  Fever 
is  usiKilly  associated.  There  may  he  some  as- 
sociated symptoms  of  dysuria  and  frecpiency. 
I'enderness  and  enlargemetit  may  he  quite  local- 
ized initially  and  he  fotind  only  in  the  glohus 
major  or  minor  of  the  epididymis.  As  the  di.sease 
rapidly  progresses,  the  v:is  becomes  thickened 
and  the  epididymis  hecanies  greatly  enlarged. 
I'he  testicle  then  becomes  intimately  involved 
in  the  inflammed  mass  forming  a single  tender 
mass.  Hydrocele  formation  may  occur  and  fluc- 
tuant areas  of  abscess  formation  may  he  present. 
It  is  important  to  differentiate  torsion  of  the 
testicle  or  of  the  appendix  testis  initially.  Torsion 
of  the  testicle  is  primarily  seen  in  hoys  and  teen- 
agers. However,  in  hoys  symptoms  of  torsion  and 
epididymitis  are  so  similar,  it  is  best  to  surgically 
explore  the  testicles  of  all  hoys  with  an  acute 
onset  of  scrotal  enlargement  and  tenderness. 


A urine  examination  should  he  done,  and  the 
urine  should  be  cultured.  Treatment  consists  of 
starting  a broad  sjjectrum  antimicrobial  agent 
w4iich  provides  for  good  tissue  and  urine  levels. 
I’he  first  dose  may  he  administered  parenterally. 
The  patient  should  he  kept  at  bed  rest  with 
.scrotal  elevation  until  the  testicle  can  he  ex- 
amined without  eliciting  pain.  .Scrotal  elevation 
can  he  accomplished  by  folding  a towel  between 
the  thighs  or  by  stretching  wide  strips  of  tape 
or  a towel  across  the  thighs  to  fonn  a shelf  (Bell- 
vue  Bridge)  for  the  testicles.  This  position  al- 
lows for  dependent  drainage  of  this  pedicled 
organ.  Pain  may  lie  relieved  by  infiltrating  the 
spermatic  cord  just  at  the  upper  limit  of  the 
scrotum  with  2-5  cc.  of  1%  xylocaine.  Incision 
and  drainage  is  not  necessary  unless  a fluctuant 
area  is  palpable  or  the  temperature  curve  sug- 
gests the  presence  of  an  abscess.  If  infected  urine 
is  noted,  further  urologic  evaluation  is  indicated 
and  should  include  a residual  urine  determina- 
tion, excretory  urography,  and  cystoscopy. 

If  after  two  weeks  of  treatment  the  testicle 
cannot  be  clearly  di.scerned  from  the  epididymis 
by  jralpation,  consideration  should  be  given  to 
the  po.ssibility  of  a malignancy.  An  extended 
course  of  antimicrobial  therapy  may  be  indi- 
cated, but  it  is  important  not  to  continue  to 
temporize  if  the  scrotal  contents  continue  to  be 
indurated  and  the  testicle  is  not  clearly  discern- 
able.  If  tumor  is  suspected,  no  biop.sy  should  be 
done  through  the  scrotal  wall.  This  happens 
again  and  again  with  needless  loss  of  life  and 
atlded  surgical  procetlures.  If  an  indurated  area 
is  noted  in  the  scrotal  contents,  the  correct  pro- 
cedure is  to  make  an  inguinal  incision.  With 
mobilization  and  atraumatic  cross-clamping  of 
the  spermatic  cord,  the  testicle  may  then  be  de- 
livered from  the  scrotum  into  the  wound  and 
examined.  If  the  diagnosis  still  cannot  be  made, 
either  orchiectomy  or  careful  biopsy  and  frozen 
section  examination  is  carried  out.  A large  num- 
ber of  men  with  testicular  tumors  are  followed 
by  physicians  prior  to  diagnosis  and  the  most 
frequent  diagnosis  they  carry  is  epididymo- 
orchitis. 

Gram  Negative  Sepsis 

This  is  the  most  severe  of  the  acute  genitouri- 
nary infections  and  may  occur  with  any  of  the 
aforementioned  entities.  The  most  common  in- 
stance of  gram  negative  sepsis,  which  may  often 
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go  unrecognized,  ocenrs  vvitli  urethral  instrumen- 
tation in  the  presence  of  a pre-existing  urinary 
tract  infection.  Shock  is  the  most  severe  secpielae 
of  gram  negative  sepsis.  The  hallmark  of  diag- 
nosis is  fever  which  becomes  rapidly  elevated. 
Early  recognition  of  the  problem  is  im|X)rtant. 
.-Vttention  shoidd  be  given  to  starting  parenteral 
broad  sf:)ectrnm  bactericidal  coverage  immediate- 
ly. If  the  organism  is  not  known,  both  gram 
negative  ami  gram  jxxsitive  organisms  are  suspect. 
.\  suggested  antimicrobial  combination  wonld  Ije 
Gentamycin  and  Clindamycin.  Attention  shonld 
be  given  to  blood  volume  maintenance.  It  is 
often  of  value  to  place  an  intravenous  catheter 
for  central  venous  ]>ressnre  determination.  Mas- 
sive doses  of  steroids  may  be  of  value  in  improv- 
ing the  microcircidation. 

Prevention  is  all  important.  Instrumentation 
of  the  urinary  tract,  particidarly  the  male  urethra, 
shonld  be  undertaken  with  care  in  the  presence 
of  bacterinria.  Strictures  of  the  urethra  should 
not  be  dilated  until  after  the  patient  achieves 
a blood  level  of  an  agent  to  which  the  infecting 
organism  is  sensitive. 
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T,e  idea  that  a child  with  a true  strabismus 
will  ‘■outgTow”it  is  entirely  false. 

Ju  this  brief  discussion  of  strabismus  we  shall 
make  no  attempt  to  include  the  many  technical 
j)hases  in  diagnosis  and  treatment  which  are 
pecidiarly  limited  to  the  ophthalmologist.  The 
l)usy  practitioner  has  a problem  of  his  own  in 
“keeping  up”  with  the  rapidly  advancing  prog- 
ress of  medicine  more  particularly  suited  to  his 
practice.  We  shall  present  our  remarks  in  a 
manner  we  hope  can  be  more  readily  utilized  in 
general  practice  to  accurately  evaluate  the  patient 
who  is  a “squinter"  and  to  enable  an  already 
overburdened  physician  in  general  practice  to 
give  sound  advice  when  considted  by  the  parents 
of  a child  with  crossed  eyes. 

I'he  movements  of  the  eyes  are  controlled  by 
twelve  extraoctdar  muscles  or  six  muscles  for 
each  eye.  The  purpose  of  the  ocular  movements 
is  to  widen  the  scope  of  vision,  and  therefore  it 
is  only  natural  that  a visual  function,  namely 
that  of  binocular  vision,  shotdd  exercise  supreme 
control  over  the  ocidar  movements.  Binocular  vi- 
sion comprises  two  principal  processes;  the  fusion 
of  the  two  monocular  sensations  into  a single 
mental  impression,  and  the  projection  of  the 
fused  impression  into  space.  In  other  words, 
l)inocular  vision  is  actually  seeing  with  the  two 
eyes  as  if  they  were  one.  For  normal  single  bi- 
nocular vision  in  all  positions  of  gaze  the  two 
eyes  must  work  as  a team.  'This  is  the  result  of 
]>erfect  synchouization  of  twelve  distinct  muscles 
in  coordination  with  willed  ocidar  movements 
initiated  in  the  pyramidal  cells  of  the  caudal  ex- 
tremity of  the  second  and  possibly  the  third 
frontal  convolution  of  each  hemisphere  of  the 
l)rain. 

It  is  indeed  a complicated  set  of  controls  that 
make  our  eyes  move  in  the  same  direction  at  the 
same  time  and  at  the  same  rate  of  speed.  As 
complicated  as  this  may  seem,  it  is  absolutely  es- 
sential that  the  eyes  do  work  perfectly  as  a team 
or  else  the  individual  will  see  one  picture  with 
the  right  eye  and  another  visual  impression  with 
the  left  eye.  The  residt  is  NOT  single  binocidar 
vision,  but  diplopia  (double  vision).  There  are 
movements  of  the  eyes  other  than  iqr  and  down 
or  right  and  left.  They  may  and  do  move  in 
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opposite  directions  in  the  execution  of  normal 
visual  functions.  For  example,  when  we  look 
with  one  eye  into  infinity  we  look  along  a 
straight  line.  When  we  look  into  infinity  or  at 
a fixed  point  beyond  20  feet,  theoretically  we 
look  along  two  parallel  lines.  If  we  change  our 
gaze  from  the  distant  point  to  a point  one  foot 
from  our  eyes,  each  visual  line  must  cross  at  that 
point.  The  lines  of  vision  cross  at  the  point  at 
one  foot,  and  the  eyes  have  turned  in,  or  con- 
verged. This  is  the  act  of  “convergence.”  If 
we  once  again  change  our  position  of  gaze  from 
the  object  at  one  foot  to  an  airplane  in  the  sky, 
the  visual  line  of  each  eye  must  rotate  outward 
to  fixate  the  airplane,  and  the  eyes  have  diverged. 
Hence,  we  have  actually  demonstrated  the  dif- 
ference between  convergence  and  divergence. 
There  are  higher  centers  in  the  brain  to  control 
ocular  movements  in  the  same  direction,  and 
separate  nuclei  to  control  convergence. 

Our  eyes  must  do  more  than  move  together 
in  a directional  pattern.  They  must  see,  and 
they  must  move  together  anti  see  the  same  thing 
at  the  same  time.  Let  us  siqipose  our  patient  is 
a child  looking  at  his  dog.  He  perceives  one 
image  of  the  dog  with  the  right  eye  and  another 
image  of  the  dog  with  the  left  eye.  Two  separate 
\'icws  of  the  tlog  are  conveyed  to  the  brain  along 
a normal  visual  apparatus,  and  the  process  of 
fusing  the  two  separate  images  into  one  mental 
picture  of  the  dog  is  known  as  “fusion.” 

If  the  child's  brain  could  not  fuse  the  two  pic- 
tuies  into  one  image,  double  vision  would  be 
present.  Fusion  is  the  cerebral  siq^erimposition 
of  these  images  to  form  one  comjilete  mental 
jticture.  This  fusion  is  developed  after  birth  of 
the  child.  Just  as  the  movements  of  the  baby 
are  not  coortlinated  at  Itirth,  neither  can  he  co- 
ordinate his  eyes,  a fact  which  may  be  distressing 
to  young  and  inexpei  ienced  mothers.  Just  as  the 
child  learns  to  move  his  arms  and  legs  he  learns 
to  use  his  eyes,  to  focus,  and  to  fuse.  He  .should 
fu.se  fairly  well  by  the  age  of  one  year.  Without 
fusion  the  eyes  are  not  coordinated,  therefore 
the  importance  of  determining  the  presence  of 
single  binocidar  vision,  or  fusion,  is  evident.  If 
tlie  child  is  having  doidjle  vision,  the  presence 
of  strabismus  has  been  established,  but  its  degree 
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remains  to  he  tleiermiiied  aiul  evaliiaied  l)y  tlie 
ophthalinologisl  and  die  oi  dioptist.  Fusion  plays 
another  important  role  in  the  act  of  seeing.  I’he 
right  eye  never  sees  the  object  Irom  the  same 
angle  as  the  led,  jnst  as  pictures  ol  the  same 
object  taken  nith  cameras  side  by  side  would 
reveal  a slight  dillerence  in  the  angle  of  percejv 
lion.  This  slight  dillerence  together  \vith  shades 
of  color,  shadows,  light  and  dark,  enable  ns  to 
have  “depth  perception." 

1 he  idea  ol  perceiving  a clear  distinct  image 
with  each  eye  and  Insing  the.se  into  one  brings 
ns  to  the  next  logical  consideration,  relractive 
errors.  Far-sightedness  (hy])eropia)  and  near- 
sightedness (myopia)  are  conditions  ol  tmatomy. 
d’he  lar-sighted  eye  is  round  and  small;  the  near- 
sighted eye  is  oblong  and  large.  In  the  oblong- 
shaped eye,  the  parallel  rays  ol  liglit  entering  the 
eye  cro.ss  belore  they  reach  the  retina,  the  image 
is  binned,  and  the  jxitient  is  near-sighted.  In 
the  smaller,  round-shaped  eyeball  the  parallel 
rays  of  light  theoretictdly  cross  behind  the  retina, 
and  hence,  the  patient  is  lar-sighted.  As  he  grows 
so  will  his  eyes  and  he  may  normally  be  ex])ected 
to  outgrow  his  lar-sightedness.  II  this  growth  is 
too  rapid  and  jnoceeds  to  the  extreme,  his  eyes 
pass  Irom  lar-sightedne.ss  to  a period  of  normalcy 
and  then  into  near-sigh tetlness  as  growth  con- 
tinues. ( Fhe  cause  of  this  growth  is  not  known. 
Its  inheritable  tendency  has  been  definitely  es- 
tiddished.)  As  :i  ride  of  thumb,  we  can  state 
that  far-sightedne,ss  gets  better  and  near-sigh  tetl- 
ness becomes  worse  as  the  child  grows. 

If  a child  is  lar-sighted  or  near-sighted,  how  is 
he  able  to  bi  ing  any  object  into  clear  focus?  This 
is  accompli.shed  by  the  physiological  act  called 
“accommodation.”  The  eye  accommodates  itself 
for  objects  at  varying  distances  by  the  ttetion  of 
the  ciliary  muscles  on  the  normal  lens  of  the 
eye.  Fhe  ciliary  muscle  relaxes  when  looking  at 
distance  and  contracts  when  looking  at  near. 

To  shift  the  gaze  of  the  eyes  from  distance  to 
near,  two  processes  must  be  accomplished.  F'irst, 
the  eyes  must  accommodate  for  a new  distance, 
and  secondly  they  must  turn  in  toward  the  near 
object,  or  converge.  ^Vhen  the  eyes  converge, 
they  must  accommodate. 

I'o  look  at  an  object  in  the  distance,  the  nor- 
mal eye  does  NO'F  have  to  accommodate.  This 
is  not  .so  with  the  far-sighted  individual.  The 
hyperopic  eye  does  not  perceive  a dear  image 


unless  it  accommodates.  .\  lai-sighted  peison  can 
perceive  a cleat  image  at  a distance,  but  in  sea 
doing  he  must  accommodate,  d'he  close  rela- 
tionship of  accommodatican  and  cotivergence  has 
been  tnentiotied  in  that  one  chaes  not  itsnally  exist 
withont  the  other.  When  a child  exerts  a higher 
degree  of  effort  to  acccammcadate  (or  ioens)  the 
distant  point,  he  has  prcapoi  tioinitely  increased 
the  lelated  stimnlns  to  converge  as  well.  How- 
ever, if  the  child  cemverges  while  looking  in  the 
distance,  the  two  visital  lines  are  no  Icatiger 
parallel.  Two  separate  images  are  perceived; 
fusion  is  not  present;  there  is  diplopia.  The 
problem  is  even  more  jarononneed  when  the  child 
exerts  an  added  effort  tea  perceive  the  clear  image 
caf  an  object  at  near.  Normal  eyes  have  to  accom- 
modate and  ccanverge  when  Icaoking  at  close 
objects.  AVheti  this  extremely  far-sighted  child 
looks  at  close  objects,  an  eveti  greater  degree  of 
accommodation  is  required.  Foo  mneh  con- 
vergence is  present  anef  there  is  a convergent 
strabisnnts.  If  this  child’s  jaroblem  is  solely  otie 
of  hy]aero|aia,  pioper  lenses  c;in  correct  the  far- 
sightedness, and  the  accommeadative  stiabismns 
will  be  eliminated.  1 0 ccanqalicate  this  theoretical 
case  let  ns  stipjaose  the  convergetit  stiabisimts  is 
otily  partially  cine  to  hyperopia  atul  glasses  will 
correct  oidy  part  of  the  crossing.  It  coirects  the 
portion  elite  to  far-sightedness.  Fhe  retnaining 
caver-c canvergence  will  then  be  mechanical.  I his 
can  be  measured  by  screenitig  for  distatice  and 
near  with  and  withont  the  correcting  gla.s,ses. 
'Fhis  combination  ol  the  acccammodative-mechati- 
ical  sipiitit  reeptires  lenses,  orthoptics,  and  surgery 
to  correct. 

Wdien  the  term  “strabismns"  is  itsed,  we  nor- 
mallv  think  ol  crossed  eyes,  d’herc  can  alsca  be 
a tmtiing  ontwaicl  car  upward  ol  an  eye.  It  is 
of  particular  importance  for  an  infant  with  an 
eye  which  is  tmning  OU'F  to  be  checked  by  an 
ophthalmcalogist  promptly.  It  is  natttsnal  for  a 
baby’s  eyes  to  turn  outward,  and  may  be  a sign 
of  such  prcablems  as  retinoblastoma  or  other  ab- 
normalities to  which  the  strabismns  is  secondary. 

Fhere  are  three  stages  which  shoitld  receive 
special  consideratioti  in  this  cli.scnssican.  One,  eyes 
crossed  at  birth.  .Slightly  more  than  2.5%  csl  all 
children  with  strabismus  were  crossed  at  birth. 
Is  strabismns  inherited?  Obvionsly,  not  all  types. 
In  patients  with  e.sotrc)pia  (tnrning  iti),  17%  have 
strabismns  in  the  family.  careful  history  will 


Volume  72,  Number  1 — June,  1975 


63 


Strabismus  For  The  General  Practitioner 


reveal  some  family  member  with  eyes  that  were 
not  straight.  Bivili  injuries  not  infreijuently  re- 
sult in  strabisnuis.  Due  to  the  pressure  on  the 
head  it  has  been  estimated  that  four  ont  of  ten 
normal  deliveries  result  in  babies  having  mul- 
tiple minute  bleeding  points  in  the  brain.  As 
high  as  ‘1()%  of  ns  had  such  bleeding  points  and 
no  damage  tvas  ajjparent.  Only  5%  of  all  chil- 
dren in  this  country  are  straliismic.  The  dif- 
ference between  10%  and  5%  is  obvious.  It  oc- 
casionally happens  that  an  experienced  obstetri- 
cian is  forced  to  apply  forceps  improperly  in  long 
laltors.  In  such  cases  the  eye  muscles  can  be 
easily  damaged.  A frepuent  occurrence  is  the 
paralysis  of  the  sixth,  or  abducens  nerve.  This 
restilts  in  an  inability  of  the  affected  eye  to  ab- 
duct or  move  otitward  in  the  field  of  the  lateral 
rectus  muscle. 

Otir  second  major  consideration  is  of  eyes 
crossing  at  21%  to  4 years  of  age.  This  is  a com- 
mon age  for  esotropia  to  develop  or  be  accpiired. 
Convergence  and  accommodation  should  assume 
more  normal  proportions  at  this  age.  Visual 
acuity  has  also  Ijeen  developed  so  that  details  are 
discerned.  Children  become  interested  in  books, 
and  coloring.  Indicated  treatment  is  a combina- 
tion of  corrective  lenses,  and  orthoptics  when 
necessary.  If  the  sc[ulnt  is  dtie  to  an  injury  then 
stirgery  is  usually  recpiired. 

The  third  major  group  is  that  of  the  child 
whose  eyes  cross  following  an  illness.  This  is 
often  seen  after  measles,  mumps,  influenza,  and 
other  childhood  diseases.  There  is  a general 
opinion  among  laymen  that  these  diseases  can 
canise  “crossed  eyes.”  This  is  only  a half-truth. 
I’he  real  cause  of  such  manifestations  is  an  innate 
weakness  ctf  the  fusion  mechanism,  which  breaks 
down  with  the  illness.  It  is  noteworthy  that  most 
of  these  cases  occur  in  far-sighted  children.  The 
tendency  w^as  jiresent  prior  to  the  weakening  dis- 
ease. Not  infre([uently  one  hears  of  a parent 
that  alleges  the  crossed  eyes  are  due  to  a bump 
on  the  head.  It  is  our  opinion  that  this  is  purely 
coincidental.  A painstaking  and  exhaustive  fam- 
ily history  would  probably  reveal  the  true  cause 
of  the  phenomenon. 

Strabismus  may  be  inherited,  may  be  caused 
by  hyperopia  with  excessive  convergence,  may  be 
secondary  to  anatomical  abnormalities,  may  fol- 
low disease  affecting  the  eyes  directly  or  the 


nuclei  of  the  brain  sujaplying  these  muscles,  or 
be  secondary  to  an  injury. 

A discussion  of  the  therapy  for  strabismus  will 
not  be  complete  without  inclutling  amblyopia, 
loss  of  vision  due  to  disuse.  If  fusion  is  disrupted, 
there  is  diplopia.  4'his  condition  cannot  persist 
for  long  because  of  the  confusion  and  discomfort. 
The  brain  quickly  adjusts  itself  to  the  disquiet- 
ing circumstances  by  a process  known  as  “sup- 
pression.” The  act  of  suppression  is  a process  of 
the  Itrain  rejecting  one  image  for  a more  com- 
fortable  visual  perception.  One  eye  falls  into  a 
state  of  disuse  and  becomes  amltlyopic.  If  an 
arm  or  leg  is  placed  in  a splint  and  kept  there 
for  a sufficient  time,  there  will  be  an  impairment 
of  function  due  to  the  disuse,  which  unfortunate- 
ly has  Iseen  known  to  be  permanent.  To  correct 
the  disuse  of  a limi),  it  is  removed  from  the  cast 
for  the  ptirpose  of  physiotherapy.  The  patient 
strengthens  the  weak  muscles  by  using  them. 
4'he  same  is  trtie  with  the  amljlyopic  eye.  Vision 
can  only  be  restored  by  using  tlie  eye.  The  sup- 
pressing eye  must  Ite  forced  into  use  through 
occlusion  or  patching  of  the  dominant  eye.  This 
can  only  be  accomplished  by  total,  constant 
occlusion  of  the  good  eye.  In  eyes  with  sup- 
pression a central  Itlind  spot  is  present.  This 
mtist  be  eradicated.  Sticcessful  results  are  more 
likely  to  be  obtained  if  the  child  can  be  properly 
treated  early.  Results  arc  uncertain  if  treated  too 
late. 

Another  reason  for  patching  is  that  an  ab- 
normal retinal  correspondence  may  be  developed. 
Abnormal  retinal  correspondence  (ARC)  is  a sec- 
ondary or  substitute  relationship  between  the 
two  eyes  where  the  two  central  points  no  longer 
corresjiond  with  each  other.  An  ARC  is  de- 
veloped to  ovet'come  diplopia.  The  central  point 
of  best  vision,  the  fovea,  of  one  eye  teams  tip 
w'ith  a peripheral  retinal  element  of  the  other 
eye.  ^V^ith  this  arrangement  normally  there 
wotdd  be  double  vision,  btit  under  this  adaptive, 
rthnormal  condition  (with  strabismus),  one  image 
is  seen.  However,  the  eyes  are  not  straight,  they 
are  crossed.  The  two  foveas  have  two  different 
directions  instead  of  one  common  direction.  It 
takes  time  to  develop  an  ARC.  Therefore,  this 
is  another  reason  for  early  proper  treatment  to 
avoid  such  complications. 

Patching  must  be  instituted,  and  orthoptic 
therapy  given  to  break  up  the  r/bnormal  relation- 
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shij),  ami  lo  establish  a iioinial  t oi i cspondcnce 
Itctwecn  the  two  eyes.  11  ARCl  has  not  been  cor- 
rected, a cure  ((nuiol  be  effected.  Orthoptics 
together  with  surgery  is  essential  in  such  cases. 

Orthoptics  is  a term  originating  from  a Greek 
tvord  meaning  ‘‘straight  eyes.”  Mcdicalh  we 
think  of  orthoptics  as  meaning  eye  therapy. 
^Vhen  we  jtrescribe  orthojttics,  tve  do  so  with  the 
intent  of  establishing  fusion.  Orthoptics  can  ac- 
complish manv  things.  It  can  break  down  ab- 
normal retinal  corresjtondence,  develop  vision, 
ftision,  and  increase  fusional  abilities,  llidess 
a normal  retinal  relationship  and  good  fusion 
are  present  neither  surgery,  glasses,  or  both,  will 
“cure"  strabismus.  A cosmetic  result  may  be  ob- 
tained temporarily,  but  if  amblyopia  or  ARC  re- 
mains, the  residt  will  not  be  permanent.  “Eye 
exercises”  should  be  given  with  great  care,  for 
if  improperly  done,  oftentimes  they  can  do  more 
harm  than  good,  pcrha])S  leaving  a patient  with 
permanent  double  cision.  Orthoptics  is  bene- 
ficial prior  to  surgery  and  follotving  surgery,  and 
shoidd  be  done  at  both  times.  “A  lack  of  orthop- 
tics can  reduce  successes  in  tropia  cases  by  about 
30%. ” Orthoptics  and  stirgery  must  go  hand 
in  hand  to  enstire  single  binocidar  vision  per- 
manently. 

I here  are  two  end  results  which  may  be  seen 
after  treatment  of  crossed  eyes:  cosmetic  and 
functional.  In  the  first,  the  two  eyes  may  look 
straight  but  they  are  not  working  together  — they 
do  not  see  as  one,  fusion  is  not  appreciated.  In 
the  second  type,  the  eyes  nm  only  look  straight, 
but  they  work  together  guaranteeing  they  tvill 
remain  stiaight.  Fusion  is  jtresent,  and  a func- 
tional, as  well  as  a cosmetic  result  is  athieved. 
This  is  the  reason  for  so  much  emphasis  on 
fusion.  If  fusion  is  not  developed,  the  eyes  may 
re-cross,  or  if  they  do  not  cross,  they  may  turn  out 
in  exotropia.  Cosmetically  they  will  be  more  un- 
sightly than  previously,  as  this  outwaixl  turning 
will  increase  with  growth  of  the  child. 

d he  surgery  of  strabismus  rccpiires  a certain 
skill,  but  is  not  difficult.  It  is  the  good  surgeon 
who  knows  the  best  time  to  operate.  The  rule  of 
thumb  can  be  stated  that  any  child  tvhose  eyes 
are  not  completely  straightened  by  glasses  and/or 
orthoptics  should  have  tlie  benefit  of  surgery. 
There  are  a few  exceptions.  T hese  have  been 
indicated.  Minor  deviations  should  receive  spe- 


cial attention  also,  as  they  may  Ite  more  imcom- 
fortabli'  for  the  patietit  than  a large  one. 

T he  goal  of  surgery  is  two  straight  eyes.  It 
is  tiot  nnnsnal  to  operate  both  eyes  although  otie 
eye  only  may  Ite  crossed.  Will  the  opeiation 
affect  the  vision  in  either  eye?  No.  The  eye 
shottld  not  Ije  expected  to  see  any  wcjrse  or  better 
from  surgery  alone.  T he  operation  is  performed 
on  the  external  portion  of  the  globe,  recessing, 
resecting,  oi  advancing  the  extraocular  muscles. 
Is  this  tyjre  of  surgery  dangerous?  No  more  than 
surgery  recpiiring  a general  anesthetic.  Another 
cpiestion  frecpiently  asked  is:  ’Will  the  eyes  be 
perfectly  straight  after  surgery?  Nobody  can 
guarantee  such  a result.  Many  factors  affecting 
this  have  been  indicated. 

In  conclusion,  we  will  classify  str:d)ismns  into 
three  main  types. 

1.  Coniilant  (nonparalytic) 

.\.  Motor  anomaly  pi eclominantly 

1.  Accommodative-vergcnce  mcjve- 
ments 

2.  Fnsional-vergence  movements 

3.  Convergence-divergence  balatice 

4.  Mixtures  of  above 

1).  Sensory  anomaly  predominantly 

1.  .\natfrmic  maljxxsition  of  eyes 

2.  Interference  tvith  image  formation 
a.  Refrac  tive  errors 

1).  ( )p;icities,  etc . 

II.  Noncoinitant  (paralytic) 

.V.  .Muscle  abnormalities 

1.  Congenital 

2.  Injury 

r>.  Nuclei  or  nerve  abnormalities 

1.  Congenii.d 

2.  Accpiired 

III.  Supranuclear 

\.  Conjugate  deviation 

1.  Paretic 

2.  Spastic 

P>.  Comitant  (by  clelinition) 

1.  Convergence  excess  or  insufficiency 

2.  Divei  gence  excess  or  insufficiency 

3.  Combinations  of  convergence- 
divergence  anomalies 

Etiology  of  strabismus  may  be  summari/ed  as: 

1.  Heredity 

2.  Paralysis  of  one  or  more  cxtraocnlar 
mtiscles 
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3.  Refractive 

4.  Amblyopia 

5.  Neurologic  abnormalities 

().  Developmental  abnormalities 
7.  Systemic  disease 
Stages  of  developtnoit  of  strabismus: 

1.  Impairment  or  loss  of  fusion 

2.  Diploj^ia 

3.  Confusion 

4.  Su]>pression 

5.  Amblyopia 

().  Abnormal  retinal  correspondence 
Stiininary  of  therapy  for  straliismus: 

1 . Correction  of  refractive  errors 

2.  Elimination  or  prevention  of  amblyopia 


3.  Establishment  of  fusion  and  fusional 
amplitudes 

4.  Development  and  use  of  fusion  in  daily 
life 

5.  Surgery,  when  needed. 

The  only  true  ctire  of  strabismus  is  a functional 
ctire  whenever  possilde,  in  which  the  patient  is 
dismissed  with  single  binoctdar  vision,  and 
therefore  straight  eyes. 
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3 hice  llie  only  treatnient  l(jr  Dupuytren’s 
contracture  ot  the  Iiaiul  is  surgical  excision  of 
the  involved  palmar  iascia,  one  may  reasonably 
ask,  why  should  this  entity  he  considered  under 
“Ollice  Orthojjedics"?  Even  so,  it  is  a litting 
topic  for  consideration.  'J’he  relei  i ing  physicitm, 
as  well  as  the  surgeon,  needs  to  know  at  what 
stage  in  development  of  this  piocess  surgical  in- 
tervention is  indicated.  Not  all,  as  ;i  matter  fact 
not  even  most,  patients  with  Duptiytren's  con- 
tracture re(pnre  surgery  at  the  time  they  first 
seek  medical  advice  regartling  this  entity  and 
many  never  will. 

Over  the  years  I have  observed  that  in  a series 
of  patients  sent  to  me  for  management  of  this 
|)roblem,  most  of  them  have  been  relerred  after 
the  diagnosis  had  been  determined  by  the  re- 
ferring physician.  Although  the  diagnosis  is  sel- 
dom difficult  for  the  initial  examiner,  he  may 
often  find  it  extremely  difficult  to  determine 
whether  or  not  surgical  intervention  is  indicated 
at  that  time.  It  is  this  aspect  of  the  problem  with 
which  we  are  concerned  here,  as  truly  this  is 
everyone's  office  orthopedics. 

Notwithstanding  extensive  clinical  anti  le- 
search  investigation,  Dupuytren's  tleloimity  re- 
mains an  itliopathic  contracture  of  the  palmar 
fascia.  Early  cases  are  characteri/ed  by  inflam- 
matory nodules  in  the  palm  which  remain  pain- 
fid,  as  a ride,  for  six  months  or  so.  Multiple 
notlules  are  often  seen.  Ehe  digits  are  usually 
affected  in  the  following  errder  of  fretpiency  of 
occurrence;  4,  .5,  3,  2,  1.  4'his  corres|)onds  to 

•I.ittle  Rock  tlrthopedic  Clinic,  I’.A.,  Post  Oltiie  Box  .')270, 
I.iltic  Rock,  .Arkansas  72205. 


the  area  ot  most  extensive  tlevclopmeni  of  the 
palmar  fascia  and  probably  to  the  area  ot  great- 
est stre.ss  to  the  palm.  4V4nle  the  distal  termina- 
tion of  the  ])ahnar  fascia  varies  considerably  from 
individual  to  individual,  it  is  most  freipiently 
found  as  in  Eigine  1.  As  a ride,  cadaver  hands 
demonstrate  a prolongation  of  the  palmar  fa.scia 
around  the  middle  phalanges  onto  the  back  of 
the  digits.  I'he  ])ahnar  fascia  is  le,ss  well  de- 
veloped on  the  radial  side  of  the  |)ahn.  It  is  for 
this  reason  that  the  thtnnb  is  rarely  .severely 
involved. 


fxj  I- 
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llie  key  to  when  to  and  when  not  to  ojterate 
is  “the  presence  or  altsence  of  a fixed  deformity 
of  the  proximal  interphalangeal  joints  of  the 
digits,"  most  often  the  fotirth.  This,  in  turn,  is 
determined  by  the  extent  of  involvement  of  the 
palmar  fascia  tvhich  crosses  volar  to  the  axis  of 
that  joint  to  insert  onto  the  dorsal  aspect  of  the 
middle  phalanx.  In  those  individuals  who  have 
a tvell  developed  palmar  fascia  extending  this  far 
distal  in  the  fingers  and  who  do  develop  Dupuy- 
tren's disease  in  these  areas,  the  flexion  contrac- 
tion deformity  of  the  PIP  joint  encountered  may 
be  cjuite  severe.  And,  as  stated,  this  articulation 
is  the  key  to  timing  surgical  intervention. 

Flexion  deformities  at  the  level  of  the  meta- 
carpal-phalangeal joints  seen  with  Dupuytren's 
contracture  in  tlie  distal  palm  can  almost  always 
be  corrected  Ity  surgical  resection  of  the  involved 
palmar  fascia  which  releases  the  bow  stringing 
across  these  joints.  Fixed  flexion  deformities 
of  the  MP  joints  are  seldom  seen  as  a complica- 
tion of  this  disease.  This  is  not  true  of  the  PIP 
joints  of  the  fingers.  These  artictdations  are 
extremely  prone  to  contraction  of  the  joint  cap- 
stde.  Once  shortening  of  the  fan-like  portion  of 
the  collateral  ligaments  and  volar  jtlates  has  oc- 
ctured  it  is  usually  permanent.  Even  the  most 
vigorous  physical  therapy  following  surgical  re- 
lease of  the  contracted  fascia  is  seldom  rewarded 
with  recovery  cjf  lost  extension  of  the  PIP  joints. 
^VI  ten  these  deformities  develop  beyond  15  to 
60  degTees,  volar  capstdotomies  and  collateral 
ligament  releases  are  necessary  to  regain  the  lost 
motion.  Since  the  distal  interphalangeal  joint  is 
seldom  affected  because  the  palmar  fascia  almost 
always  terminates  before  crossing  that  artictda- 
tion  and  since  deformities  of  the  skin  of  the  fin- 
gers and  palm  are  in  most  instances  readily  cor- 
rectable by  multiple  Z-plasties  (Fig.  2)  carried 
out  during  closure  following  resection  of  the 
fascia,  it  is  further  evident  why  the  PIP  joints 
are  the  key  to  planning  stirgical  intervention  in 
the  hand  affected  by  Dupuytren's  disease. 

A simple  test  to  deteimine  the  extent  of  sec- 
ondary involvement  of  the  capside  of  the  PIP 
joints  is  as  illustrated  in  Figures  3-a,  b,  c,  and  d. 
On  examination  of  the  hand  the  surgeon  will 
attempt  to  extend  the  most  involved  digit,  usu- 
ally the  fourtli  (ring  finger).  If  the  deformity 
is  mild  in  degree,  he  will  be  able  to  passively 


B 

extend  tlie  digit  in  a near  normal  manner.  (Fig. 
3-a)  As  the  deformity  becomes  more  severe,  abil- 
ity to  accomplish  this  is  lost.  With  the  meta- 
carpal-phalangeal joint  extended  to  the  maxi- 
mum degree  possible  (180-200)  the  examining 
physician  should  observe  the  proximal  interpha- 
langeal joint  and  note  the  degree  of  flexion,  if 
any,  which  remains  unconnectable  in  that  ar- 
ticulation. If  the  disease  has  progressed  to  the 
point  that  some  degree  of  flexion  deformity  in 
the  PIP  joint  is  demonstrated  during  this  ma- 
neuver (Fig.  3-b),  he  should  then  flex  the  meta- 
carpal-phalangeal joint  to  a 90  degree  position 
and  once  again  attempt  to  extend  the  PIP  joint. 
By  flexing  the  MP  joint,  he  will  have  released 
tension  on  the  contracted  palmar  fascia  to  the 
extent  that  if  there  is  no  secondary  contracture  of 
the  volar  capsule  and  collateral  ligaments  of  the 
PIP  joint  then  that  articulation  can  be  extended 
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to  a ntorc  iionual  position  (ISO  decrees)  than  tvas 
possible  w'lieii  the  Ml’  joint  was  Inlly  extended, 
(big.  o-c)  II'  tlie  IMP  joint  can  be  I'nlly  extended 


c| 


nnilcT  these  circnnisttnices,  he  may  piopeily  con- 
clude tiiat  surgietd  intervention  is  not  necesstiry, 
at  tliat  time,  and  that  the  patient  may  be  re- 
evalmited  at  inlrecpient  intervtds,  stiy  every  six 
months.  M his  is  so  piHvided  the  ptitient  is  made 
cogni/;int  ot  tlie  ptn  pose  of  and  the  tethnicpie 
ol'  executing  this  simple  maneuver,  and  it  is  re- 
([uested  he  retmn  il  he  shonld  observe  any  loss 
ol  extension  in  the  PIP  joint  on  self  evaluation. 
If,  however,  extension  of  the  PIP  joint  cannot 
be  al let  ted  to  oi'  nettr  the  ISO  degree  positicjn 
with  the  MP  joint  Hexed  to  90  degrees,  the 
physician  must  then  .seriously  consider  surgical 
collection,  at  that  time,  in  older  to  prevent  fur- 
ther lixed  deformity  of  the  PIP  joint  and  salvage 
maxiimmi  function  of  the  involved  hand.  (Fig. 
3-d) 

It  may  be  stated  nnecptivocally  that  those 
patients  seen  very  early  with  ptiinfnl  nodules  in 
the  jxdni  do  not  recpiire  surgietd  intervention  at 
that  lime. 

d he  examiner  shonld  also  be  aware  that 
Dn[)nytrens  contiactnre  will,  in  almost  all  in- 
stances, eventnally  reveal  its  jiresence  in  both 
hands  and  on  rtn  e occasion  in  the  plantar  fascia 
of  the  feel. 
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ER  PHYSICIAN  WANTED  — 
FORT  SMITH 

• Opening  for  full-time  ER 
Physician 

• St.  Edward  Mercy  Hospital, 
established  250  beds 

• Moving  to  totally  new  facility 
in  July  1975 

• Guarantee  $53,000  per  year 

• Profit  sharing  when  volume 
reaches  break-even 

« Perfect  medium-size  town  — 
service  area  of  250,000 

Contact:  Steve  Swift,  Asst.  Admin. 

(501)  782-3071  (collect) 
or  write  1411  Rogers  Ave. 

Fort  Smith,  AR  72901 


Wanted:  Full-time  occupational 
physician  for  permanent  employ- 
ment in  Remington  Arms  Company 
plant  in  Lonoke,  Arkansas.  Excel- 
lent opportunity.  General  practice 
background  acceptable.  Excellent 
salary  and  outstanding  company- 
paid  benefit  program.  An  equal  op- 
portunity employer — M/F.  Write 
or  call  A.  j.  Hermandorfer,  Plant 
Manager,  Remington  Arms  Com- 
pany, Inc.,  Lonoke,  Arkansas 72086, 
(501)  676-3161  — 374-2245. 


Pro-Banthine® 

brand  of 

propantheline  bromide 

Indications:  Pro-Banth7ne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported;  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


Rondomycin 

(methaQ/cline  HQ) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ol  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  be  efieclive  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping letus  (often  related  to  retardation  ol  skeletal  development),  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-lorming  tissue,  A decrease 
in  fibula  growth  rale  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  ol  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
lunction,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anii-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  lunction.  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema, 
PRECAUTIONS:  If  superintection  occurs  due  to  overgrowth  ot  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darktield  exami- 
nation before  therapy,  and  serologically  test  lor  syphilis  monthly  tor  at  least  tour  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adfustment  ol  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  intertere  with  the  bactericidal  action  ot  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADI/ERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  ot  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  ot  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  ot  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule;  900  mg  initially,  followed  by  300  mg 
q I d,  for  a total  ol  5 4 grams. 

For  treatment  ot  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  ot  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  tor  at  least  24-48  hours  alter  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED;  Rondomycin'  (methacycline  HCI)  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  H(5l. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 


WALLACE  LABORATORIES 
CRANBURY.  NEW  J ERSEY  08512 
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Medical  Personnel  Mecdcd 


Dedicated  Health  Professionals 
needed  to  serve  the  Developmentally 
Disabled  at  the  Arkansas  Children's 
Colony,  Conway,  Ark. 

Immediate  openings  for: 

Medical  Services  Administrator 
House  furnished  - Salary 
Open. 

Staff  Physician  Salary  Open. 
Please  contact  Hurlis  V.  Graham, 
Suite  .1110,  Professional  Bldg.,  No. 
Little  Rock.  Ark.  72116.  Tele- 
phone: 501-371-1268. 


WANTED 

Internist  or  well  qualified  Generalist.  Staff 
Physician,  active  Medical  Service,  230- 
bed  general  hospital.  Salary  dependent 
upon  qualifications.  Liberal  fringe  bene- 
fits. Equal  opportunity  employer. 

Contact;  Chief,  Medical  Service,  VA  Hos- 
pital, Fayetteville,  Arkansas  72701. 


FOR  SALE 

Established  practice  and/or  complete 
office  equipment.  Health  forcing  early 
retirement  of  physician  in  Southwest 
Arkansas.  Re-decorated  and  refurnished 
office  and  all  equipment  including  two 
fully  equipped  examining  rooms,  one  fully 
equipped  physical  therapy  room,  auto- 
clave, centrifuge,  microscope,  ultra- 
sound, surgical  tools,  etc.  All  front  office 
equipment  and  all  furniture.  Private  of- 
fice for  doctor.  Ideal  for  Family  Practi- 
tioner. Contact:  Headquarters  Office, 
Arkansas  Medical  Society,  Post  Office 
Box  1208,  Fort  Smith,  Arkansas  72901, 
phone  AC  501  782-8218. 


ELECTROCARDIOGRAM 


MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  Medical  Center 
(See  Answer  on  Page  85) 

The  patient  was  an  80-year-old  male  with  dyspnea,  syncopal  episodes,  dura- 
tion of  symptoms  unknown. 


Robert  T.  Bulloch,  M.D. 
Professor  of  Medicine 
Chief,  Cardiology  Section 
University  of  Arkansas  Medical  Center 
Little  Rock,  Arkansas  72205 
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The  Outreach  Program 

Vivian  Jones*,  Bernice  Adair**  and  A.  S.  Fitzhugh,  M.D.,  M.P.H.*** 


T.e  1970  and  1972  A mend  men  t s to  the 
Social  Setmity  Act  provided  for  early  and  peri- 
odic screening,  diagnosis  and  treatment  of  indi- 
viduals through  21  years  of  age,  who  are  eligible 
for  the  Medical  Assistance  programs  administered 
under  I’itle  XIX  of  the  Social  Security  Act.  This 
includes  persons  through  the  age  of  21  years  re- 
ceiving payments  under  Title  IV-A,  Aid  to  Fam- 
ilies with  Dependent  Cliildren,  and  those  chil- 
dren in  such  families  who  are  receiving  Medical 
payments  only  because  of  lack  of  school  attend- 
ance. 

On  June  13,  1972,  Arkansas  Social  Services 
signed  a contract  with  tlie  Arkansas  Department 
of  Healtli  to  conduct  a statewide  program  for 
early  and  periodic  screening  atid  diagnostic 
evaluation  through  the  various  county  health  de- 
partments and  tlie  local  departments  of  Social 
.Services. 

On  October  1,  1973,  Arkansas  Social  Services 
signed  Contract  No.  24  with  the  Arkansas  De- 
partment of  Health  to  provitle  information  re- 
garding family  planning  in  families  receiving 
assistance  under  Title  IV-A  of  the  Social  Security 
Act,  Aid  to  Families  with  Dependent  Cliildren. 
This  contract  also  included  providing  informa- 
tion to  eligible  families  regarding  Early  Periodic 
Screening  Diagnosis  and  4’reatment  programs 
within  Arkansas  along  with  transportation  to 
and  from  clitiics  where  needed. 

Caseworkers,  Outreach  \Vorkers,  Clerical  and 
.Administrative  Staff  and  etjuipment  were  in- 
cluded. Provision  was  made  for  a statewide  pro- 
gram. 

* Admiiiistracivc  Assistant.  Outreach  Program. 

•♦Director,  Outreach  Program. 

•••Director.  Division  of  Maternal  and  Child  Health  and  Director 
of  the  Bureau  of  Medical  Care  .Services,  Arkansas  Department  of 
Health,  4815  West  Markham,  Little  Rock,  .\rkansas  72205. 


THE  PURPOSE  OF  PEDIATRIC  SCREENING 
IS  TO: 

1.  Identify  individuals  from  liirth  through  21 
ycais  of  age  in  AFDC  families  who  are  in 
need  of  medical  or  remedial  care  and  services 
ami  to  make  available  such  services  as  may 
lie  included  under  the  State  Medicaid  plan. 

2.  .Assure  maximtim  utili/atioti  of  existing 
screening,  diagnostic  and  treatment  services 
pto\'ided  by  other  pultlic  and  voluntary 
ageticies. 

3.  Protide  immunizations  as  indicated. 

f.  Proviile  specialized  services  in  local  health 
departments  as  indicateil  for  eligible  children 
.seen  by  the  Nuise  such  as:  X-ray,  blood  .se- 
rology and/or  chemistry,  sickle  cell,  PKII  con- 
firmation, throat  cuhtire,  vision  and  hearing 
.screening,  etc. 

F).  .Assure  that  those  eligible  for  Caippled  Chil- 
tlren’s  Set  vices  are  informed  of  such  services. 
().  Provide  information  regarding  stich  dental 
cate  as  is  necessary  for  the  relief  of  pain  and 
infection  and  for  restoration  of  teeth  and 
maintenance  of  dental  health  which  is  avail- 
able under  .State  Social  Scivices  Medicaid 
program. 

7.  Provide  information  regaicling  the  avail- 
ability of  eye  glasses,  heat  ing  aids  and  other 
kinds  of  treatment. 

November,  1973,  the  employment  of  personnel 
started.  From  November,  1973,  throtigh  April, 
197.^j,  the  Director,  .Assistant  Director,  2b  Ca.se- 
workers,  .51  Otitreach  Whnkers  and  Clerks  were 
employed. 

Dtiritig  November,  1973,  after  the  hiring  of  a 
Director,  a plan  to  district  the  state  into  17  di.s- 
tricts  was  set  up  which  later  was  changed  to  19 
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districts.  Tlie  districts  were  divided  according 
to  the  AFDC  and  Foster  Children  population. 
At  this  time,  a reporting  and  calcidation  system 
was  devised.  Forms  have  been  kept  at  a mini- 
imnn  inasmuch  as  it  was  felt  that  the  worker 
needed  as  much  time  as  possible  to  spend  with 
the  patients. 

In  J aniiary,  1974,  the  first  training  program 
was  conducted  to  orient  and  inform  the  workers 
of  the  program.  The  training  session  lasted  four 
days,  three  days  for  outreach  workers  and  four 
days  for  caseworkers.  In  this  training  program 
various  resource  persons  were  utilized.  February, 
1974,  through  April,  1974,  three  more  orientation 
programs  were  held.  April,  1974,  through  June, 
1974,  the  Arkansas  River  Valley  Council  pro- 
vided six  three-day  w'orkshops  at  the  Arkansas 
Polytechnic  College  at  Russellville,  Arkansas.  In 
these  workshops,  staff  members  of  Social  Services, 
State  Health  Department  and  the  Graduate 
School  of  Social  Work  of  Arkansas  were  utilized. 
I'wo  of  these  workshops  were  for  caseworkers  (the 
first  and  last  one)  and  four  for  outreach  workers. 

In  July,  1974,  in-service  training  programs  were 
started.  Workers  from  neighboring  areas  were 
called  together,  their  questions  answered,  ideas 
exchanged,  program  changes  discussed,  social 
work  concepts  introduced  and  skills  reviewed. 
There  has  been  more  than  20  staff  meetings  and 
in-.service  training  meetings  held  statewide. 

14ie  caseworkers  and  outreach  workers  job 
duties  are  varied.  The  caseworker  trains  and 
supervises  the  outreach  worker  in  their  area. 
I he  casew'orkers  perform  as  a medical  social 
worker  in  Family  Planning  and  AFDC  Screening 
Clinics.  They  assist  the  outreach  worker  in  mak- 
ing aj>propriate  referrals  to  other  agencies  where 
Social  Services  needs  have  been  recognized.  The 
caseworker  coordinates  appointments  so  that  the 
health  unit  will  not  be  overloaded  or  time  lost. 
The  caseworker  is  also  responsible  for  compiling 
and  making  all  reports. 

Fhe  outreach  worker  perfomis  in  many  areas. 
They  inform  patients  of  the  services  available  in 
the  health  unit.  Provide  transportation  for  those 
patients  that  need  it.  In  the  health  unit  the  out- 
reach w'orker  acts  as  a clinic  aide  doing  various 
jobs  such  as  babysitting,  taking  height  and  meas- 
urements, urine  culture,  temperature,  routing 
the  patients,  etc. 

During  the  last  nine  months,  the  Outreach 


ProgTam  received  more  than  50,600  (50,666) 
refenals  from  Social  Services  or  an  average  of 
5,630  refenals  per  month  of  this  50,600,  11,482 
were  (SS-SP-390)  Family  Planning  referrals  or 
an  average  of  1,276  per  month;  39,386  of  these 
referrals  w’ere  (SS-26S)  for  E.P.S.D.T.  Screening 
or  an  average  of  4,376  per  month.  More  than 
1,950  patients  per  month  were  screened. 

During  the  past  18  months  of  the  Outreach 
Program  there  has  been  several  turnover  in  per- 
sonnel. .\s  of  today  there  are  25  casew'orkers,  48 
outreach  w'orkers  covering  all  75  counties  and 
some  clerical  personnel. 

In  February,  1975,  the  pilot  program  to  do  all 
follow'-up  except  non-medical  services  w^as  started 
in  six  counties  over  the  state.  The  pilot  pro- 
gram’s basic  procedure  is  the  same  as  that  of 
the  regular  E.P.S.D.T.  Screening.  Upon  receiv- 
ing a referral  the  caseworker,  outreach  worker 
and  clerical  staff  will  pursue  the  case  until  it  is 
closed  or  treatment  terminated  from  Medical 
.Services.  The  pilot  counties  are  Cleveland, 
Miller,  Mississippi,  Monroe,  NewTon  and  Saline. 

All  personnel  involved  with  the  E.P.S.D.T.  Pro- 
gram in  Arkansas  have  been  impressed  with  the 
dramatic  improvement  in  patients’  health  and 
its  far-reaching  effects.  When  one  child  was 
screened  and  found  to  be  malnourished,  his 
parent  received  nutritional  counseling,  assistance 
in  purchasing  groceries  and  w'ith  support  has 
changed  the  entire  family’s  eating  haljits,  result- 
ing in  improved  health  of  all  family  members, 
not  just  the  child  who  w’as  originally  screened. 
Another  child  w'ho  had  been  in  a special  educa- 
tion class  for  retarded  children  was  screened  and 
found  to  be  partially  blind  and  deaf.  With  a 
hearing  aid  and  glasses  he  was  able  to  return  to 
a regular  classroom.  Seeing  results  such  as  these 
makes  everyone’s  efforts  worthw'hile. 

lire  purpose  of  family  planning  is  to  promote 
and  safeguard  family  health,  happiness,  and  se- 
curity by: 

1.  Providing  families  the  freedom  of  choice  to 
determine  the  ntimber  and  spacing  of  their 
children. 

2.  Promoting  the  health  of  mothers  and  chil- 
dren, thus  reducing  maternal  and  infant  mor- 
tality as  w'ell  as  illness. 

3.  Deaeasing  unw’anted  and  unplanned  births. 

4.  Decreasing  the  incidence  of  prematurity, 
mental  retardation,  and  congenital  defects. 
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5.  Improving  tlie  understaiuling  of  family  life 
and  human  sexuality. 

Family  jilanning  is  a part  of  public  health  serv- 
ice and  of  maternal  care  which  should  begin 
prior  to  conception,  he  continuous  and  based  on 
the  indivitlual  needs  of  tlie  patient  and  her  fam- 
ily. 


All  jxilicies  and  procedures  for  the  Family 
Planning  Program  and  Family  Planning  serv- 
ices given  in  local  health  units  are  determined 
by  the  Director  of  the  Maternal  and  Child  Health 
Division  of  the  Arkansas  Department  of  Health 
under  the  direction  of  the  Director  of  the  Ar- 
kansas Department  of  Health. 


The  Mayo  Clinic  Reviews  Lupus  Erythematosus 

Alfred  Kahn,  Jr.,  M.D. 


tlie  diseases  that  are  currently  of 
great  interest  to  the  medical  profession  is  Lupus 
Erythematosus.  The  Mayo  Clinic  Proceedings 
have  devoted  an  entire  issue  to  this  suljject.  (Page 
579,  Vol.  41,  Sept.,  1969) 

Hargraves  recounts  that  he  was  one  of  a group 
of  investigators  working  to  relate  bone  marrow 
cells  to  peripheral  blood  cells.  He  discovered 
what  he  described  as  “peculiar  rather  structure- 
less globular  bodies  taking  purple  stain”  both 
intracellularly  and  extracellularly  in  a young  girl 
in  1943.  This  is  the  original  description  of  the 
L.  E.  phenomenon  or  cell  although  Hargraves 
did  not  recognize  it  as  a characteristic  — and  it 
was  several  years  later  when  the  L.  E.  cell  became 
related  to  Lupus  Erythematosus  by  the  hema- 
tologists of  Dr.  Hargraves’  group. 

J.  S.  Beck  in  the  same  issue  reviewed  anti- 
nuclear antibodies.  As  a residt  of  Hargraves’ 
work,  it  became  apparent  that  the  L.  E.  test  was 
due  to  a factor  in  plasma  and  scrum.  It  was 
demonstrated  the  L.  E.  test  had  3 components: 
reaction  of  the  factor  in  plasma  with  extruded 
nuclei,  a change  in  the  nuclear  material,  and  in- 


gestion of  the  nuclear  material  l)y  other  cells. 
Beck  recounted  the  experimental  work  which 
led  to  the  discovery  that  the  L.  E.  test  was  “a 
Ihologic  test  for  recognition  of  circulating  anti- 
bodies to  DNA-histone  nucleo-protein.”  The 
L.  E.  cell  test  had  certain  disadvantages  and  in- 
vestigations were  made  to  detect  anti-nuclear 
antiljodies  by  other  means.  Among  the  con- 
ventional immunologic  tests  which  can  be  used 
are:  antiglobulin  consumption  which  is  a dif- 
ficult test,  complement  fixation  test  wliich  is  not 
widely  irsed  because  many  connective  tissue  dis- 
ease sera  are  anti-complementary,  prescription  re- 
actions are  used  in  limited  fashion  because  they 
are  insensitive,  and  techniipies  involving  aggluti- 
nation of  passing  coated  erythrocytes  or  particles 
are  too  dej>endent  on  the  purity  of  the  antigen. 
Another  method  of  detecting  antinuclear  anti- 
bodies  is  the  immunofluorescence  techni(|ue 
whicli  is  highly  successful;  of  particular  interest 
is  Beck’s  commentary  on  the  different  nuclear 
staining  jxitterns  using  immunofluorescent  tech- 
niijues;  they  are  homogeneous  due  to  sera  con- 
taining antibodies  to  particulate  DNA-histone 
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micleoprotein,  a speckled  pattern  due  to  anti- 
IxHlies  to  a saline  soluble  nuclear  protein,  and  a 
nucleolar  pattern  dtie  to  an  unidentified  antigen. 

McDuffie,  Blondin  and  Golden  reviewed  “Im- 
munologic Factors  In  Lupus  Erythematosus  Cell 
Formation."  Their  work  was  aimed  at  deter- 
mining whether  the  extracelhdar  hyaline  appear- 
ing material  seen  in  L.  E.  cell  tests  w’as  produced 
by  the  same  antibodies  that  produced  the  L.  E. 
cell  or  if  the  extra-celhdar  material  was  produced 
by  different  antil)odies  from  those  wiiich  pro- 
duced the  L.  E.  cell.  I’heir  studies  demonstrated 
the  I,.  E.  factor  which  produces  the  extracellular 
material  and  the  L.  E.  cell  is  the  same;  the  L.  E. 
cell  phenomenon  recpiires  tpiantitatively  more 
factors  and  some  complement.  When  smaller 
amounts  of  antiliodies  are  present  the  extra- 
cellular material  is  not  phagocytized  and  may  be 
.seen  as  extracellular  material. 

“Renal  Histologic  Findings  in  Systemic  Lupus 
Erythematostis”  were  revised  by  Poliak  and 
Pirani.  They  consolidated  the  material  from  a 
number  of  reviews  on  Lupus  Erythematosus  and 
found  that  renal  iinolvement  ran  tlie  following 
jiercentages  in  the  dilferent  reviews:  64,  62,  64, 
6.5,  70,  7.5,  62,  56,  46,  60,  65,  87,  and  69  percents. 
’Lite  histologic  fiiulings  in  systemic  luptis  ery- 
thematosus vary;  tlie  kidneys  may  be  normal; 
there  may  lie  minimal  glomerular  involvement, 
glomertilonephritis,  and  diffuse  membranous 
glomerulonephritis.  Patients  w4io  were  found  to 
have  luptis  glomerulonephritis  had  a high  mor- 
tality percentage  from  renal  failure.  Patients 
with  minimal  glomerular  involvement  apparent- 
ly had  minimal  renal  disease  later  in  their  cotirse. 
Patient  with  Itiptis  glomerulonephritis  had  a bet- 
ter survival  rate  if  treated  with  high  dosages  of 
adrenal  steroids  titan  if  they  were  treated  w'ith 
smaller  dosages.  The  authors  state  that  “the  in- 
cidence of  nonrenal  manifestations  of  S.L.E.  is 
not  significantly  different  in  patient  w4th  and 
without  renal  involvement."  4 hey  state  that  the 
urine  sediment  tends  to  correlate  rotighly  with 
urine  sediment  when  serum  complement  is  low 
and  there  is  a high  level  of  serum  antinuclear 
globulin,  renal  involvement  in  the  form  of  lupus 
glomerulonephritis  is  likely. 

Barnett  has  presented  on  “Diagnostic  Aspects 
of  Lupus  Erythematosus  Cells  and  Antinuclear 
Factors  In  Disease  States.”  He  states  that  a basis 
of  considering  diagnosing  S.L.E.  is  the  finding 


of  one  or  more  of  the  follovdng  abnormalities: 
characteristic  rash,  fever,  serositis,  non-erosive 
arteritis,  small  vessel  vasculitis,  glomerulone- 
phritis, or  symptoms  from  the  central  nervous 
system,  plus  finding  a positive  lupus  cell  test 
and  one  or  more  antinuclear  antibodies.  The 
atuhor  feels  that  if  the  L.  E.  cell  test  is  positive, 
the  anti-nuclear  antibodies  test  is  positive,  and 
the  clinical  manifestations  were  present,  the  pa- 
tient is  fairly  certain  to  have  S.L.E.  Barnett 
points  out  that  positive  tests  for  antinuclear  anti- 
bodies may  be  positive  in  chronic  active  hepatitis, 
rheumatoid  arthritis,  collagen  disorders,  etc.  A 
negative  immunofluorescence  tends  to  rule  out 
S.L.E.  unless  the  patient  is  on  adrenal  cortico- 
steroids or  azathioprine  or  is  in  remission. 
Recognition  should  be  given  to  the  fact  that 
some  drtigs  may  induce  S.L.E.  as  procainamide, 
hydralazine,  etc. 

The  epidemiologic  feattires  of  Itipus  erythem- 
atosus in  Rochester,  Minnesota,  were  compiled 
by  Kurland,  Houser,  Ferguson  and  Holly.  They 
found  an  annual  incidence  rate  of  2.8  per  100,000 
population.  The  median  survivorship  was  8 to 
9 years. 

“Dr tig  Induced  Lupus  Syndromes”  were  re- 
viewed by  Alareon-Segovia.  He  listed  as  capable 
of  producing  S.L.E.  Hydralazine,  Isoniazid,  Di- 
lantin, Mesantoin,  4'ridione,  Primidone,  and 
Procainamide.  Drugs  which  are  suspected  but 
not  proved  include  Penicillin,  “sulfa  drugs,” 
“mycin  drtigs,”  aminosalicylic  acid,  Griseofulvin, 
Phenylbutazone,  Tliiouracil  derivatives,  reser- 
pine,  methyldopa,  oral  contraceptives,  etc.  He 
felt  that  drtigs  wliich  cause  S.L.E.  can  be  divided 
into  two  grotips:  (1)  drugs  that  induce  S.I,.E. 
through  peculiar  pharmacologic  properties  and 
(2)  drugs  which  induce  allergy  and  this  pre- 
cipitate lupus.  Tlie  liig  unanswered  question  is 
whether  these  drugs  precipitate  lupus  in  a sus- 
cejitible  predisposed  individual  who  so  to  speak 
had  a “trait  of  luptis"  or  if  the  reaction  can  be 
induced  in  patients  without  inherent  trait. 

Rothfield  has  outlined  the  treatment  of  S.L.E. 
She  cautions  against  sun  exposure,  foreign  pro- 
teins, and  pregnancy.  Drugs  of  value  include 
aspirin,  anti-inflammatory  steroids,  and  anti- 
malarial  drugs. 

This  symposium  on  Lupus  Erythematosus  is 
worthwhile  reading  for  all  physicians. 


76 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


THE 


I N 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

March  saw  tlic  American  Medical  Association 
testily  a innnber  ol  times  bclore  numerous  Con- 
gressional committees  on  a number  of  bills,  in- 
cluding professional  liability,  extension  of  health 
insurance  to  the  unemployed,  comprehensive 
elementary  and  secondary  school  health  edtica- 
tion,  and  air  pollution. 

d'he  House  Whiys  and  Means  Subcommittee 
on  Health  began  hearings  in  consideration  of 
legislation  for  .sweeping  studies  of  the  medical 
professional  liability  problem.  The  measure, 
sponsored  by  Subcommittee  Chairman  Dan  Ros- 
tenkowski  (I).,  111.)  anthori/es  a study  by  the 
Office  of  I'echnology  A.ssessment  in  conjunction 
with  the  National  Academy  of  Sciences. 

Under  the  proposal,  one  study  wonkl  be  com- 
pleted within  90  days  and  consider  interim 
arrangements  for  solution  of  problems  relating 
specifically  to  Medicare  and  lialtility.  d'he  .sec- 
ond study,  with  a 10-month  schethde,  wonkl  re- 
view the  entire  area  cd  profe.ssional  liability 
compensation. 

In  testimony  before  the  Subcommittee,  Mal- 
colm I’odd,  M.I).,  AMA  President,  urged  that 
remedial  activity  be  tmdertaken  at  the  state  level. 

Dr.  I’odd  tcjkl  the  Subcommittee  that  personal 
injtiry  lawsuits  are  determined  under  the  state 
rides  of  law.  He  noted  that  the  fk  S.  Constitu- 
tion recpiires  this  procedme,  “and  as  a conse- 
c[uence,  each  state  can  determine  its  own  destiny 
and  provide  a wealth  of  experience  — favorable 
or  unfavorable  — to  its  neighbors.  .Vccordingly, 
the  AMA  is  coopciating  with  our  federated  state 
societies  in  actively  fostering  discussion  of  pro- 
fessional liability  law  at  the  state  level  through- 
cjut  America.  We  recognize  that  each  state  has 
its  tmique  cultural,  industrial,  and  social  compo- 
sition, and,  accordingly,  we  exjjcct  to  see  a di- 
verse response  to  the  suggestions  which  we  ad- 
vance. However,  we  al.so  expect  to  reap  a rich 
experience  Ijy  working  within  the  system  of 
American  Federalism.” 

I he  .A.M.V  President  said  the  federal  govern- 


ment can  be  of  assistance,  but  the  ultimate  re- 
sponsibility is  upon  the  state.  “No  one,  least  of 
all  I suspect,  within  this  Congress,  wishes  to  see 
this  situation  detciiorate  to  such  an  extent  that 
the  federal  government  is  reipiired  to  intervene.” 

Dr.  d odd  urged  specific  language  for  the  Pro- 
fessional .Standards  Review  Organization  pro- 
gram to  avoid  interpretation  of  the  faw  as  pro- 
viding federaf  minimum  standards  of  care.  This 
would  drastically  increase  defensive  medicine,  he 
warned. 

# * * * 

Whth  respect  to  health  insurance  for  the  un- 
employed, Russell  B.  Roth,  ,M.D.,  .\M.V.s  Im- 
mediate Past  President,  testified  before  the  Ros- 
tenkowski  subcommittee,  that  the  current  rece.s- 
sion  anti  inflation  “have  challenged  the  con- 
tinued enjoyment  of  a way  of  life  which  we  as 
a society  .so  shortly  ago  assumed  to  be  in\ulner- 
able.” 

The  medical  profession.  Dr.  Roth  saitl,  is  com- 
mittetl  to  the  goal  of  “reducing  the  human  suf- 
fering increasingly  pievalent  throughout  .society." 

1 he  plight  of  the  unemployetl  calls  for  fast 
remedial  action  “to  devise  a methotl  under  which 
health  coverage  is  continued  for  the  unemployed 
individual  and  his  family  and  to  allortl  such  pro- 
tection without  disruption  to  the  health  delivery 
system."  Dr.  Roth  atlvocated  a tempoiary  pro- 
grtim  whith  wonkl,  during  the  period  of  unem- 
ployment, continue  the  worker’s  insurtmee  cover- 
age lor  himself  and  his  family.  .Such  a ])rogram 
should  be  Ituih  upon  the  existing  unem|)k)yment 
compensitlion  system,  one  whicli  affords  ;i  ready 
mechanism  for  implementation  of  ;i  temporal y 
program,  ticcording  to  Dr.  Roth. 

^V9nle  the  program  would  be  funded  from  the 
geneial  leventies  of  the  fetlertil  goveiimient, 
|)remiums  would  be  ptiid  on  the  btisis  of  tet  lificti- 
tion  of  entitlement  by  state  unemployment  com- 
pensation agencies,  he  said. 

A simple  extension  to  tlie  unemployed  of 
Medicare  Part  A insurance  coverage  under  the 
Afedicare  program  would  restrict  the  benefits  to 
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hospital  care  and  any  proposal  which  would  con- 
dition the  payment  for  services  upon  a hospital 
admission  could  only  be  expected  to  increase 
pressure  for  utilization  of  expensive  care  facili- 
ties and  further  aggravate  inflationary  costs,  ac- 
cording to  Dr.  Roth. 

“Moreover,”  Dr.  Roth  said,  “the  administra- 
tion of  a temporary  health  insurance  progiam 
through  the  enlistment  of  the  Medicare  bureauc- 
racy would  place  an  immediate  and  intolerable 
burden  upon  an  already  strained  bureaucracy.” 

The  AMA  presented  similar  testimony  to  the 
.Senate  Health  Subcommittee  headed  by  .Senator 
Edward  Kennedy  (D.,  Mass.)  which  is  holding 
hearings  on  the  same  subject. 

* * * * 

'Ehe  AMA  has  asked  Congress  to  approve 
legislation  to  encourage  comprehensive  elemen- 
tary and  secondary  school  health  education  pro- 
grams through  a system  of  grants  for  teacher 
training,  pilot  and  demonstration  projects. 

“'Ehe  unfortunate  fact  is  that  most  children 
and  youths  of  the  nation  do  not  now  have  an 
opportunity  to  participate  in  comprehensive 
health  education  programs,  since  health  educa- 
tion in  many  schools  either  is  non-existent  or  is 
provided  on  a fragmented  and  inadequate  basis,” 
said  Joe  T.  Nelson,  Af.D.,  a member  of  the  AMA 
board  of  Trustees. 

Dr.  Nelson  told  the  House  Education  and  La- 
bor Committee  The  Comprehensive  .School 
Health  Education  Act  can  help  build  into  the 
primary  and  secondary  education  of  every  Ameri- 
can child  a program  of  health  instruction  that 
will  help  establi.sh  patterns  of  living  that  we 
know  will  discourage  disease  and  enhance 
health.” 

# # # * 

Research  on  air  jiollution  has  proved  that 
there  can  be  health  effects  from  long-term,  low- 
level  exposure,  the  AMA  has  told  Congress.  Epi- 
sodes affecting  large  populations  occur.  Persons 
at  high  risk  suffer  more  during  periods  of  high 
pollution,  and  children  may  caiay  effects  into 
adult  life,  William  Barclay,  M.D.,  AMA  Deputy 
Executive  Vice  President,  testified. 

Dr.  Barclay  told  the  House  Health  Subcom- 
mittee that  the  AMA  House  of  Delegates  has 
endorsed  the  present  levels  and  time  schedules 
promulgated  by  the  Clean  Air  Act— 1970,  and 
encourages  Congiess  to  preserve  present  levels 


and  time  schethdes  as  necessary  public  health 
measures. 

# # # # 

Elsewhere  on  the  Hill  the  House  Health  Sub- 
committee has  approved  a health  manpower  bill 
authorizing  $1.7  billion  over  three  years  to  sup 
port  medical  and  other  health  profession  educa- 
tion. 

Under  the  proposal  similar  to  the  House-passed 
bill  last  year,  medical  schools  would  receive 
capitation  support  of  $2,100  for  each  student  for 
1976  and  1977,  with  support  decreasing  to  $2,000 
per  student  in  1978.  The  bill  provides  a simple 
extension  of  present  health  manpower  authority 
for  this  year. 

Medical  schools  would  be  required  to  either 
increase  their  enrollment  or  provide  for  remote 
site  training  for  at  least  50  percent  of  their  stu- 
dents in  their  last  two  years  of  medical  school 
education.  Medical  students  would  be  required 
to  pay  back  to  the  U.  S.  Treasury,  capitation 
amounts  paid  to  schools  on  their  behalf,  but 
would  be  given  capitation  payback  forgiveness, 
on  an  etpial  year-for-year  basis,  for  time  sj>ent 
in  the  National  Health  Service  Corps  or  seiwice 
in  private  practice  in  medically  underserved 
areas. 

Approved  medical  residencies  could  not  exceed 
155  percent  of  the  previous  year’s  graduating 
class  starting  in  1978  as  a restriction  on  foreign 
medical  graduates.  In  1979  and  1980,  limitation 
would  decrease  to  140  percent  and  125  percent. 
The  Coordinating  Council  on  Medical  Educa- 
tion could  administer  the  residency  limitation, 
but  if  it  does  not  agree  to  accept  such  administra- 
tion, the  government  would  do  so. 

Designated  as  primary  care  specialties  would 
be  General  and  Internal  Medicine,  Pediatric 
Medicine,  Eamily  Medicine,  and  Obstetrics  and 
Gynecology. 

.Senator  Edward  Kennedy  (D.,  Mass.)  has  in- 
troduced four  bills  dealing  with  health  man- 
power, including  his  sweeping  plan  of  last  year 
calling  for  mandatory  service  and  licensing  and 
re-licensing.  This  was  rejected  in  the  last  Con- 
gress by  the  Senate  in  favor  of  .Senator  J.  Glenn 
Beall’s  (R.,  Md.)  more  limited  plan.  House  and 
Senate  coidd  not  reach  agieement  on  the  legisla- 
tion last  year. 

Kennedy’s  health  subcommittee  will  hold  hear- 
ings on  the  four  bills  in  a month  or  so. 

# # * * 
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Despite  Piesiclem  Ford's  Hat  declaration  that 
he  would  not  introduce  a national  health  insur- 
ance (NHl)  projjosal  in  the  first  session  of  the 
‘Hlh  Conoress  and  would  veto  any  such  |)roposal, 
there  is  still  talk  of  NHl  this  year  by  the  Demo- 
cratic leadership  in  both  House  and  Senate. 

During  Dr.  Russell  Roth's  testimony  before 
Rrepresentative  Dan  Rostenkowski’s  \Vays  and 
Means  Health  Subcommittee  on  health  insur- 
ance for  the  unemployed,  the  Cdiicago  Democrat 
said:  “\Vdiatever  program  (unemployed  health 
insurance)  may  be  enacted  by  Congress,  we  can 
expect  that  it  will  last  until  national  health  in- 
surance goes  into  effect.  The  bills  which  have 
been  introducetl  so  far  would  phase  out  in  a 
year  or  so.  But  as  practical  [people,  tve  know' 
that  any  progi'am  we  adopt  will  not  be  allow'ed 
to  lapse  until  a permanent  solution  under  na- 
tional health  insurance  is  in  place.  If  w'e  start 
a program  w'ith  unemplo\ment  at  nine  percent, 
we  w'ill  not  be  able  to  phase  it  out  should  un- 
employment levels  drop  to  four  percent  — a 
figure  we  have  not  had  in  a long  time.  A pro- 
gram benefiting  millions  of  people  could  hardly 
be  arbitrarily  cut  off.” 

When  his  Subcommittee  completes  its  work  on 
the  emergency  problem,  it  will  consider  national 
health  insurance.  “The  fact  that  we  must  do 
something  about  the  immediate  problem  illus- 
trates clearly  the  need  to  fashion  a sound,  work- 
able plan  of  national  health  insurance  for  the 
long  run,  beginning  next  month,  this  Subcom- 
mittee will  be  working  long  hours  to  meet  that 
goal,”  Rostenkow'ski  said. 

# * * # 

HEW  Secretary  Casper  \V.  Weinberger  has 
announced  that  the  effective  date  for  implemen- 
tation of  the  utilization  review'  regulations  in 
hospitals  and  other  health  care  facilities  partici- 
pating in  the  Medicare  and  Medicaid  progiams 
has  been  changed  from  February  1,  1975,  to  July 
1,  1975. 

“A  number  of  cjuestions  aliout  requirements 
and  interpretation  of  the  utilization  review'  regu- 
lations have  been  raised  since  their  publication, 
and  some  small  rural  hospitals  have  expressed 
concern  about  their  ability  to  confonn  to  these 
regulations,”  the  Secretary  said.  ‘AVe  have  de- 
cided to  move  the  effective  date  of  the  regula- 
tions so  as  to  allow'  all  providers  to  come  into 
full  compliance  and  to  avoid  the  loss  of  eligibil- 


ity to  participate  in  tlie  Medicare  and  Medicaid 
programs  before  Jidy  1,”  he  added.  Secretary 
WTinberger  said  the  Department  w'ould  also  use 
the  time  to  w'ork  out  special  problems  that  may 
be  laced  in  small  rural  hospitals. 

Facilities  w'ith  small  medical  staffs,  esjiecially 
those  in  rural  areas,  may  have  difficulty  organiz- 
ing the  in-house  review'  committees  to  ojjerate 
the  review  system  retpiired  liy  the  regulations, 
the  Secretary  said.  “For  these  facilities,  several 
alternative  means  of  complying  with  the  law'  are 
provided  in  the  regulations.  State  survey  agencies 
and  Departmental  personnel  will  be  available  to 
work  witli  tlie  small  facilities  on  these  alterna- 
tives so  that  tliey  can  tlevelop  review'  systems  that 
comply  W'ith  the  regidations.” 

* # # # 

Health  care  s]>ending  in  the  U.  S.  climbed  over 
SlOO  billion  for  the  first  time  in  fiscal  1974, 
w'hich  ended  last  July  1.  Public  spending  in- 
creased tw'ice  as  fast  as  private  spending. 

A study.  National  Health  Expenditures,  pub- 
lished in  a recent  edition  of  the  Social  Security 
Bulletin,  noted  that  the  $104.2  billion  health  care 
liill  represented  a 10.6  percent  increase  over  the 
$94.2  billion  spent  in  fiscal  1973. 

Public  spending  amounted  to  $41.3  billion,  or 
39.6  percent  of  the  1974  total,  an  inaease  of  15.3 
percent,  or  $5.5  billion.  Private  spending  — 
mainly  private  insurance  and  out-of-pocket  pay- 
ments — accoiuited  for  $62.9  billion,  or  60.4  jier- 
cent  of  the  total  health  care  expenditures  for 
1974.  I’his  w'as  iqj  7.7  per  cent,  or  $4.5  billion, 
over  1973. 

Despite  the  dollar  increases,  health  spending 
remained  at  the  1973  proportion  of  gross  national 
protluct  — 7.7  percent. 

Health  spending  averaged  $485  per  person. 

Hospital  care  was  the  largest  expenditure 
category,  amounting  to  .$40.9  billion,  or  39  jier- 
cent  of  the  total.  Physicians’  services  accounted 
for  $19  billion,  or  18  percent. 

Expenditures  for  nursing  home  care  reached 
an  estimated  $7.5  billion. 

Of  all  per.sotial  health  care  spending  in  1974, 
the  government  accounted  for  38  percent;  private 
health  insurance,  26  ])ercent;  and  philanthrojiic 
organizations,  1 percent,  out-of-pocket  spending 
accounted  for  the  remaining  35  percent.  In- 
creases in  Medicare  and  Medicaid  expenditures 
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accounted  for  most  of  the  increase  in  the  public 
share  of  liealth  care  expenditures. 

*■■*** 

riie  government  has  abandoned  a long  fight 
to  classify  liigh  potency  vitamins  as  drugs,  bow- 
ing to  opponents  of  vitamin  legislation  in  Con- 
gress. \htamin  products  will  be  available  over- 
the-counter  in  any  strength  less  than  toxic,  ac- 
cording to  Food  and  Drug  Administration  offi- 
cials. The  Agenc)  had  hoped  to  require  drtig 
classification  for  vitamins  exceeding  1.50  jiercent 
of  the  recommended  daily  allowance.  This  and 
other  proposed  restrictions  on  vitamins  had 
prompted  a storm  of  protest  to  Congi'ess  from 
health  food  users  and  makers.  The  .Senate  last 
year  voted  HI  to  10  to  prevent  the  FDA  move. 
Coui  t decisions  had  generally  favored  the  FDA’s 
right  to  impose  restrictions  on  vitamin  prepa- 
lations,  but  the  Agency  recently  decided  to  drop 
the  hot  potato. 

* * * * 

American  Blood  Commission  Established 

Forty-six  organizations  concerned  with  achiev- 
ing a safe  and  adecpiate  blood  supjdy  for  the 
Ihiited  States  agreed  to  form  an  .\merican  Blood 
Commission,  a collaboration  that  was  hailed  by 
its  president-elect,  fohn  J.  Cor.son,  as  a “notable 
accomplishment  in  the  organization  of  the  coun- 
try’s health  resources.’’ 

1 he  Commission  was  established  officially  at 
the  close  of  the  two-day  inaugural  convention 
held  in  Whishington,  1).  C.,  in  which  delegates 
met  to  develop  an  operating  entity  by  which 
the  goals  of  the  National  Blood  Policy  for  the 
United  States  could  be  achieved. 

1 he  Commission  will  be  concerned  with  lead- 
ing the  way  in  which  non-govei  nmental  agencies 
will  collaborate  in  achieving  National  Blood 
Policy  goals,  it  will  strive  to  eliminate  the  dupli- 
cation of  blood  donor  recruitment;  to  improve 
the  j)erformance  of  blood  banks  throughout  the 
country;  to  minimize  blood  wastage  atul  partic- 
ularly to  expand  the  voluntaiy  donatioti  of  blood 
and  thus  to  increase  the  safety  of  patients  requir- 
ing blood. 

d'he.se  aims,  highlighted  in  the  keynote  adtlress 
by  Fheodore  Cooj^er,  .M.D.,  Acting  Assistant  Sec- 
retary for  Health,  Education  and  Welfare,  given 
to  the  200  delegates  on  the  convention’s  first 
day,  coincide  with  the  goals  of  improved  supply, 
quality,  accessibility  and  efficiency  stated  in  the 
National  Blood  Policy  announced  by  Casper  W. 


VVTinberger,  Secretary  of  HEW  in  July,  1973. 

According  to  president-elect  Corson,  the  adop- 
tion of  the  charter  and  bylaws  for  the  Com- 
mission and  the  election  of  the  board  now  enable 
the  .\BC  “to  develop  recommendations  on  sub- 
jects such  as  volunteer  donor  recruitment,  public 
education,  cost  evaluation  and  controls,  regional 
program  development,  data  and  statistical  analy- 
sis, plasma  production,  fractionation  and  re- 
.search." 

Mr.  Corson  had  served  as  the  chairman  of  the 
.\d  Floe  Committee  to  Establish  the  American 
Blood  Commission.  Under  his  leadership  the 
Ad  Hoc  Committee  composed  of  the  following 
organizations;  American  Association  of  Blood 
Banks,  AFL-CIO,  American  Heart  Association, 
.\merican  Hospital  Association,  American  Med- 
ical Association,  American  National  Red  Cross, 
American  .Society  of  Clinical  Pathologists,  Blue 
Cross  Association,  Chamber  of  Commerce  of  the 
United  States,  College  of  American  Pathologists, 
Council  of  Community  Blood  Centers,  National 
Hemophilia  Foundation,  and  the  Pharmaceutical 
Manufacturers  Association,  developed  the  pro- 
posals for  the  Commission,  that  were  agreed  to 
by  the  convention  delegates. 

Elected  vice  presidents  of  the  ,\BC  were 
Frederic  S.  Laise,  Senior  Vice  President  of  the 
American  National  Red  Cross;  and  Louis  M. 
Aledort,  M.D.,  Medical  Director  of  the  National 
Hemophilia  Foundation.  Klaus  Mayer,  M.D., 
immediate  past  President  of  the  American  As- 
sociation of  Blood  Banks  was  elected  secretary- 
treasurer  of  the  ABC. 

In  addition  to  the  officers,  the  newly  elected 
board  of  directors  includes;  Robert  D.  Langdell, 
M.D.,  American  As.sociation  of  Blood  Banks;  C. 
Milton  Jackson,  American  Association  of  Retired 
Persons;  ^Villiam  M.  Markel,  .M.D.,  American 
Cancer  Society;  Edward  Salzman,  M.D.,  Ameri- 
can College  of  Surgeons;  Leo  Perils,  AFL-CIO; 
William  Glenn,  M.D.,  American  Heart  Associa- 
tion; Bernard  Korn,  American  Hospital  Associa- 
tion; G.  M.  Schlee,  American  Legion;  William 
1).  Dolan,  M.D.,  Amedican  Medical  A,ssociation; 

L.  Jadwin  Asfeid,  American  National  Red  Cross; 
Rosser  Mainwaring,  M.D.,  American  Society  of 
Clinical  Pathologists;  John  P.  Smith,  American 
Society  for  Medical  Technology;  Donald  Meyers, 
Blue  Cross  Association;  Sanford  A.  Mullen, 

M. D.,  College  of  American  Pathologists;  John 
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Officers  of  Ilie  Ameriiaii  Ulood  Clomiiiission:  (lelt  t<i  rishi)  E rcderii  S.  I.aise,  Jolin  ).  Cioisoii,  laniis  M.  Aledort,  Ml).,  and  Klaus 
Ma\cr,  M.I). 


Kulstacl,  Comnuinicdiion.s  \\^)i  kcis  ot  Ainericfi; 
Edward  Zaiiio,  M.I).,  Cooley's  Anenii;i  Blood 
and  Re.seaich  EMiimlalion  lor  Children;  W. 
Quinn  Jordan,  Conntil  ol  Coninninity  Blood 
Centers;  (ieorge  Merniek,  lnlern;iiional  Team- 
sters; Andrew  Brown,  International  Ihiited  Anto 
A\'orkers;  Phyllis  Messei,  National  Association  ol 
Patients  on  Hemodifilysis  and  Eransplantation, 
Inc.;  Stella  Shnnd.insky,  Nation;tl  Council  ol  Oi- 
gani/ations  lor  Children  and  Youth;  Stnai  t Kleit, 
M.I).,  Nfilional  Kidney  Foinuhition;  Calvin  C. 
Sampson,  M.I).,  National  Medical  .\ssoci;ition; 
John  G.  Achnns,  Phai  inaccntit;il  M;nnilactnrers 
Associatioti;  John  T.  Eierney,  United  Way  ol 
America,  and  John  I).  Chase,  M.I).,  of  the  Vet- 
erans Adminisli  atioti. 

# * * # # 

ALDERSGATE  MEDICAL  CAMP 

Medical  Camp  to  rnn  three  weeks. 

Aldersgate  Medical  Camp  will  have  three 


weeks  ol  c.amping  ;icticities  lor  h;indit;ippecl  chil- 
dren in  11)75.  The  chites  are  ;is  follows; 
Oithopedic  Camp  — )tme  1()-21 
Medical  C.nnp—  (nne  2.S-2cS 
Diiihetic  C;mi|)  — (nly  21-2(') 
rite  pm  |)ose  of  the  .\ldersg;ite  Medicid  Catnp 
is  to  pioc  ide  outdoor  c;im])itig  expel  ience  for 
l)oys  ;md  girls  with  medicfil  problems  or  handi- 
c;ips  th;it  pieclnded  their  attending  a regttlai 
Slimmer  camp.  .M;my  types  of  medic;d  piolilems 
can  l)e  accepted.  Medical  (iommitiee  will  re- 
view the  applications  which  may  be  obtained  by 
writing  Aldersgate  .Medical  Camp,  2001)  .Mders- 
gate  Roftcl,  Kittle  Rock,  ,\ikansas  72205  (Tele- 
phone 225-1  Ml). 

Cfiinpers  ate  accepted  on  a lirst  come  first 
set  ved  basis  and  some  sc  holai  ships  are  available 
depending  on  the  amount  of  doiifitions.  Pax 
dednctible  contributions  lot  sc holarshi|)s  may  l)e 
made  directly  to  the  t;nnp  at  the  above  addre.ss. 
Aldersgate  Medical  Cam])  is  sponsored  by  .\i- 
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kansas  pediatricians  and  lias  been  endorsed  by 
the  Arkansas  Medical  Society. 

ENCORE  — Post  Mastectomy  Rehabilitation 

A jjost  mastectomy  exercise  and  rehabilitation 
program,  with  no  membership  or  class  fee,  is 
now'  operational  at  the  Little  Rock  Young 
Women’s  Christian  Association.  The  program  is 
called  ‘’ENCORE." 

I'he  pilot  progiam,  for  patients  at  least  three 
weeks  post-operative  and  carrying  their  doctors’ 
written  permission,  is  one  of  thirty  now  opera- 
tional at  Y.W.C.A.’s  in  the  cotintry.  The  group 


meets  once  a week  for  one  and  one-half  hours 
and  participates  in  both  land  and  pool  exercises. 

The  class  provides  an  emotional  lift  and  en- 
couragement through  increased  arm  movements 
and  shared  efforts.  All  exercises  tised  in  ENCORE 
have  been  studied  and  approved  by  surgical, 
physical  therapy,  family  medicine  and  rehabilita- 
tion services  personnel  at  the  Medical  Center  in 
Princeton,  New  Jersey. 

For  additional  information  on  ENCORE,  con- 
tact: Jaclyn  Asmussen,  Program  Director,  Great- 
er Little  Rock  Y.W.C.A.,  112  East  Fourth  Street, 
Little  Rock,  .\rkansas  72201,  phone  376-3033. 


RESOLUTIONS 


Dr.  James  O.  Porter 

WHEREAS,  the  recent  death  of  J.  O.  Porter, 
M.I).,  is  noted  with  sincere  sorrow  by  his  col- 
leagues, the  members  of  the  Pulaski  County 
Medical  Society;  and 

WHEREAS,  Dr.  Porter  had  been  a highly  re- 
spected member  of  this  Society  for  twenty  years, 
and  was  held  in  high  esteem  by  his  patients  and 
by  the  commtuiity;  and 

WHEREAS,  his  contributions  to  the  cause  of 
organized  medicine  and  to  the  betterment  of  the 
health  of  countless  persons  in  this  area  for  many 
years  have  been  invaluable; 

BE  IT  THEREFORE  RESOLVED:  THAT, 
this  resolution  be  made  a part  of  the  permanent 
archives  of  this  Society;  and 

THA'E,  a copy  of  this  resolution  be  sent  to 
Dr.  Porter’s  family  as  an  expression  of  heartfelt 
sympathy;  and 

1 H.‘\T,  a copy  of  this  resolution  be  sent  to 
the  Journal  of  the  Arkansas  Medical  Society  for 
publication. 

By  Direction  of  the  Memorials  Committee 
d . D.  Browm,  M.D.,  Chairman 
Robert  Watson,  M.D. 

Henry  Hollenberg,  M.D. 


Dr.  Francis  J.  Scully 

BE  IT  RESOLVED  that  the  Garland  County 
Hot  Springs  Medical  Society  pay  sjiecial  tribute 
to  our  recently  departed  member.  Dr.  Francis  J. 
Scidly. 

Dr.  Scully  was  very  active  and  industrious 
throughout  his  long  medical  career.  He  not  only 
authored  many  medical  manusaipts,  but  also  the 
history  of  Masonry  in  Arkansas,  the  history  of 
Hot  Springs,  various  aiticles  on  botany,  as  well 
as  papers  on  diverse  subjects. 

He  was  held  in  high  regard  as  a learned,  cap- 
able, and  conscientious  physician.  He  devoted 
himself  to  helping  his  patients  and  disseminating 
knowledge  to  others. 

BE  IT  FURTHER  RESOLVED  that  a copy 
of  this  resolution  be  forwarded  to  his  remaining 
family  and  spread  on  the  minutes  of  the  Society 
and  published  in  the  Arkansas  State  Medical 
Journal. 

Garland  County  Medical  Society 
Edgar  K.  Clardy,  M.D.,  President 
Thomas  P.  Thompson,  Jr.,  M.D.,  Secretary 
Gaston  A.  Hebert,  M.D.,  Chairman 
Resolutions  Committee 


ERRATUM 

“Scoliosis,”  Page  377,  Volume  71,  Num- 
ber 11,  April  1975  issue.  Journal  of  the 
Arkansas  Medical  Society.  On  line  two 
(Figure  3 and  7)  should  have  appeared 
under  the  next  major  heading  of  POS- 
TURAL (the  next  succeeding  paragraph). 
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Dr.  Townsend  on  Malpractice  Panel.. 

Dr.  1.  E.  "Eowirseiul  of  Pine  Bluff,  .\rkansas 
Medical  Society  president,  was  among  three 
panelists  s|)eaking  on  malpractice  insurance 
problems  to  law  students  at  the  University  of 
Arkansas  recently.  Other  panelists  were  State  In- 
surance Commissioner  Ark  Monroe,  III,  and 
Little  Rock  attorney  Sidney  S.  McMath. 

Dr.  Wren  is  Speaker 

Dr.  Herbert  \Vren  of  Texarkana  recently 
spoke  to  members  of  the  Noon  Rotary  Club  of 
Texarkana  on  the  medical  history  of  the  area. 

Four  Doctors'  Bags  Stolen 

Four  Jonesboro  physicians  were  the  victims 
of  a thief  who  stole  their  medical  bags  from 
their  cars.  The  bags,  containing  drugs  and  pre- 
scription forms,  belonged  to  Drs.  Durwood  Wis- 
dom, Bascom  P.  Raney,  \V.  F.  Shepherd,  and 
Grover  Poole. 

Boy  Scouts  Select  Dr.  Biondo 

Dr.  Raymond  Biondo  of  North  Little  Rock  has 
been  selected  to  become  a member  of  the  South- 
west Regional  Medical  Exploring  Committee  of 
the  Boy  Scouts  of  America.  The  committee  is 
comjxjsed  of  select  members  of  the  major  health 


professions  in  Arkansas,  Louisiana,  New  Mexico, 
Oklahoma,  and  Texas.  The  committee’s  function 
is  to  develop  ways  and  means  of  interesting 
young  people  in  health  careers. 

Dr.  Bost  Honored  by  Organization 

Dr.  Roger  Bost  of  Little  Rock  was  honored 
at  a meeting  recently  by  the  Arkansas  Associa- 
tion for  Retarded  Citizens  for  his  “outstanding 
accomplishments  on  behalf  of  the  mentally  re- 
tarded.” 

Dr.  Saltzman  Elected  Officer 

Dr.  Ben  N.  Saltzman  of  Little  Rock  was  re- 
cently elected  vice  president  of  the  .Arkansas 
A,sscxiation  for  Retarded  Children. 

Physician  Locates 

Dr.  Robert  Prosser,  a native  of  Pocahontas, 
Arkansas,  has  located  his  medical  practice  in 
McCehee  with  the  McGehee  Family  Clinic. 

Dr.  Smith  Encouraging  New  Doctors 

Dr.  Roljert  Smith  of  Pine  Bluff  spoke  to  a 
group  of  eleven  visiting  black  doctors  in  Forrest 
City.  Fhe  visit  to  locations  in  East  .Arkansas  was 
designed  to  show  the  doctors  the  need  and  op- 
portunity for  medical  practice  in  the  area. 


OBITUARY 

Dr.  Thomas  Nathaniel  Black 

Dr.  I'homas  N.  Black  of  Plot  Springs  died 
.Ajnil  -1,  1975,  at  the  age  of  eighty-four.  He  was 
a 1918  graduate  of  the  'Lulane  University  School 
of  Medicine,  New  Orleans,  Louisiana.  Dr.  Black 
finished  at  the  top  of  his  class  at  Tulane  and 
was  elected  to  membership  in  Alpha  Omega 
Alpha. 


He  was  a member  of  the  Cfarland  County 
•Medical  Societv,  a member  of  the  Fiftv  Year  Clulj 
of  the  Arkansas  .Medical  Society,  and  a member 
of  the  American  .Medical  .\ssociation. 

Dr.  Black  is  survived  l>y  his  wife  and  daughters. 
* * * # 

Dr.  Carroll  Franklin  Shukers,  II 

Dr.  Carroll  F.  Shukers,  II,  of  DeQueeu,  died 
.\pril  26,  1975,  iu  a one  car  automobile  accident 
near  Glenwood,  .Arkansas.  He  was  born  Decem- 
ber 15,  1927,  in  Baltimore,  .Maryland. 

Dr.  Shukers  was  a 1958  graduate  of  the  Ihii- 
versity  of  .Arkansas  School  of  Medicine.  He  was 
a member  of  the  Sevier  Ciounty  Medical  Society, 
.Arkansas  .Medical  Society,  anti  the  .American 
Medical  .Association.  staff  member  of  the  De- 
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Queen  General  Hospital,  he  was  also  active  in 
connntinity  activities  and  was  a member  o£  the 
Eastern  Star,  a Mason,  and  a Shriner. 

Dr.  Shtikers  is  stirvived  by  his  wife,  Joyce, 
two  sons,  Dotig  of  DeQueen,  and  Kevin  of  Little 
Rock,  and  a daughter,  Mrs.  Jackie  Canada  of 
Little  Rock. 

* * * # 

Dr.  Sloan  M.  Sanford 

Dr.  Sloan  Af.  Said'ord  of  Searcy  died  April  4, 
1975,  at  the  age  of  seventy-six.  He  was  born 
Atigust  7,  1899.  Dr.  Sanford  was  a 1925  graduate 
of  Vanderbilt  Ihiiversity  School  of  Medicine, 
Nashville,  I'ennessee. 

Dr.  Sanford  practiced  Ophthalmology  from 
1929  until  1941  in  Little  Rock.  In  1941,  he 
began  serving  in  the  United  States  Army  and 
was  at  one  time  chief  of  staff.  Eye,  Ear,  Nose  and 
Lhioat  Section  at  the  Army-Navy  Hospital  in 
Hot  Springs.  After  the  war.  Dr.  Sanford  prac- 
ticed in  Searcy  until  his  retirement  in  1955. 

Dr.  Sanford  was  a member  of  the  White 
County  Medical  Society,  .Arkansas  Medical  So- 
ciety, and  the  American  Medical  Association. 


He  is  stirvived  by  his  wife,  one  daughter,  twa 

granddaughters,  and  two  brothers. 

* # # # 

Dr.  James  Oliver  Porter,  Jr. 

Dr.  James  O.  Porter,  Jr.,  of  Little  Rock  died 
.April  3,  1975.  He  was  born  October  10,  1919. 
Dr.  Porter  was  a 1944  graduate  of  the  University 
of  .Arkansas  School  of  Medicine. 

He  was  a member  of  the  Ptilaski  County  Med- 
ical Society,  Arkansas  Medical  Society,  and  the 
.American  Medical  .Association.  Dr.  Porter  was 
.Assistant  Professor  of  Obstetrics  and  Gynecology 
at  the  University  of  Arkansas  School  of  Medicine, 
and  was  also  on  the  staff  of  St.  Vincent  In- 
firmary and  Baptist  Medical  Center  in  Little 
Rock. 

.A  Diplomate,  .American  Board  of  Obstetrics 
and  Crynecology,  he  was  a member  of  the  .Ameri- 
can College  of  Obstetrics  and  Gynecology,  South- 
eastern Obstetrics  and  Gynecology,  and  the 
Southern  Medical  .Association. 

Dr.  Porter  is  survived  by  three  sons,  Joseph, 
James,  and  Jon,  all  of  Little  Rock,  his  mother, 
and  a sister. 


Dr.  Margaret  D.  Beasley 

I he  Faulkner  County  Medical  Society  has 
added  the  name  of  Dr.  Margaret  D.  Beasley  to 
its  membership  roll.  She  is  a native  of  Pine 
Bluff,  .Arkansas. 

Dr.  Beasley  received  her  B..A.  degree  in  1966 
from  the  FIniversity  of  Arkansas.  She  was  grad- 
uated from  the  University  of  .Arkansas  School  of 
Medicine  in  1970.  Following  an  internship  at 
Baptist  Medical  Center  in  Little  Rock,  Dr. 


Beasley  com|tleted  her  Anesthesiology  residency 
at  the  University  of  .Arkansas  Medical  Center. 
She  is  a member  of  the  .American  Society  of 
.Anesthesiology  and  the  .Arkansas  Society  of 
.Anesthesiologists. 

Dr.  Beasley  is  practicing  .Anesthesiology  at 
2415  College  in  Conway. 

Dr.  Donald  James  Kroe 

Dr.  Donald  J.  Kroe  has  been  accepted  for  mem- 
bership in  the  Craighead-Poinsett  (Amnty  Med- 
ical Society.  He  is  a native  of  Marshall,  .Arkan- 
sas. 

Dr.  Kroe  graduated  from  the  FIniversity  of 
North  Carolina  in  Chapel  Hill  with  a B.S.  de- 
gree in  1959.  He  was  graduated  from  the  Duke 
FIniversity  School  of  Medicine,  Dinham,  North 
Carolina,  in  1963.  Dr.  Kroe  completed  his  in- 
ternship and  a residency  in  Pathology  at  the 
Duke  FIniversity  Medical  Center  in  1966.  In 
1968,  he  completed  a Pathology  residency  at  Bap- 
tist Memorial  Hospital  in  Memphis,  Tennessee. 
His  military  obligation  was  completed  with  the 
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rank  of  Major  in  the  United  States  Army  Medical 
C;or|)s  in  15)71. 

I)r.  Kroe  lias  lield  nnmerons  teaching  apjxiint- 
ments  since  completing  his  military  obligation. 
He  is  a member  of  the  .Xmerican  Society  of 
Clinical  Pathology,  Southern  Medical  Associa- 
tion, and  a Fellow,  College  of  .\merican  Patholo- 
gists. He  is  Board  Certified  by  the  American 
Board  of  Pathology. 

Dr.  Kroe  is  jiracticing  .\natomical  and  Clin- 
ical Pathology  at  Doctor’s  Pathology  Service,  411 
East  Matthews,  Jonesboro,  in  association  with 
Drs.  E.  Leon  Barnes,  and  Joe  T.  4Vilson,  Jr. 

Dr.  Charlotte  T.  Peirce 

The  Craighead-Poinsett  County  Medical  So- 
ciety has  accepted  for  membership  Dr.  Charlotte 
T.  Peirce,  a native  of  Eau  Claire,  Wisconsin. 

Dr.  Peirce  is  a 15)37  graduate  of  Bryn  Afawr 
College,  Bryn  Mawr,  Pennsylvania.  She  was 
graduated  from  Johns  Hojikins  University  School 
of  Medicine,  Baltimore,  Maryland,  in  15)11.  She 
completed  both  her  internship  and  residency 


programs  at  Bellevue  Hospital  in  New  York. 
Following  several  years  of  private  practice,  Di. 
Peirce  completed  a residency  in  Psychiatry  in 
1973  at  the  Central  State  Criffin  Memorial  Hos- 
pital in  Norman,  Oklahoma.  She  is  a member 
of  the  American  Psychiatric  Association. 

Dr.  Peirce  is  currently  a Public  Health  Serv- 
ice Psychiatrist  at  the  Jackson  Mental  Health 
Center,  25)29  McClellan  Drive  in  Jonesboro. 


ANSWER  — Electrocardiogram  of  the  Month 

Interpretation: 

Rate  — Atrial  — 86 

Ventricular  — 32 

Complete  heart  block  (A-V  dissociation)  antero-septal 
infarction.  Age  undetermined. 
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WHATEVER 

YOUR 

POLITICS 


VOTE 

ARK-PAC 


A new  political  party? 

Hardly.  The  Arkansas  Medical  Political  Action  Committee  is  a 
voluntary  non-profit,  unincorporated  group  whose  membership  is 
open  to  all  physicians,  their  spouses,  and  other  interested  people. 

Ark-Pac  encourages  its  members  to  work  actively  for  good  govern- 
ment through  the  established  political  party  of  their  choice,  but 
Ark-Pac’s  material  resources  may  be  concentrated  for  the  bene- 
fit of  worthy  candidates  from  either  party,  thus  reinforcing  our 
efforts  toward  the  basic  objective  — electing  the  best  possible 
public  representation. 

Ark-Pac  is  your  opportunity  to  join  a winning  team. 

The  time  is  now!  Send  your  dues  payment.  Help  Ark-Pac  prepare 
for  the  next  elections.  Ark-Pac  achieves  bigness  by  transforming 
small  individual  contributions,  which  might  otherwise  go  un- 
noticed, into  a concerted  political  force. 

Ark-Pac  dues  are  $25  for  physicians,  $10  for  the  spouse,  or  $99 
for  sustaining  membership.  Checks  may  be  forwarded  to  Ark- 
Pac,  Post  Office  Box  1208,  Fort  Smith,  Arkansas  72901. 

A copy  of  our  report  filed  with  the  appropriate  supervisory  officer  is  available  for  purchase  from: 

SUPERINTENDiNT  OF  DOCUMENTS 

UNITED  STATES  GOVERNMENT  PRINTING  OFFICE 

WASHINGTON,  D.  C.  20402 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.cl.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Nalium 


2-mg,5-mg,  10-mg  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Echocardiography; 

Principles  and  Some  Diagnostic  Applications 

John  E.  Douglas,  M.D.* 


TO  iaunu-stic  ultrasouiul  is  based  on  the  same 
principles  as  sonar  localization  ot  siiimiarines 
or  fish.  Soiintl  lionnces  c)li  interlaces  between 
materials  of  tliffering  densities,  l lie  longer  tlie 
return  time  of  the  emitted  sonntls,  the  greater 
the  tlistance  to  tlie  reflecting  surfaces.  I'liis  di- 
rect relationship  provides  an  accurate  means  ol 
measuring  distances. 

Like  the  .sailor  with  his  nautical  chart,  the 
physician  or  technician  obtaining  an  echocardio- 
gram relies  heavily  on  his  knowledge  of  cross- 
sectional  cartliac  anatomy,  and  the  normal 
motion  of  tlie  individual  striictnres  ol  the  heart. 
•Since  hing  is  a maze  of  air-fluid  interplurses, 
high  fretpiency  sotnul  striking  it  is  scattered  and 
reflected  in  a nearly  chaotic  fashion,  therefore, 
it  is  not  possible  to  sound  the  heart  Iroiii  the 
back  or  lateral  chest,  and  often  it  is  difficult  to 
direct  the  idtrasoiind  beam  so  as  to  miss  the 
lingula  of  the  left  lung.  Bone  is  a dense  rel lett- 
ing source  and  transmits  high  fretpiency  stnmtl 
poorly.  Therefore  except  in  infants  with  nn- 
calcifietl  ribs  anti  sternum,  the  high  fretpiency 
sountl  is  best  emittetl  anti  receivetl  through  the 
intercostal  spaces  within  a few  cm.  of  the  left 
sternal  bortlers.  Lhe  most  common  sites  are  the 
second  through  fourth  iutcrcostal  space  at  or 
within  4 cm.  of  the  left  sternal  bortler.  In  severe- 
ly obese,  emphysematous,  or  kyphotic  patients  tir 
in  patients  with  jiectus  excavatum,  satisfactory 
echoes  may  not  be  obtainable  except  through  a 
subxyphoid  approach. 

.\  gelatinous  contact  material  is  utilized  to 
minimize  transducer  chest  wall  interface  echoes. 
The  sound  fre(|uency  used  ranges  from  1.5 
megaHz  to  5.5  mega  Hz  and  the  sound  beam  is 
usually  focused  at  5.0  to  10.0  cm.  to  minimize 
scatter.  The  transducer  emits  approximately 

•.■\ssociate  Frofessor  of  Medicine,  Director.  Non  iiivasire  I.ahora- 
tory.  University  of  Arkansas  Medical  Center.  4301  West  .Markham, 
Little  Rock,  Arkansas  7220.'). 


1 loot)  of  a .second  and  receives  for  999/1000  of 
a second.  This  energy  form  is  completely  in- 
nocuous and  even  if  it  were  not,  one  could 
study  a patient  continuously  for  20  minutes  be- 
fore the  patient  would  receive  one  second  of 
actual  sound  emission.  A lead  H electrocardio- 
gram is  usually  recorded  simultaneously  with 
the  echocardiogram  to  assist  in  structural  identi- 
fication and  synchronization  of  motion.  By  di- 
recting the  transducer  i n fer  io-la  ter  a 1 ly  and 
superio-medially  a scan  similar  to  that  shown  in 
Figure  1 can  be  obtained. 


Figure  1 . 

.Schemalic  of  a cardiac  oblique  i ross-sca tioii  vsitli  ultrasound 
iransducer  directed  towards  the  apex  (left)  and  base  (right)  with 
the  resulting  echocardiographic  scan  shown  below  — .\o  =;  aorta; 
LW  = chest  wall:  ecg  = electrocardiogram:  IV'S  = interventricular 
septum:  L.C  = left  atrium:  l.V  = left  centric le;  MV  = mitral 
calve:  RV  = right  ventricle;  S = sternum:  1 = transducer.  (Re- 
prcKluced  by  permission  Douglas  and  Blue:  Out,  and  Hean  Medi- 
cine: I , Jan.  1975) 
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Echocardiography:  Principles  and  Some  Diagnostic  Applications 


A technician  can  learn  to  obtain  a well  staiul- 
ai'cli/eil  electrocarcliograin  in  a day.  A physician 
may  jMactice  months  and  even  years  betore  he 
can  interpret  relialily  the  electrocardiogram. 
I he  echocardiograiiL  however,  is  more  difficult 
lo  olHain,  for  initial  strnctmal  itlentification 
and  interpretation  is  necessary  as  it  is  being 
recorded.  Ehns  echo  technicians  may  take  any- 
tvhere  from  three  montlis  to  a year  to  gain  pro- 
liciency.  The  interpreter  given  clear  satisfactory 
echocardiogr;!ms  can  learn  to  interpret  at  least 
90%  of  them  within  a fete  weeks. 

A routine  echorardiogram  can  be  obtained  at 
the  patient's  bedside  using  standard  60  cycles 
jxT'  second,  110  volt  current,  in  alront  1.5  to  20 
minutes  time.  Ihe  jRitient  is  fretpiently  best 
positioned  at  a 30%  incline  and  tilted  slightly 
on  his  left  side.  Fortunately  this  is  a comfortable 
and  desiraltle  position  for  many  cardiac  patients, 
riie  cost  of  ])ei  forming  and  interpreting  an 
echocardiogram  at  one  of  the  four  medical  cen- 
ters in  .\rkansas  where  this  technicpie  is  available 
ranges  from  .$}0.01)  to  $85.00. 

Ihe  diagnostic  applications  of  echocardiog- 
raphy are  rapidly  cx|randing.  'Fable  I enumer- 
ates many  of  these  and  also  a few  precautions 
for  the  novice  lest  he  reacii  a diagnostic  con- 
clusion prematurely.  Each  issue  of  the  major 
clinical  cardiology  journals  contains  one  to  four 
articles  devoted  to  echocardiogTa]5hy.  In  all 
probability  tlie  proliferation  of  information 
which  can  be  derived  from  an  echocardiogram 
will  continue. 

'File  typical  echocardiogram  is  obtained  by 
scanning  with  the  transducer  from  cardiac  apex 
to  base,  including  as  a satisfactory  minimum, 
the  mitral  and  aortic  valves.  With  increased 
experience  the  tricuspid  and  pulmonic  valves 
can  be  visualized  in  19%  to  75%,  of  the  patients. 
A routine  echocardiogram  at  the  FJniversity  of 
.\rkansas  Medical  Cienter  provides  the  informa- 
tion for  completing  the  standard  information 
form  shown  in  Figure  2. 

1 he  echocardiogram  does  not  rejilace  cardiac 
catherizalion.  When  jiossible,  however,  it  should 
precede  cardiac  catherization  for  it  may  better 
prejiare  the  cath-lab  team  for  the  type  of  study 
they  should  perform.  In  some  instances  it  can 
save  the  patient  the  time  and  discomfort  of 
cardiac  catherization.  For  example,  unless  a 
patient  with  possible  mitral  stenosis  is  in  need 


of  immediate  surgery  his  diagnosis  can  be  re- 
liably established  (Figure  3)  and  the  relative 
severity  assessed  painlessly  thereafter  via  echo- 

ECHOCARDIOGRAPH  REPORT 
NON-INVASIVE  LABORATORY 
UNIVERSITY  OF  ARKANSAS  MEDICAL  CENTER 


NAME: 

UAMC* 

DATE; 

Quality  of  echocardiogran>= 

Heart  rate  = 

Anterior  clear  space  diameter=  cm.  (0)* 

RV  wall  thickness=  cm.  (less  than  .4  cm.)' 
RV  chamber  thickness=  cm.  (0.5-2. 1 cm.}* 
IVS  thickness®  an.  (0. 7-1.2  cm.)* 

LVl0s=  cm. (3. 0-5.0)'  Cubed®  cc. 

LVlDd=  cm. (4.5  ±1.0)*  Cubed®  cc. 

LV  posterior  wall  thickness®  cm. (1.0  2.2)’ 
AO  root  diameter®  cm. (2.0-3. 7)* 

AO  cusp  orifice  diameter®  cm. ( 1 .6-2.6)* 

LA  diameter®  cm. ( 1.9-4. 0)* 

Posterior  clear  space®  cm.{0)* 

INTERPRETATION: 


AGE: 

WEIGHT:  HEIGHT: 

CLINICAL  Dx.: 


Mitral  valve  E-F  slope®  iifn/sec. (60-150)* 

AMVL  excursion®  cm. (greater  than  2)* 

£ point  opening®  cm. 

Duration  diastole®  sec. 

Calculated  MV  flow®  cc.  stroke  volume 

LV  stroke  volume®  cc. 

Ejection  fraction®  S(diameters  cubed  method) 
Mitral  A-C  duration®  (less  than  0.10  sec)* 
ECG  PR  Interval® 

Cardiac  output® 


Normal  Adult  Valuei 

I'igiirc  2. 

Standard  ecliorardiograpliic  report  foini.  ciinently  used  at  the 
University  of  Arkansas  Medical  Center. 


Figure  3. 

Echocardiogram  of  a patient  with  severe  mitral  stenosis.  Note 
that  the  anterior  (a)  and  posterior  (p)  mitral  leaflets  (M)  move 
in  parallel  during  diastole,  instead  of  as  mirror  images  as  in  Figure 
1.  The  E to  F slope  also  delineated  between  the  two  arrows  is 
virtually  level  instead  of  steeply  downhill  as  in  Figure  1. 
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carcliogr;! phy.  A palicnt  meeting  (lie  eelioeai dio- 
graphie  eritei  ia  lor  a.symeti  ie  septal  hypertrophy 
(Figure  1)  need  m)t  nndergo  eardiae  eatheri/a- 
tion  nidess  surgery  is  eontenijdated.  Perietirdial 
elltisions  ;ire  cpiite  easily  identilie'd  and  jrirlially 
(piaiitilied  with  an  eehoeardiogi  am  (Figure  5). 
The  dilated,  |)oorly  contrtietile  heart  ol  a pa- 
tient with  a cardiomyopathy  or  with  an  aneurys- 
mal, akinetic  thin-walled  lelt  \entritle  is  visnal- 
i/ed  as  in  Figure  ti,  atranmatically  and  with  rehi- 
tive  ease. 

However,  the  indiscriminate  use  ot  a new 
technicpic  ;nid  the  overzealons  interpretation 
common  to  no\  ices  ol  such  a technicpie  may  tend 
to  disciedit  its  nselnlness.  As  the  cautions  in 
I'able  I indicate,  a partial  or  limited  echocardio- 
graphic  study,  or  limited  familiarity  witli  the  pit- 
falls  of  premature  condnsions  may  do  a disserv- 
ice to  the  patient,  the  tcchnitpie  and  eventually 
the  physician.  I’he  limitations  Irecpiently  reside 
in  the  technician  and  the  interpreter  wlio  must 
therefore  exercise  appropriate  restraint. 


4 


Figure  4. 

Fchocardiogram  from  a patient  tvith  severe  asymmetric  septal 
hvpertrophy  (idiopathic  hypertrophic  sub-aortic  stenosis).  During 
the  mid-portion  of  the  tracing  the  paper  write-out  speed  was  in- 
creased from  25  to  50  mm/sec.  to  provide  increased  clarity.  Diastole 
is  indicated  by  tlie  D placed  between  the  anterior  and  posterior 
mitral  valve  leaflets.  Svstole  is  indicated  bv  the  S placed  behind 
tlie  mitral  leaflets  which  budge  abnormally  anterior  against  the 
inteiAentrk  ular  septum  (1\’.S). 


Figure  5. 

Echocardiogram  fiom  a patient  with  a large  anterior  (AEff)  and  posterior  pericardial  effusion  (PFff).  The  effusion  can  be 
seen  behind  the  I..V.  but  tapers  off  as  one  approaches  the  I. .A.  because  the  pericardium  becomes  attached  snugly  to  the  posterior  I, .A. 
at  its  junction  witli  the  pulmonary  veins.  .\NI  = anterior  mitral  leaflet. 


Volume  72,  Number  2 — July,  1975 


89 


Echocardiography:  Principles  and  Some  Diagnostic  Applications 


Fipine  6. 

F.( hocardiogram  Iron)  a patient  with  a large  L.V.  aneurysm.  In  scanning  towards  tlic  F.V.  apex,  tlie  chamber  acliiallv  enlarges, 
and  posterior  L.V.  wall  motion  becomes  akinetic.  'Fhe  interval  between  the  arrows  in  tlie  .5th  diastole  is  the  mitral  (M)  A-C  duration. 
Fhc  patient’s  PR  normallv  exceeds  this  interval  by  at  least  O.Ob  sec.  Fhe  double  drawn  black  and  white  arrows  at  the  left  are  separated 
by  the  L.\’.  endo-myo-epi  and  pericardium.  The  pair  of  arrows  to  the  right  are  .separated  by  ilie  L.V.  epiperitardium. 


ECHOCARDIOGRAPHIC  FINDINGS  IN  CARDIAC  DISORDERS 


MAJOR  DISORDERS 
Mitral  Stenosis 

1.  altered  E to  F slope* 

2.  non-mirroring  of  posterior  leaflet* 

3.  decreased  exenrsionf 

4.  right  ventricular  dilatation-j- 

5.  increased  left  atrial  diameterj- 
Frecautions 

1.  decreased  left  ventricular  compliance 

2.  atrial  fibrillation  with  a fast  ventricular 
resfjonse 

3.  primary  pulmonary  hypertension 
Aortic  Stenosis 

1.  decreased  aortic  valvular  orifice* 

2.  increased  filn  osis  and/or  calcificationf 

3.  increased  left  ventricular  chamlier  sizej- 

4.  increased  left  ventricular  wall  thickness'j' 
Frecautions 

1.  making  a tangential  slice  through  aortic 
root  and  failing  to  sound  through  orifice 
center 

Idiopathic  Hypertrophic  Sub-aortic  Stenosis 
(Asymmetric  septal  hypertrophy) 

1.  systolic  anterior  motion  of  the  anterior 
leaflet  of  the  mitral  valve* 

2.  thickened  interventricular  septum* 

3.  aortic  valve  pre-closure-)' 

4.  amyl  nitrate  study-j- 
Fericardial  Effusion 

1.  posterior  clear  space  behind  left  venti  icle 
that  disappears  beliind  left  atrium* 

2.  identification  of  pericardial  echoes* 


3.  anterior  clear  space 
Frecmitions 

1.  pleural  effusions 

2.  right/left  ventricular  chamber  mis- 
identification 

Atrial  Septal  Defect 

1.  jraradoxic  interventricular  septal  motion* 

2.  increased  right  ventricular  chamber  size 

3.  anterior  leaflet  of  mitral  valve  hitting 

interventricular  septum  during  diastolef 
Frecautions 

1.  other  causes  of  left-to-right  shunts 

2.  know  level  at  which  viewing 
interventricular 

OTHER  DISORDERS 
Mitral  I'alue  Frol  apse 

1.  posterior  slumping  of  posterior  leaflet  of 
mitral  valve  during  systole 
Frecautions 

1.  see  slumping  phenomenon  repeatedly* 
Flail  Mitral  Value 
Anterior  leaflet 

— erratic  fluttering  during  diastole* 
Posterior  leaflet 

— early  anterior  overshoot  dm  ing  diastole* 
A ort ic  Insufficiency 

1.  lluttering  of  anterior  leaflet  of  mitral 
valve  during  diastole* 

2.  increased  left  ventricular  chamber  sizef 

3.  discordant  calculated  mitral  valve  flow 
and  left  ventricular  stroke  volumef 

Frecautions 
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1.  otliei  causes  ol  1 luttei  iiig  ol  anterior 
leaflet  of  initi  al  valve  such  as  flail 
mitral  v.ilve  and  atri.il  fib  or  flutter 
Prosthetic  I 'a  hies 
I'cutririilar  Septal  Defect 

1.  identification  of  defect  reiKMtedlyf 

2.  increased  i ight  \ entricular  chamber  si/ef 
(iougenital  Binispid  Aortic  Stenosis 

1.  eccentricity  of  aortic  leaflets  during  diastole 

2.  failure  to  identily  all  three  cuspsf 
Coronary  Artery  Disease 

1.  akinetic  and  dyskinetic  myocardial 
segmentsf 

2.  decreased  taicliac  output 

8.  ventricular  aneurysm-thinning  of 

\entricular  wall  with  paradoxic  systolic 
wall  motion 


Left  Atrial  Myxoma 

1.  abnormal  mass  of  ecinxis  between  mitral 
leaflets  during  diastole  moving  into  left 
atrium  iluring  systole 

Other  Physiologic  hidices  Didirectly  Obtained 

1.  elevated  left  ventricular  and  diastolic 
pressure 

2.  stroke  volume 

3.  mitral  valve  flow 

4.  ejection  fraction 

* =:  jrreretpiisite  es  idence 

f = supportive  evidence 

References  may  be  obtained  from  the  author 
upon  request. 
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Treatment  Continuers  and  Discontinuers 
in  an  Adult  Outpatient  Psychiatry  Clinic 

John  L.  Delk,  Ph.D.*,  and  William  E.  Johnson,  M.A.** 


This  study  compared  two  samples  (of  60 
eticli)  of  patients  in  an  Adidt  Outpatient  Psy- 
chiatry Clinic,  one  group  of  active,  continuing 
patients,  and  one  group  of  ptitietits  who,  wdthin 
the  past  three  years,  liad  tailed  to  continue  treat- 
ment. Comparisons  were  matle  on  17  patient 
and  tieatment  varialtles  — age,  sex,  race,  source 
of  referral,  marital  status,  previous  treatment, 
occupation,  source  of  income,  education,  travel 
distance  to  clinic,  fees  paid,  statns  of  therapist, 
type  of  tlierapy,  nnmher  of  visits  to  clinic,  num- 
ber of  therajjists.  medication  prescribed,  and  di- 
agnoses. Extunination  of  tlifferences  between  the 
groups  has  led  to  suggestions  which  may  help  to 
reduce  the  ntnnber  of  discontinuers.  Possibilities 
for  improved  services  are  discussed  in  context  of 
the  primary  role  of  the  University  Medical  Cen- 
ter as  a teaching  facility. 

During  its  21  years  of  existence,  the  Adult 
Outpatient  Psychiatry  Clinic,  PIniversity  of  Ar- 
kansas Medical  Center,  has  had  over  70,000  pa- 
tient visits.  I'he  majority  of  these  patients  were 
seen  Ijy  medical  student  doctors  in  their  thirtl 
year  of  training  as  jjart  of  their  6-week  clerk- 
ship in  psychiatry.  Currently,  groups  of  12-14 
junior  medical  students  spend  two  half-days  in 
Outpatient  Psychiatry,  precepted  in  their  han- 
dling of  psychiatry  cases  by  the  permanent  stall 
— a psychiatrist-director,  a Ph.D.  psychologist, 
two  social  workers,  one  or  two  psychiatry  resi- 
dents, and  a psychology  intern.  Although  the 
jreiinanent  staff  .see  .some  p.itients  privately,  the 
hulk  of  the  clinic  case  load  is  liandled  by  junior 
students  to  jrrovide  them  cvitli  training  ex- 
periences. 

Like  any  other  treatment  lacility,  outpatient 
])sychiatry  lias  had  patients  who  discontinued 
treatment  prior  to  tlie  therapists'  determination 
that  treatment  objectives  Iiad  been  achieved. 
That  is,  some  patients,  perhaps  as  many  as  60% 
of  the  total  case  load,  have  failed  to  return  for 
appointments  after  treatment  was  begun.  This 

*Associate  Professor  of  Psychiairy,  Associate  Director.  Adult  Out- 
patient Psychiatry’  Clinic,  University  of  .Arkansas  Medical  Center, 
Little  Rock,  Arkansas  72205. 

•^Psychology  Examiner.  Department  of  Psychiatry,  University  of 
Arkansas  Medical  Center,  Little  Rock.  .Arkansas  72205. 


stiuly  was  conducted  in  hope  of  discovering  what 
patient  and  treatment  variables  were  associated 
with  the  discontinuing  of  the  treatment  pro- 
gram, so  that  both  service  and  training  could  be 
improved. 

METHOD 

•Sixty  names  of  patients  were  randomly  drawn 
from  the  active  patient  card  file.  The  medical 
records  of  these  patients  were  carefully  examined 
for  information  pertinent  to:  age,  sex,  race, 
.source  of  referral,  marital  status,  previous  treat- 
ment, occupation,  source  of  income,  education, 
travel  distance  from  home  to  clinic,  fees  paid, 
status  of  therapist,  type  of  therapy,  number  of 
visits  to  clinic,  number  of  therapists  seen  at 
clinic,  medication  prescribed,  and  diagnoses  car- 
ried. This  group  is  hereafter  referred  to  as  the 
treatment  continuers. 

A second  sample  of  60  names  was  randomly 
tlrawn  from  the  inactive  card  file.  In  order  to 
be  included  in  this  group  the  card's  last  entry 
had  to  show  a cancellation  of  appointment  or  a 
failure  to  keep  ajrpointment  and  the  entry  had 
to  have  been  made  within  tlie  last  three  years, 
rite  medical  records  of  tliese  60  patients  were 
also  .scrutinized  to  obtain  the  same  kinds  of  in- 
formation as  described  above.  This  group  is 
hereafter  referred  to  as  the  treatment  discon- 
tinuers. 

It  should  be  noted  that  the  two  groups  were 
not  totally  dichotomous,  since  it  seems  probable 
that  some  of  tlie  patients  in  the  treatment  con- 
tinuer group  (i.e.,  active  patients)  will  at  some 
point  in  time  become  treatment  discontinuers. 
However,  it  appeals  reasonable  to  believe  that 
any  differences  obtained  between  the  two  grottps 
wotdd  have  been  enJuinced,  rather  than  dimin- 
ished, if  the  two  samples  had  been  ptire. 

RESULTS  AND  DISCUSSION 

Table  1 stimmarizes  the  comparisons  between 
treatment  continuers  anti  discontinuers.  The 
mean  age  of  contiiniers  was  found  to  be  6 years 
greater  than  that  of  discontinuers  (p  < .01), 
with  over  61%  of  tli.scontinuer.s  being  25  years 
of  age  or  younger,  d’he  distribution  by  sex  was 


92 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


John  I,.  Pli.I),,  and  Wii  i.iam  E.  Johnson,  M.A. 


itlcnticiil  lor  both  groups:  lunvevei,  leiiKile  pa- 
lienls  wcie  loiiiul  to  cttmprisc  tlie  gieai  majority 
(78%)  ol  the  Outpatient  Psychiatry  Olinic's  case 
load  (p<.()()l).  1 his  liucling  is  not  surprising 

since  it  is  consistent  with  national  surveys^  - 
which  indicate  that  lemale  jjatients  greatly  otit- 
nnmher  male  patients  in  psychiatric  care  centers. 
According  to  leminists  in  the  mental  health 
field,-*  one  leasou  lor  tlie  greater  number  of  fe- 
male psychiatry  patients  is  tlie  increasing  desire 
of  women  to  escape  tlie  sex-role  stereotyping  of 
housewife  and  sex  object  which  results  iti  height- 
ened anxiety  and  guilt  feelings.  Other  ex|ilana- 
tions  for  the  relatively  small  percentage  of  male 
patients  appear  to  be  the  male's  greater  reltic- 
tance  to  admit  emotional  problems  aiul  the 
comparatively  greater  difficulties  of  men  to  come 
to  the  clinic  dtiring  its  daytime  operation.  To 
compensate  for  the  ciinic's  relative  inaccessibility 
to  working  men  and  couples,  evening  hours  of 
operation  are  being  considered. 

TABI.K  1. 

Siiiiiniarv  of  Coinpaiisoiis  Bttweeii  Treatment 
Continuers  and  Discontinuers 
In  tlie  It.AMC  .\dnlt  Ont|jatient  Psychiatry  Clinic 

■Statistical 

Variable  Finding  Significance 

1.  -Age  — Coiuimicrs  (3  years  older  on  average  - p < .01 

2.  Sex  — No  difference  between  Ciontimiers  and 
Discontinuers,  hut  78%  of  total  sample 

female  - ji  <;  .001 

3.  Race  — No  difference  betveen  Continuers 
and  Discoiuitniers.  and  % Blacks  in  total 
sample  not  significantly  different  from  20% 


in  Greater  Little  Rock  area  _ not  sign. 

4.  Soitrce  of  Referral  — No  difference  lietwcen 

Contintters  and  Discontinuers  __  not  sign. 

5.  Nfarital  Status— More  separated  in 

Discontintiers  p .05 

6.  Previous  Treatment  — Non  or  private  great- 

er in  Disiontinuers,  and  another  T.VMC 
Cdinic  greater  in  Discontinuers  _ p <;  .05 

7.  Occtipation  — Higher  occupational  levels  in 

Discontinuers  _ P < ••^’1 

8.  Sotirce  of  Iticome  — Salary  or  hourly  wage 

likely  in  Discemtinuers,  welfare,  unknown  or 
profits  in  Continuers  ...  p % .05 

9.  F.clucation  — Higher  in  Discontinuers,  partic- 
ularly in  8 years  or  more  categories  p <;  .05 

10.  I raveling  Distance  — No  difference  lietween 

Contintters  and  Discontinuers  not  sign. 

11.  Pay  Scales— More  Ciontinuers  jiay  reduced 

fees.  ..  p <;  .05 

12.  1 ype  1 herapist  — More  Discontinuers  with 

JMS,  less  with  faculty  p <;  .05 

13.  Type  Therapy— More  Discontinuers  with 

individual  only,  less  with  combination  |)  % .05 


II.  .Numlter  of  Visits  — Contintters  average  20 

more  visits  p < .0(11 

15,  Nttmber  of  T herapists  — Contintters  average 
5.0  more  therapists,  big  loss  ot  DiscotUintters 

at  1st  and  2nd  change  p < .001 

10.  Medication  — More  Clontinuers  on  cotnbina- 

tioit,  titore  Discontintters  on  none  . p % .05 

17.  Diagnosis  — M ore  DiscotUintters  diagnosed 
as  netitotic,  contintters  diagnoses  more 
varied  . ...  p <;  .02 


The  (li,sti  ibitfitm  of  Bhicks  anti  W'hite.s  were 
not  significantly  different  for  treatment  con- 
tintters and  discontintters.  Nor  was  the  percent- 
age of  Blacks  (22%)  seen  by  the  clinic  signilicant- 
ly  diffeient  Ironi  the  percentage  of  Blacks 
in  the  general  popitlation  of  the  state  of  Aikan- 
sas  ;md  the  Greater  Little  Rock  area.^  As  shown 
in  Etible  I,  sotirces  of  referral  of  patients  in  the 
two  groitps  were  not  significantly  different,  al- 
though there  was  a relatively  greater  number  of 
ptttients  in  the  discontiniter  group  referred  by 
M.D.’s  in  private  practice.  1 his  trend,  although 
of  insufficient  strength  to  gain  statistical  sig- 
nificance, ajipears  to  be  consistent  with  other 
comparisons  which  show  that  discontinuing  pa- 
tients tend  to  be  of  somewhat  higher  socioeco- 
nomic status. 

The  marital  status  categories  showing  the 
greatest  amount  of  variance  (p  < .05)  are  “sin- 
gle" (greater  for  continuing  patient.s)  and  “sejj- 
arated"  (greater  for  discontinuing  patients).  Why 
there  should  be  a greater  number  of  single  |ia- 
tients  in  the  continuing  groujr  is  not  entirely 
clear,  particularly  in  light  of  the  fact  (presented 
eailier)  that  continuers  are,  on  the  average,  0 
years  older  than  discontinuers.  d'hc  greater  ten- 
dency towaid  unmarried  status  for  continuers, 
along  with  a generally  older  age,  could  reflect 
relatively  greater  i n t er pet  so n a 1 coiillicts  and 
social  isolation  lor  the  continuing  gioup.  On  the 
other  hand,  discontinuers  outtuimber  continuers 
7 to  1 in  the  “separated"  category.  I his  disparity 
jiiobably  leflects  mote  of  a “ci  isis  state"  involv- 
itig  se|)aration  fiom  spouse,  which  initi.illy 
prom|)ted  these  patients  to  come  to  the  clinic. 
Once  adjustment  to  the  separation  h.id  occiiried 
or  the  maiital  conflict  resolved  tluough  cither 
reconciliation  or  divorce,  there  was  a stiong 
tendency  to  cliscontinne  tieatment.  Ehe  data 
also  indicate  ([)  < .0,5)  that  cl  i scoti  t i tt  u ei  s at  e 
more  likely  to  have  had  no  pievious  treatment 
and,  particularly,  no  previous  contact  with  the 
Ihiiversity  Hospital. 
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Wliile  over  half  of  each  group  was  unem- 
ployed. there  is  a tendency  (p  < .01)  for  the  dis- 
continuers  to  hold  somewhat  higher  occupa- 
tional training  levels,  d'his  finding  is  consistent 
with  other  socioeconomic  comparisons.  Discon- 
tinuers  tend  more  often  (p  < .05)  than  con- 
tinuers to  be  salaried  or  to  work  for  hourly 
wages,  while  coutinuers  tend  either  to  have  un- 
known sources  of  income  or  to  rely  on  profits, 
odd  jol)s.  or  welfare.  I'reatment  discontinuers  are 
moie  apt  (p  < .05)  to  have  completed  more  than 
eiglit  years  of  schooling  titan  are  continuers,  al- 
though five  continuers  and  no  discontinuers  had 
conijtleted  a four-year  college  curricidum. 

Prior  to  this  study,  it  seemed  that  greater  travel 
distance  to  the  clinic  by  discontinuers  would  be 
a discriminating  variable.  As  shown  in  Table  1, 
however,  travel  tlistance  is  not  a statistically  sig- 
nificant factor  in  patients’  decision  to  discon- 
tinue treatment.  This  is  true  even  though  12 
discontinuers  to  5 continuers  resided  within  a 
26-100  mile  range  from  the  clinic.  Since  over 
75  per  cent  of  tlie  total  patient  load  comes  from 
the  Greater  Little  Rock  area  (?:=  25  miles  from 
the  clinic),  the  12  to  5 ratio  in  the  26-100  mile 
category  becomes  statistically  insignificant. 
Nevertheless,  for  a given  patient  travel  distance 
to  the  clinic  may  lie  the  overriding  factor  in  his 
decision  to  discontinue  treatment. 

.\t  the  University  of  .\rkansas  Medical  Center, 
like  many  other  state-supported  institutions,  the 
si/e  ot  the  fees  for  service  charged  to  a patient 
is  in  part  dependent  upon  his  al>ihty  to  pay.  A 
comparison  of  the  numher  in  each  treatment 
group  wlio  paid  reduced  fees  with  those  who 
paid  full  fees  was  maile.  It  was  found  (p  < .05) 
that  discontinuers  are  more  likely  than  con- 
tinuers to  be  full-fee  jjatients.  I'his  finding  is 
consistent  with  other  data  herein  presented 
which  indicate  highei  etlucational,  vocational, 
and  socioeconomic  status  for  discontinuers  than 
for  continuers. 

1 he  classilications  of  therapists  for  patients 
in  the  two  treatment  groups  were  analyzed,  d'he 
data  revealed  (p  < .05)  that  patients  who  dis- 
continue treatment  are  more  likely  to  h;ive  been 
.seen  by  junior  medical  students  tlnin  by  perma- 
nent facidty  who  are  least  likely  to  have  patients 
discontinue.  While  experience  (or  lack  of  it)  of 
the  therapist  may  be  a ftictor  in  the  decision  to 
discontinue,  theie  are  other  variables  involved 


which  seem  to  he  very  potent.  First,  there  is 
probably  a process  of  selection  that  occurs  when 
permtinent  faculty  consider  engaging  in  the  di- 
rect delivery  of  service  which  residts  in  the  per- 
manent facidty  choosing  those  patients  who  are 
more  motivated,  verbal,  interesting,  etc.  Second, 
the  numher  of  therapists  a patient  sees  (discussed 
below)  confounds  the  issue  of  classification  of 
therapist.  Since  there  is  a gieat  turnover  in  the 
junior  medical  student  category  (due  to  the  six- 
week  rotation  schedule),  the  factor  of  the  thera- 
pist's experience  is  inextricably  confounded  with 
the  number  of  therapists  a patient  sees. 

"Fhe  ty}>es  of  therapy  offered  to  the  two  treat- 
ment groups  were  compared  anil  the  data  indi- 
cate that  a greater  range  of  therapeutic  modali- 
ties were  tailored  for  the  continuers,  while  virtu- 
ally all  the  discontinuers  (97%)  were  seen  in 
individual  therapy  (p  < .05).  Since  almost  all 
new  patients  are  seen  initially  in  individual 
therapy,  the  data  may  mean  that  discontinuers 
failed  to  return  for  treatment  before  allocation 
to  the  appropriate  treatment  modality  (e.g., 
group,  family,  conjoint)  could  be  made. 

A comparison  between  treatment  continuers 
and  treatment  discontinuers  in  regard  to  number 
of  visits  made  to  the  clinic  was  made.  Continuers 
averaged  26  more  visits  than  did  discontinuers  — 
31.87  to  5.77  (p  < .001).  Of  the  discontinuers, 
26  (93%)  failed  to  contiuue  after  1-3  visits,  and 
another  28  (47%)  failed  to  continue  after  4-10 
visits.  On  the  other  hand,  24  (40%)  of  the  con- 
tinuers had  made  more  than  25  visits  to  the 
clinic,  with  five  having  made  more  than  125 
visits.  Wdiile  there  would  seem  to  be  built  into 
the  study  an  expected  relationship  between  the 
number  of  visits  aud  coutinuing/discontinuing, 
it  should  he  remembereil  that  the  numher  of 
visits  to  the  clinic  was  in  no  way  involved  in 
the  criteria  for  selection  of  the  two  samples.  At 
any  rate,  the  figures  reveal  that  90%,  of  the  dis- 
continuers  faileil  to  continue  treatment  after  10 
or  fewer  visits  to  the  clinic. 

Continuers  saw  on  the  average,  8 different 
therapists,  while  discontinuers  averaged  only  2.4 
therajiists  (p  < .001).  Fight  of  the  continuers 
saw  more  than  20  different  therapists  and  43%, 
of  the  coutinuers  saw  moie  than  four  therapists. 
On  the  other  hanil,  40%,  of  the  discontinuers  saw 
only  one  therapist  and  another  32%  saw  two 
therapists.  In  other  words,  72%,  of  the  discon- 
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tiimers  failed  to  returii  for  treatineiit  after  see- 
ing only  one  or  two  therajMsts.  From  these  data 
it  woidd  ;ipj)ear  th;it  a sehednled  (or  anticipated) 
change  iti  therapist,  or  finding  a different  thcra- 
j)ist  upon  return  to  the  clitiic  is  highly  associatetl 
with  discontinuing  treatment.  However,  once 
ailjiistment  is  made  to  the  initial  change  in  ther- 
apist, further  therapist  replacement  a|)pears  to 
he  accepted  or,  at  least,  tolerated. 

Discontinuers  were  more  likely  than  con- 
tinuers (37%  to  1H%,)  to  have  received  no  medi- 
cation (p  < .0.5),  whereas  a combination  of  medi- 
cations was  mote  olten  pi  escribed  for  continuers 
than  for  discontinuers  (50%,  to  35%,).  Of  the 
()0  discontinuers,  10  (73%,)  carried  a diagnosis 
within  the  psycho-tieurotic  classificaticjn,  con- 
trasted to  only  (*17%)  of  continuers  .so  classi- 
fied (p  < .02).  Diagnoses  of  continuers  are  more 
varied  than  those  of  di,scontinuers,  and  tend  to 
reflect  more  .severe  and  resistant  disorders.  In 
some  ways  the  data  suggest  that  those  who  dis- 
continue treatment  have  milder  problems  and 
are  in  less  need  of  prolonged  treatment  than  are 
those  who  choose  to  continue  therapy.  However, 
a larger  jxircentage  (70%,)  of  discontinuers  have 
depression  associated  with  their  disorder,  com- 
pared to  only  40%,  of  continuers. 

CONCLUSION  AND  PROGRAMMATIC  CHANGES 

Of  the  variables  which  have  been  found  to  be 
significantly  related  to  a patient’s  decision  to 
discontinue  treatment,  change  of  therajrist  ap- 
pears to  be  of  paramount  importance.  Lbilike 
practice  in  some  other  medical  specialties,  ef- 
fective phychiatric  treatment  retpiires  develop- 
ing and  maintaining  a good  interpersonal  rela- 
tionship with  the  patient.  Changes  of  therapists 
are  obviously  disruptive  of  this  relationshi])  and 
sometimes  anti-therapeutic.  However,  because  of 
the  University  Hospital's  primary  role  as  a teach- 
ing lacility  for  medical  students,  and  because  of 
the  six-week  rotation  of  junior  students  through 
clerkships  in  various  specialties,  this  problem 
cannot  be  entirely  eliminated.  I'he  effects  of 
therapist  replacement  can  be  softened  somewhat 
by  strengthening  those  elemetits  in  the  treatment 


program  that  enhance  the  jjerception  ol  con- 
tinuity in  the  eyes  of  the  patient. 

It  has  long  been  standard  procedme  in  the 
.\dult  Outpatient  Psychiatry  Clinic  to  give  to 
each  patient  an  individual  ajtpointment  time 
aiul  to  assign,  specifically,  a medical  student  to 
each  patient  along  with  a permanent  staff  mem- 
ber as  preceptor.  .Students  are  encotiraged  to 
study  the  jxiticnt's  case  history  and  consult  with 
his  |)receptor  before  his  initial  contact  with  a 
patient.  Preceptors  can  be  a stabili/ing  foice  to 
olfset  the  effects  of  student  turnover  by  making 
fiecjuent,  although  brief,  contacts  with  patients 
after  they  are  seen  by  student  therapists.  How- 
ever, prece|rtor- patient  relationships  have  to  be 
somewhat  delicate  to  avoid  underscoring  the 
status  of  the  student  and  thereby  diminishing 
the  patient's  coididence  in  his  role  as  therapist. 

■Since  this  research  was  undertaken,  several 
changes  have  been  made  in  the  clinic.  Midwas 
in  the  clerkship  a feedback  session  is  held  with 
the  students,  and  at  the  end  of  the  clerkshi|>  they 
are  invited  to  complete,  anonymously,  a cpies- 
tionnaire  related  to  their  clerkship  experience. 
1 here  are  reading  assignments,  lectures,  and 
demonstrations  which  focus  on  the  following 
tcjjiics:  orientation,  interviewing,  outpatient 
psychiatric  care,  chemotherapy,  psychological 
evaluation,  short-term  psychotherapy,  group  psy- 
chotherapy, Jacobson’s  progressive  relaxation 
technitpie,  biofeedback  technitpies,  .State  Mental 
Health  agencies  and  resources,  aiul  behavioi 
modification  procedures.  AVeekly  staff  meetings 
are  also  held. 

It  is  hoped  that  these  additions  will  result  in 
both  improvetl  training  and  better  patient  care 
which  will  be  reflected  in  a smallei  ])ercentage 
of  patients  who  discontinue  treatment. 
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ELECTROCARDIOGRAM 


MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  Medical  Center 
(See  Answer  on  Page  103) 

The  patient  was  a 55-year-o!d  male  who  had  chronic  obstruction  pulmonary 
disease.  He  developed  chest  pain  and  dyspnea  and  was  admitted  to  the 
hospital. 

ECG  OF  THE  MONTH 


Robert  T.  Bulloch,  M.D. 
Professor  of  Medicine 
Chief,  Cardiology  Section 
University  of  Arkansas  Medical  Center 
Little  Rock,  Arkansas  72205 
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THE  WRIST  EXTENSION  CAST: 

for  fractures  of  the  metacarpals  and  phalanges 

Philip  H.  Johnson,  M.D.* 


T.C  oreal  majority  ol  tractures  ot  the  meta- 
carpals  and  phalanges  are  “stable"  and  can  be 
ellectivcly  treated  I)y  manipnlation  and  im- 
mobilizationd  Only  unstable  olrlitpie  or  com- 
minuted fractures,  as  those  involving  the  jcjint, 
retpiire  closed  or  open  reduction  witit  K-wire 
fixation,  d he  fractured  finger,  however  simple, 
shonld  never  be  lightly  regarded  as  it  may  later 
pose  functional  problems.  Immolrilization  in 
“the  position  of  function”  lias  long  been  recog- 
nized as  retpnred  for  almost  every  hand  injury. 
It  will  be  the  purpose  of  this  article  to  describe 
an  ideal  means  of  immobilization  and  outline  a 
method  of  treatment  easily  carried  ont  in  the 
office. 

A short  arm  cast  with  the  wrist  in  at  least 
60  degrees  extension  is  the  cornerstone  of  this 
method.  It  provides  the  very  foundation  upon 
which  the  treatment  rests,  d'he  redtiction,  which 
is  tisnally  easy  to  obtain, “ must  be  securely  main- 
tained for  three  weeks. 

Metacarpal  and  phalangeal  fractnres,  exclud- 
ing the  thtnnb,  have  a characteristic  appearance. 
Fractnres  of  the  metacarpals  are  angnlated  dor- 
sally.  Fractnres  of  the  proximal  and  middle 
phalanx  are  angnlated  volarly  (Fig.  1).  The 
rare  exception  is  the  fracture  of  the  proximal 
one-fonrth  of  the  middle  phalanx  which  will  not 
be  consideied.  d'he  reason  for  this  typical  angu- 
lation, in  both  cases,  is  due  to  the  pull  of  the 
interosseous  muscles  and  the  extensor  mecha- 
ni.sm.i"'*’^  Fractnres  of  the  distal  phalanx,  ex- 

*Little  Rock  Ortliopcdic  Clinic,  P.A.,  Po.st  Office  Box  ,5270, 
I.ittle  Rock,  .Arkansas  72205. 


elusive  of  the  joint,  are  distal  to  these  tendon 
forces  and  are  treated  as  soft  tissue  injuries  only. 

Angulation  and  rotation  must  be  corrected  at 
the  time  of  reduction.'* 

d’he  Metacarpal  (including  Boxer's  Fracture, 
Fig.  2):  The  di.stal  fragment  is  reduced  to  the 


MC 


riginc  I . — Mctacarijal  and  plialangcal  fiaclnics  witli  tlicii 
t liai  act  eristic  angulation. 


Figure  2-a.  — Boxer’s  Fracture. 

Figure  2-1).  — Reduced  and  immoi)ili/cd  in  cast. 
Figure  2-c.  — 4 weeks  post  reduction. 
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The  Wrist  Extension  Cast;  for  fracttres  oe  the  metacarpals  and  phalanges 


proximal  Iragmeiu  Ijy  pushing  upward  on  the 
linger  with  tlie  MP  joint  in  90  degrees  flexion. 
In  this  position  the  collateral  ligaments  at  the 
.\IP  joint  are  maximally  taunt  allowing  control 
of  the  distal  fragment.  The  MP  joint  and  PJP 
joint  are  secured  firmly  in  70-80  degrees  flexion. 
Ehe  finger  of  the  involved  metacarpal  must  Ire 
splinted. 

rite  Phalanges  (Figs.  3 4):  Traction  and 

flexion  during  manipulation  are  sufficient  to 
oirtain  accurate  reduction.'*  Elie  reduction  is 
easilv  maintained  Iry  keeping  the  finger  in  70-80 
degrees  flexion  at  the  .MP  and  PIP  joints.  With 
finger  flexion,  tension  is  placed  on  the  collateral 
ligaments  and  intrinsic  muscles  aiding  in  axial 
stability  of  the  fracture.'* 

THE  METHOD 

.\nesthesia  for  the  involved  finger  is  obtained 
by  regional  nerve  block.  Injection  into  the  frac- 
ture site  produces  undesirable  swelling,  making 
reduction  more  difficidt  to  assess.  1 lie  ulnar 
nerve  is  easily  blocked  at  the  elliow  with  5-8  cc. 
of  1%  Xylocaine.  d ins  provides  complete  anes- 
thesia for  tlie  little  finger  and  anesthesia  for  the 
ulnar  one-half  of  the  ring  finger.  The  median 


Figure  3*a.  — Angulated  fractures  of  ifie  middle  phalanx  of  the 
long  and  ring  fingers. 

Figure  3-b.  — Reduced  and  immobilized  in  cast  with  fingers 
taped. 

Figure  3-c.  — 6 weeks  post  reduction. 


ner\e  at  the  wrist  is  easily  found  just  radial  to 
the  pahnaris  tendon  and  is  blocked  with  the 
same  preparation.  It  provides  good  anesthesia 
for  the  index,  middle,  and  radial  half  of  the 
ring  finger.  This  may  be  supplemented  by 
suijcutaneous  infiltration  of  the  radial  nerves  on 
the  dorsum  of  the  hand. 

Once  the  block  or  blocks  have  been  accom- 
plished, and  before  phalangeal  reduction,  the 
wrist  extension  cast  is  applied.  Plaster  extends 
from  ijelow  the  elbow  to  the  proximal  palmar 
crease  and  permits  a full  90  degrees  flexion  at 
the  MP  joints  (Fig.  5).  T he  wrist  is  immobilized 
in  at  least  60  degrees  of  extension  (Fig.  3-b). 
While  the  plaster  is  drying  the  transverse  meta- 
carpal arch  is  molded  into  the  cast.^  If  a meta- 
carpal fracture  is  being  treated,  it  is  reduced  at 
this  time,  holding  the  MP  joint  in  90  degrees 
flexion  and  pushing  upward  on  the  distal  frag- 
ment (Fig.  2).  If  the  fracture  is  of  the  proximal 


Figure  4-a.  — Fracture  base  of  the  fifth  proximal  phalanx 
angulated  volarly  40°. 

Figure  4-b.  — Reduced  and  immobilized  in  cast  with  the  ring  and 
little  fingers  taped. 
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or  iniclclle  plialanx  it  is  icdiiccd  alln  die  (tisl 
lias  heeome  linn.  In  either  ease  the  linger  is 
secured  in  ;i  position  ol  llexion,  o\er  ;i  small 
roll  ol  cotton  A\"ehril,  with  one-htdl  inch  ;icl- 
hesive  tajK'.  l ajH.'  stnipping  is  begun  over  the 
clorsnin  ot  the  proximal  pindanx  ;md  brought 
clown  either  side  ol  the  iingei  and  linally  secured 
to  the  ta]x‘  previously  wr;i])peci  tibont  the  c;ist  ;it 
the  wrist.  The  lip(s)  ol  the  injnred  linger(.s)  is 
taped  toward  the  navicular  tuberosity  to  insure 
proper  aligtmient.  I'lie  linger  tip  and  nail  is 
left  free  of  tajx'  as  a further  check  for  rotation 
and  adecptacy  of  cit  cnlation.”  .\n  tidjacent  finger 
is  nsnally  seemed  in  a similar  fashion  to  maiti- 
tain  better  alignment,  rotation,  and  rest  for  the 
fracture  digit.  Roller  gan/e  is  now  wrapjx^cl 
about  the  immobilized  fingers  and  cast,  for  fur- 
ther security. 

Immobilization  is  mainttiitied  with  the  fingers 
taped  for  three  weeks,  d he  tape  strapping  is 
then  removed  and  the  cast  is  left  in  place  for 
at  least  an  additional  week  for  two  reasons.  Fin- 
ger flexion  is  aided  by  .strong  wrist  extension, 
and  the  MP  joints  in  a position  of  rest  fall  into 
flexion.  During  this  time  active  exercises  are 
strongly  encouraged.  X-ray  union  at  3-4  weeks 
is  never  .seen,  however,  will  eventually  occur. 
Non-union  in  these  fractures  is  extremely  rare. 


I ()-a.  — Fraduic  al  ihc  base  ol  (Ir*  filth  proximal  phalanx 

anKuiatt.d.  malioiatcd,  and  invoUins  the  ioinc. 
l iKuu*  b-l).  — Post  rediKlion  x-ray. 
l iRurc  O-c.  — I weeks  later. 

DISCUSSION 

.Most  authors  in  describing  the  best  position 
for  immobilization  of  these  Iractures  recommend 
\arying  degrees  of  finger  flexion  or  simply  lec- 
ommend  “the  position  of  function. " Kaplan, 
however,  recommended  for  both  liactmes  ol  the 
metacarpal  and  phalanx  a “lull  plaster  cast  ex- 
tending np  the  forearm  in  slight  dcjrsiflexion. 
Kilbourne  recommends  “a  light  cast  a[rplietl  from 
the  distal  forearm  to  the  plantar  crease  with  the 
wrist  in  40  degrees  flexion."'*  Wrist  extension 
in  a well  molded  cast  is  essential  for  two  basic 
lea.sons. 

(1)  Rotation:  .\s  each  individual  finger  is 
flexed  toward  the  palm  with  the  wrist  extended, 
it  will  point  to  the  navicular  tuberosity.  4 his 
is  the  direction  to  which  the  involved  finger(s) 
should  be  directetl  during  reduction  and  to 
tvhich  it  should  be  immobilized.  Only  in  this 
manner  can  proper  rotation  be  insured.  .Sutro 
strongly  emphasized  this  principle  and  described 
the  application  of  a “Plaster  of  Paris  Mitten'’ 
incooperating  all  the  fingers.'  He  recommended 
releasing  the  nninvolved  lingers  by  the  tenth 
day  for  jxriods  of  exercise.  I he  fractured  digit 
tvas  not  distnrbetl  for  a full  three  weeks.  4 he 
cast  itself  was  maintainetl  lot  six  to  .seven  weeks. 

(2)  Collateral  Ligament  Contracture:  Ihe 
collateral  ligaments  at  the  metacarpophalangeal 
joints  and  to  a lesser  extent  the  PIP  joints  aic 
lax  in  extension  atid  taunt  in  flexion.  Injury 
of  the  metacarpal  or  jrroximal  phalanx  about 
the.se  joints  jtrotlnces  etlema  and  swelling  of 
tissues.  Contracture  of  collateral  ligaments,  loose 
ill  extension,  may  later  produce  an  extension  de- 
formity of  the  finger.  4his  potential  complica- 
tion is  prevented  by  splinting  the  MP  and  PIP 
joints  in  80  tlegrees  flexion.  With  the  wrist  ex- 
tended 60  degrees  or  more  yon  will  notice  this 
is  the  “position  of  comfort.”  .After  the  finger 
taping  has  been  removed  at  three  weeks,  while 
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Doctor  .... 
Shouldn’t  You 
Contribute  To 
M.  E.  F.  F.  A.  ? 

® Your  Contribution  Is  Tax  Deductible 

• You  May  Earmark  Funds 

• You  May  Contribute  Cash,  Books,  Life  Insur- 
ance, Land  Instruments,  Stamp  and  Coin  Col- 
lections, Works  of  Art,  Securities,  etc. 

When  You  Contribute  You  Help  Achieve  the  Ob- 
jectives of  the  Foundation  Which  Are  Set  Forth 
in  The  Charter  Under  the  Purposes: 

1.  To  engage  in  and  carry  out  scientific  re- 
search, charitable,  educational  and  scien- 
tific activities  and  projects. 

2.  Assist  medical  students  in  the  pursuit  of 
their  education. 

3.  To  administer  governmental  programs 
and  grants. 

4.  To  accept  and  hold  as  assets  of  the  cor- 
poration in  trust  or  otherwise  consistent 
with  its  other  charitable  purposes. 

One  Way  You  Can  Support  Your  Foundation  Is 
by  Completing  the  Bequest  Form  Below  and 
Mailing  to; 

ARKANSAS  MEDICAL  SOCIETY 
P.  O.  Box  1208 
Fort  Smith,  Arkansas  72901 


M.  E.  F.  F.  A. 

Form  of  Bequest 

I give  and  bequeath  to  the  Medical  Education 
Foundation  for  Arkansas,  the  sum  of  . . 

dollars  ($ ) 

to  be  used  by  the  Board  of  Trustees  of  the  Foun- 
dation for  _ 

(state  purpose  of  gift  if  restricted) 

Signed  


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported;  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


SEARLE 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


Pmi.ip  H.  Johnson,  M.l). 


nuiiiitaining  the  east,  the  MP  joint  hills  into 
the  Hexed  jxtsition  during  periods  of  rest.  'Phis 
obviates  eontimied  innnobili/.ation  for  fingers 
still  edematous  and  prevents  late  eontraeture. 

Fractures  incolving  joint  surhices  retpiire  pre- 
cise reduction,  usually  o]X‘n,  with  pin  fixation, 
hut  some  may  he  managed  with  this  technitpie 
(Fig.  6). 

CONCLUSION 

Stable  angulated  fractures  of  the  metacarpals, 
proximal  and  middle  phalanges  (exclusive  of  the 
thumb)  share  many  things  in  common.  The  most 
im])ortant  of  these  is  the  position  of  immobiliza- 
tion. rite  wrist  extension  cast,  in  at  least  60 
degrees  of  extension,  is  the  cornerstone  of  this 
closed  method  of  treatment. 


HIBI.IOC.R.MniY 

1.  I'latt,  .‘\.  K.;  1 lie  Care  of  Minor  Ilarul  Injuries.  C.  V. 
Moshy,  1<I72. 

g.  Ka[)lan,  1.:  The  Management  of  Hand  Injuries.  S.  ,Afr. 
Med.  J.  14:1(111-5,  Sept.,  1970. 

3.  Kilbonrne.  H.  C..  and  Paid,  K.  G.:  Tlie  Treatment  of 
Industrial  Hand  Injuries  111.  Hone  and  Joint  Injuries. 
(,  ()ccni>.  Med.  3:123-8,  Mar.,  1961. 

4.  Mital,  M.  .\.,  et  al.:  Fiactnres  and  Dislocations  .Ahotit 
the  Distal  Forearm,  W’rist,  and  Hand.  Progress  in 
treatment  in  the  last  decade.  Am.  Snrg.  124:660-5, 
Nov.,  1972. 

5.  Mansoor.  I.  A.:  Fractures  of  the  Proximal  Phalanx  of 
Fingers.  J.  Bone  Joint  Snrg.  51;\:196,  1969. 

6.  Sandzen,  S.  C.,  Jr.:  Ideating  .-\cute  Hand  and  Finger 
Injuries.  Am.  Fam.  Phy.  9:100-17,  June,  1974. 

7.  Sutro,  Chas.  J.:  Fracture  of  Metacarpal  Bones  and 
Proximal  Manual  Phalanges.  .Am.  J.  Snrg.  81:327-332, 
Mar.,  1951. 


PUBLIC  HEALTH  AT  A GLANCE 


WIC  in  Arkansas 


Mrs.  Yvonne 

Joining  April  1975,  3,775  women,  infants 
and  children  (under  four  years  of  age)  were  pro- 
videtl  sup|)lemental  foods  in  a 14-county  area  of 
Arkansas. 

d'lie  Sjiecial  Supplemental  Food  Program  for 
Women,  Infants  and  Children  (WIC  Program), 
authorized  liy  an  amendment  to  the  Child  Nu- 
trition Act,  j)rovides  cash  grants  lo  State  Ileallh 
Departments  aiul  approved  local  health  clinics 
for  the  pin  |jo.se  of  providing  specified  nutritious 
food  supplements  to  pregntmt  anti  lactating 
women,  infants  and  children  up  to  fotir  years 
of  age  who  are  nutritional  risks  because  of  in- 
adecpiate  income,  d'iic  pittgram  is  administeretl 

‘■.Administrative  .Assistant,  Division  of  Maternal  and  Child  Health, 
.Arkansas  Department  of  Ileallh,  4815  W'est  Markham.  I.itlle  Rock, 
.Arkansas  72205. 


Medley* 

by  the  I)ep;utnicni  of  Agricnltui e's  Foot!  and 
Nutrition  Service  (FNS). 

FNS  has  now  approved  375  project  areas  in 
49  suites,  Puerto  Rico  ;uul  the  \'irgin  Islands  to 
])arti(  ijrate  in  the  ^VdC  Program.  1 hese  project 
areas  h;i\c  an  approved  monthly  c;iselo;id  of 
737,099  foi'  fiscal  ye:ir  1975.  l^'nnds  for  the  ^VIC 
Program  for  FV  1975  inclutle  .|109  million  under 
approjjiitu ion  autliority  plus  iarrv-o\er  awiihible 
from  unexpendctl  fiscal  yc;ir  1974  monies. 

Jn  order  to  fulfill  tlie  Congression;il  niiuulate 
to  assess  the  benefits  of  the  \\dC  Piogram.  the 
Dep.utineut  is  conducting  two  ev;du;it ions.  1 he 
dctiiiled  medical  ev;dualion  is  tlesigned  to  de- 
teiinine  the  nutritional  ;uid  medical  liencfits  of 
foods  providetl  to  jirogram  partici jiants.  f he 
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WIC  COUNTIES  IN  ARKANSAS,  1975 


otliei  evaluation  will  exaniiiie  the  clliciency.  el- 
fectiveness,  and  operational  costs  ol  the  variotis 
state  and  local  lood  delivery  systems  heiiyi*  used 
to  reach  the  target  popidation.  I’hree  counties 
in  Arkansas  are  indnded  in  this  evaluation. 

Individuals  are  eligible  to  participate  in  the 
WdC  Program  if  they: 

a.  Are  in  the  sjrecilic  population  target  group: 

— pregnant  wtjmen 

— all  post-parttim  women  tip  to  six  weeks  and 
lactating  women  up  to  one  year  after  de- 
livery 

— infants  under  1 year  of  age 

— children  under  4 years  of  age 

h.  Are  determined  by  a competent  professional 
(physicians,  nutritionists,  legistered  nurses, 
dietitians  and  other  health  officials)  on  the 


stalf  of  the  ItKal  agency  to  need  supplemental 
foods  because  of: 

— known  inadeqtiate  nutritional  patterns;  or 

— high  incidence  of  nutritional  anemia;  or 

— inadecpiate  or  deficient  patterns  of  growth; 
or 

— high  rates  of  prematurity  or  miscarriage 

c.  Reside  in  an  ajjproved  project  area;  and 

d.  Are  eligible  for  free  or  redticed-cost  medical 
treatment  by  the  local  agency  which  serves 
the  project  area  wherein  they  reside. 

The  legislation  which  established  the  WIC 
Program  re(|uired  the  jtrovision  of  stipplemental 
foods  containing  nutrients  known  to  be  lacking 
in  diets  of  populations  at  nutritional  risk,  partic- 
ularly  high-cpiality  protein,  iron,  calcitim,  vita- 
min A,  and  vitamin  C.  44ie  food  package  was 
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thcrclorc  designed  to  contain  loods  which  pio- 
\ idc  tliesc  nntiic’nts  in  amounts  winch  meet  cei- 
tain  inininnim  peicentaoes  ol  PKiS  U.  S.  Recom- 
mended Dietary  Allowances  (RI)A). 

I'nclei  the  WIG  Pio.;i.nn  inlants  may  receive 
iion-loi  t il iecl  inlant  loinnd.i.  inlaiii  ceieal  which 
is  high  in  iron,  and  Irnit  jince  which  is  high  in 
\ itamin  G.  I’ai  tic  ipating  women  and  childi  en 
may  rceei\'e  lortilied  milk  and  oi  cheese;  eggs; 
cereal  which  is  high  in  iron;  ;ind  Innt  oi  vege- 
ttible  juice  which  is  high  in  \itamin  G. 

On  Febrnaiy  !2(),  l!)75.  Senator  Cieorge  Me- 
Ciovern  introdnecd  a bill  to  amend  the  National 
School  Lunch  and  Ghild  Nntiition  Acts  to  ex- 
tend and  revise  vtirions  nutrition  programs,  d’his 
bill  inclndes  provision  to  extend  the  WdG  pro- 
gram beyond  its  }nne  ,S(),  197.a,  limding  period. 

In  introducing  this  legislation.  Senator  Mc- 
(iovern  made  the  tollowing  remaiks  pei  taining 
to  ^VIG; 

“litis  legislation  also  extends  ;nul  expands  the 
WIG  Program.  I he  WIG  Program  is  one  of  otn 
very  most  promising.  It  is  in  need  cjf  some  re- 
vision this  year,  but  that  is  to  be  expected  with 
any  pilot  project.  I he  Select  Gommittee  on  Nti- 
trition  and  Unman  Needs  has  held  extensive 


hearings  in  the  aiea  ol  diet  supplementation  lot 
high-risk  persons,  and  the  i eccjimnendations  be- 
loie  the  committee  |)lns  the  knowledge  gained 
liom  the  observation  of  local  WIG  projects  has 
been  incorjjorated  in  this  bill. 

“Many  WIG  ;idministi  atoi  s,  nutritionists, 
nurses,  and  j)ai  t ic  i|xints  wei  e consulted  in  the 
loininlation  of  this  new  legishition. 

“ Lite  Nnti  iticm  Gommittee  has  been  collect- 
ing cl, ita  fiom  state  WIG  directors,  ;incl  the  initial 
perusal  of  that  data  indic;ites  overwhelming  ac- 
cepttmee  and  the  success  of  the  WIG  program. 
.Almost  every  state  has  the  desire  and  captibility 
to  e.xpand  their  WIG  progiams  right  now. 

"1  think  the  initial  idea  behind  the  WIG  pro- 
gram, tlnit  it  makes  the  most  sense  to  supplement 
people's  diets  during  their  most  vulnerable  pe- 
riods, and  their  {teiiods  of  greatest  growth,  still 
makes  a great  deal  of  sense  today.  In  addition, 
I think  it  is  saving  the  taxpayer's  money.  1 
think  it  is  chea{x;r  to  hel|)  someone  for  pennies 
when  they  are  in  their  loimative  years,  than  to 
attempt  to  pidl  along  scjineone  who  is  only 
partially  cm|rloyable  because  of  a health  defect, 
or  someone  who  is  a slow  learner,  or  somecjne 
bom  with  a birth  delect." 


RESOLUTIONS 


Drew  F.  Agar,  M.D. 

WHEREA.S,  the  recent  death  of  onr  colleague. 
Drew  E.  Agar,  .M.D.,  is  noted  with  sincere  sor- 
rew,  and 

WHEREA.S,  Dr.  .Agar  had  been  an  esteemed 
and  respected  member  of  the  Pulaski  Gounty 
Medical  Society  for  twenty-seven  years,  and 

WHERE.AS,  Dr.  .Agar's  contiibution  to  the 
w'ell-being  of  the  community  has  been  immeas- 
urable, as  has  his  contribution  to  oigani/ed 
medicine; 

RE  IT  THEREEORE  RESOLVED;  LHAT, 
this  re.sohition  be  made  a part  of  the  peiinanent 
records  of  this  Society,  and 

'LfLVL,  a cojvy  of  this  resolution  be  lorwancled 


to  Dr.  Agar's  family  as  an  expression  of  sincere 
sympathy,  ;nicl 

I I LA'L,  a copy  ol  this  l esolntion  be  lorwarded 
to  the  [onrnal  of  the  .Aikansas  Medical  Society 
for  publictition. 

Ry  Diiection  ol  the  Memorials  Gommittee 
L.  Duel  Ricnvn,  M.D.,  Ghairman 
Henry  Ilollenberg,  M.D. 

Robei  t Whitson,  M.D. 


ANSWER  — Electrocardiogram  of  the  Month 

INTERPRETATION:  The  electrocardiogram  shows  right 
bundle  branch  block.  In  the  precordial  leads  there  are 
deep,  wide  Q waves,  ST  segment  elevation  and  diminish- 
ing height  of  the  R waves.  These  findings  are  consistent 
with  an  acute  anterior  myocardial  infarction.  Acute  in- 
farction is  not  marked  by  RBBB  but  had  left  bundle 
branch  block  been  present,  the  ECG  is  usually  non- 
diagnostic. 
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The  University  System 


J Thomas  A. 

line  is  the  natural  time  to  get  married  . . . 
grailnation  is  over  and  the  biological  urges  of 
Spring  not  yet  forgotten.  One  of  the  surprise 
brides  at  the  end  of  June  this  year  is  the  Uni- 
versity Metlical  Center.  She’s  not  exactly  a 
youtlilul  virgin  but  then  who’s  to  say  that  life 
doesn’t  REALLY  begin  at  97  years?  With  the 
ceremony  will  come  more  independence,  a new 
name,  and  additional  responsiltilities. 

Lo  a considerable  extent  the  change  is  more 
an  acknowledgement  of  a long-established  “ar- 
rangement” than  anything  else.  Medicine  has 
never  actually  lived  at  the  University  home  in 
Fayetteville  and  parental  control  has  been 
aw^kwartl  over  the  years  for  all  concerned.  Re- 
cently the  llniversity  of  Arkansas  system  has  un- 
folded, witit  separate  campuses  in  Little  Rock, 
Pine  Bluff  and  Afonticello.  The  advantages  of 
the  new  system  have  tpiitkly  become  apparent:  a 
capacity  to  respond  to  uniijue  local  needs  and 
opportunities,  significantly  upgraded  qtiality  in 
teaching  and  scholarship,  and  an  ability  to  pro- 
vide leadership  and  nnmerons  new  services  in  a 
variety  of  state  areas.  It  has  now'  come  time  for 
the  Medical  Center  to  do  away  with  its  old- 
fashionetl  administrative  w'ay  of  dealing  with 
the  Fayetteville  campus  and  become  a complete 
campus  in  the  mode  of  the  new  Llniversity  Sys- 
tem. Such  w'as  the  decision  of  the  U of  A Board 
of  d’rustees  at  its  May  meeting,  and  the  official 
change  is  to  occur  at  the  end  of  this  month.  The 
new'  name  to  signify  the  new  role  will  be  the 
I'NIVERSITY  OF  ARKANSAS  FOR  MED- 
IC.\L  SCIENCES.  Dr.  James  L.  Dennis  will 
no  longer  be  “Vice  President  for  Ffealth  Sci- 
ences” (a  title  which  stiggests  he  is  primarily  a 
staff-officer  of  the  President),  but  “Chancellor” 
of  the  LIAMS  campus. 

Fhe  name  was  not  chosen  casually.  The  term 
“Medical  Center  ” has  virtually  replaced  the 

*Dcan.  College  ot  Medicine,  \ he  University  of  Arkansas  for 
Medical  Sciences,  4301  West  Markham,  Little  Rock,  Arkansas  72205. 


Bruce,  M.D.* 

w'ord  “Hospital  ” as  a result  of  television  promo- 
tion. Moreover,  “Center  ” carries  a geographic 
connotation  that  is  increasingly  at  odds  with  our 
statewide  mission.  Are  the  Area  Health  Educa- 
tion Centers  (AHECs)  a part  of  the  “Medical 
Center?”  They  certainly  are  an  integral  part  of 
the  Lhiiversity’s  medical  education  program, 
and  the  new'  title  w'ill  allow  tis  more  clearly  to 
emphasize  either  the  academic  and  service  pro- 
grams (the  LI  of  A for  Medical  Sciences)  or  the 
buildings  and  land  at  the  hub  (the  UAMS  cam- 
pus). Moreover,  since  HEALTH  Sciences  train- 
ing programs  are  being  developed  in  institutions 
of  higher  learning  across  the  state,  the  term 
MEDICAI.  Sciences  seems  to  fit  our  unique 
iilentity  aptly. 

At  the  time  of  the  camjms  change  the  School 
of  Medicine  likewise  will  lie  upgraded  to  a Col- 
lege of  Medicine.  The  status  of  a professional 
school  has  never  Iteen  very  great  in  the  Univer- 
sity. “School”  has  ahvays  had  a trade-school 
flavor  and  has  never  carried  the  atithority  or 
prestige  of  the  College  of  Education,  Engineer- 
ing or  Agriculture.  In  spite  of  this  the  medical 
faculty  have  for  years  been  educating  students 
for  the  Masters  and  PhD.  degrees  as  w'ell  as  the 
M.D.  degree.  In  addition  w'e  have  had  a variety 
of  in-depth  postdoctoral  and  continuing  educa- 
tion programs.  The  “College”  name  shotdd  im- 
prove our  aliility  to  compete  for  limited  re- 
sources within  the  Llniversity.  As  w'e  look  afresh 
at  our  goals  to  produce  the  number  and  type  of 
physicians  needed  in  Arkansas,  and  to  build  a 
greater  academic  institution  as  a resource  to  the 
people  and  the  pliysicians  of  the  State,  we  will 
need  all  the  support  we  can  find  both  wdthin 
and  outside  the  Llniversity. 

And  so  the  old  girl  becomes  w edded  to  a new 
destiny  — “ . . . For  richer,  for  poorer,  in  sick- 
ness and  in  health,  till  death  doth  us  part  ...” 
It’s  a glorious  occasion! 
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THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  has  intro- 
duced a new  pro|)osal  tor  national  hetdtli  insnr- 
ance  into  the  Ih  S.  Congress.  Key  lawmakers  on 
botii  sides  of  tlie  aisle  in  the  House  ol  Repre- 
sentatives are  sponsors  ot  tlie  bill  — HR  6222. 

rite  .\M.\  proposal  is  the  only  substantially 
new  approacit  to  national  health  instiiance 
(NHl)  presented  so  lar  in  the  94th  Congress. 
Cialled  the  Comprehensive  Health  Care  Insur- 
ance .\ct,  the  bill  was  introdncetl  into  the  House 
by  Reps.  Richard  Fnlton  (D.-Tenn.);  'Fim  Lee 
Carter  (R.-Ky.);  John  Duncan  (R.-Tenn.);  and 
John  Murphy  (l).-N.  Y.). 

4'he  AM.-Vs  NHI  plan  builds  on  the  structtire 
of  the  present  system  ot  employer-emjdoyee 
group  health  insurance  plans,  mandating  each 
employer  to  provide  compi  ehensive  and  cata- 
strophic benefit  coverage  with  the  employer 
picking  up  at  least  65  percent  of  the  cost.  Em- 
ployees would  not  be  compelled  to  participate. 
The  self-employed  as  well  as  the  non-employed 
coidd  purchase  cpialified  private  health  insur- 
ance, throtigh  pools  if  needed,  at  a cost  not  more 
than  125  percent  of  the  cost  of  group  plans. 
T hey  woidd  have  all  or  part  of  the  premium 
paid  for  by  the  federal  goveiiiment  dejjending 
upon  their  income  tax  liability. 

Small  businesses  that  find  the  mandated  plan 
an  added  financial  bitrden  would  receive  fed- 
eral assistance. 

Medicare  beneficiaries  could  purchase  stip- 
plemental  insurance  to  bring  Medicare  benefits 
to  a par  with  those  offered  elsewhere,  with  the 
government  assisting  peojrle  with  limited  re- 
sources. Medic.'iid  would  be  elimimtted  under 
the  program. 

•After  a certtiin  level  of  co-insurance  is  reached, 
depending  upon  income,  insurance  covers  all  re- 
maining costs  as  a complete  protection  against 
catastrophic  costs. 

"Lite  co-insurance  factor  wotdd  deprive  no  one 
of  needed  care,  sponsors  said.  Fhe  absolute  maxi- 
mum that  any  individual  would  have  to  pay 


wotdd  be  $1,500;  the  absolute  maximum  lor  any 
family  would  be  $2,000  in  any  given  year. 

Fulton,  a member  of  the  Flouse  Ways  and 
Means  Committee,  told  the  House  that  the  bill 
“represents  the  evolution  of  the  doctors'  think- 
ing on  this  complex  subject;  and  it  demonstrates 
that  the  continuing  process  of  discussion  and 
debate  has  influenced  the  doctors  as,  indeed  it 
has  influenced  the  thinking  of  Congiess." 

“We  must  build  on  the  structure  of  group 
health  insurance  which  is  today  providing  sound 
basic  coverage  for  a vast  majority  of  Americans 
at  no  cost  to  the  government,”  said  Fidton.  “It 
is  easier  to  remedy  wiiatever  deficiencies  exist  in 
this  mechanism  than  to  junk  it  in  favor  of  a 
new  and  elaborate  government  structure  that 
would  have  to  be  created  horn  scratch  ...  it 
would  also  be  considerably  less  traumatic  tor 
Americans  to  remain  with  a familiar  system  . . . ” 

Rep.  John  Duncan,  third  ranking  Republican 
on  the  House  Ways  and  Means  Committee,  said 
in  a House  speech  that  “the  AM,\  plan  does  the 
best  job  to  date  in  itlentifying  the  line  between 
national  bankruptcy  and  national  parsimony  in 
expenditures  for  national  health  insurance. 

“ Fhe  doctors’  plan  provides  federal  assistance 
on  the  basis  of  need.  Fhe  most  help  goes  to 
those  who  need  it  most.  I’he  least  help  goes  to 
those  who  need  it  the  least.  ” 

He  said  the  Comprehensive  Flealth  Care  In- 
surance Act  removes  the  fear  of  catastrojjhic  ill- 
ness that  plagues  even  well-off  Americans  and 
provides  sweeping  regular  benefits,  including 
365  days  of  inpatient  hosjtital  care,  lOh  days  of 
skilled  nursing  care,  ftdl  dental  care  for  chililren, 
home  health  benefits  and  many  other  services 
including  psychiatric  treatment  and  well-baby 
care. 

Rep.  Tim  Lee  Charter,  a physician-member  of 
(iongress  and  ranking  minority  member  of  the 
House  Health  .Subcommittee,  said  the  bill  “re- 
tains a large  measure  of  pluralism  in  the  ad- 
ministration and  financing  . . . and  it  is  pre- 
ci.sely  this  pluralism  — the  creati\ity  and  sensi- 
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tivity  of  llie  private  sector,  stipplenicntecl  only 
wliere  necessary  Iiy  govei  innent  — that  has  made 
the  (piality  ol  American  medicine  hands-down 
the  finest  in  tlie  tvorlcl.  " 

Dr.  Carter  pointed  to  the  cost  control  mecha- 
nism of  "co-insiirance"  (except  for  the  poor)  in 
the  physicians'  jjlan.  ‘‘'riiere  is  incontestable 
evidence  that  any  health  care  system  without 
some  regidatory  control  is  soon  bogged  clown 
by  the  ‘worried-weir.  " he  said. 

Rep.  John  Murphy  of  New  York,  a member 
of  the  Commerce  Ciommittee,  said  organized 
medicine’s  plan  “does  abcaut  what  the  federal 
government  can  afford  to  do  at  this  particidar 
time.  It  w'ill  not  be  legislation  that  over|trc)mises 
and  tinder  performs." 

1 he  lawmaker  denied  "that  any  form  of  na- 
tional health  instirance  is  jneferable  to  what  we 
have.  The  riglit  kind  of  program  can  accomplish 
much;  the  wrong  kind  could  acttially  do  harm.  " 

“ I he  need  is  immediate,"  declared  Mtirphy. 
“Because  the  program  utilizes  the  existing  struc- 
ture ol  the  jirivate  insurance  industry,  there  can 
be  a fast  start-ujj.  There  will  be  a minimum  of 
administrative  costs  and  bureaticratic  delays. 

"This  is  the  place  to  start:  a .sound  founda- 
tion of  com|)rehensive  health  services,  available 

to  all  Americans,  and  at  a reasonable  cost." 

* * * # 

The  AM.\  has  told  Congress  that  federal 
legislative  remedies  for  the  professional  liability 
crisis  could  create  a wor.se  sittiation  and  in  some 
cases  restdt  in  even  higher  liability  costs. 

restifying  before  the  .Senate  Health  Stibcom- 
mittee  headed  by  Sen.  Edward  Kennedy  (D.- 
.Mass.)  as  it  opened  hearings  on  the  liability 
isstie,  AMA  President  Malcolm  C.  Eodd,  Af.D., 
declared  “it  is  far  wiser  for  states  to  enact 
varied  innovative  legislative  responses  to  the 
jiroblem  than  to  have  an  untested  and  tmproved 
scheme  enacted  on  a nationwide  basis  by  the  fed- 
eral government,  partictdarly  wheie  stich  pro- 
posals contain  elaborate  provisions  for  federal 
government  regulation  of  the  practice  of  medi- 
cine.” 

Dr.  'Eodd,  accompanied  by  Richard  E.  Palmer, 
>ED.,  Chairman  of  the  .\.M.\  Board  of  Erustees, 
said  there's  no  question  a crisis  exists  in  medical 
liability  insurance.  " Ehe  complexity  of  the 
problem,  and  its  varied  causes  convince  tis,  how- 
ever, there  is  no  single  soltuion,  be  it  arbitration, 


‘no-fault,’  or  anything  else.” 

Many  states  are  acting  on  the  lialiility  prob- 
lem, Dr.  Eodd  pointed  out.  “Perhaps  the  even- 
ttial  .soltuion  in  most  states  will  be  a synthesis 
of  various  ajrproaches.  . . . Enactment  of  a fed- 
eral program  would  eliminate  tlie  state's  initia- 
tive and  would  establish  a program  that  wotdd 
fail  to  recognize  indicidual  state  problems,”  he 
said. 

One  ol  the  bills  belore  the  .Subcommittee  pro- 
poses compulsory  arbitration  tied  to  licenstire 
and  relicenstire  of  physicians,  review  of  all  phy- 
sicians’ services  by  Professional  Standards  Re- 
view Organizations  (PSRO's),  acceptance  of  fed- 
eral fee  schedules  under  Medicare  and  reejuired 
consultation  before  surgery.  I'hese  restrictions 
"have  no  demonstrated  relationshi])  to  the  prob- 
lems of  medical  liability  or  liability  insurance,” 
Dr.  d Odd  told  the  Stibcommittee.  “Rather  the 
crises-need  for  remedies  for  these  problems  is 
being  used  as  a device  for  imposition  of  ftirther 
government  meddling  in  the  practice  of  medi- 
cine.” 

A somewhat  surprised  Sen.  Edward  Kennedy 
(D.-Mass.)  has  encountered  a wall  of  opposition 
from  the  major  grotips  involved  in  the  medical 
liability  crisis  with  respect  to  federal  interven- 
tion as  a .soltuion.  The  Administration  has 
joined  the  AMA,  the  .American  Hospital  Associa- 
tion, and  the  American  d'rial  Lawyers  .A.s.socia- 
tion  in  urging  that  the  federal  government  keep 
out  of  the  liability  picttire  at  least  for  the  time 
being. 

Most  of  the  suggested  remedies  so  far  catTy 
fjacl  news  for  some  group,  either  increa.sed  gov- 
ernmental controls  on  physicians  and  hospitals, 
loss  of  fee  income  for  lawyers,  or  some  under- 
mining <jf  medical  consumers’  right  to  sue.  In 
addition,  insurance  has  always  been  very  mtich 
a state  prerogative  in  this  cotintry  and  federal 
legislation  that  infringes  on  states’  powers  over 
insurance  is  always  difficult  to  enact. 

In  the  absence  of  a clear  and  unecpiivocal  call 
from  scjine  segment  of  the  affected  public  and 
professions,  the  likelihood  of  Congressional  ac- 
tion this  year  on  a broad  liability  bill  appears 
remote.  An  undercurrent  of  opinion  on  Capitol 
Hill  seems  to  be  that  the  problem  should  be 
faced  when  a national  health  insurance  program 
is  considered. 

* * # * 


106 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Medicine  in  the  Np;ws 


All  Adiiiinislralioii  propos.il  to  lie  pliysitiaii 
rciinliiirscincnt  lor  Medicare  patieiiis  to  levels 
rel.iled  to  liiil  under  ''eost-ol  li\ iii<>  " indexes  lias 
drawn  an  anory  pruiesi  Iroin  ilie  AMA. 

1 he  new'  payment  plan  would  carry  out  a pro- 
\ision  of  the  Social  Secnril\  Amendmenis  law 
passed  in  l!)72  wliicli  lied  physicitins'  reinihnrse- 
ineni  under  Medieare  to  economic  laclors  f>eared 
to  ;i  c()st-ol-li\ ill”  index.  Ilealtli.  Kdncalion  and 
Wellare  Deparlinent  Secrettiry  Ci;isp;n  \Vein- 
l)eri>er  said  the  proposed  re»nlations  were  drtiltcd 
“so  that  Medieare  costs  will  tollow  rather  than 
lead  inllatioiKiry  trends.  ' 

Richard  K.  Ihdmer,  M.l).,  Ch;iirm;in  ol  the 
.\.M.\  Board  of  I'nistees,  chtirged  that  there  is 
an  "appalling  hick  ol  the  most  elemcnttiry  and 
essentiid  inlormation  " tibont  the  prcjposal,  which 
he  termed  "another  ledertil  attempt  to  cop  out 
on  previous  commitments  to  the  elderly  tiiicl  to 
shilt  most  ol  the  hnrclen  onto  the  individnal 
patient  ;ind  the  physician." 

riiirty  chiys  were  given  by  HEW  lor  interested 
parties  to  comment  on  the  proposed  regulation 
published  in  the  Federal  Register  can  .April  1 1. 

"We  have  been  given  just  30  clays  to  respond 
tea  a whole  new-  .set  ol  HEW  regulations  tea  put 
a lid  can  Medicare  reimianrsement  rales,"  Dr. 
Palmer  said.  "Since  the  jaroposed  regulations 
relate  to  a law'  ptis.sed  caver  tw'o  years  ago,  we 
think  we  ;ire  entitled  to  a minimum  ol  (id  days 
tea  examine  them  and  rejaly. 

"Key  parts  ol  the  regulations  are  not  even 
available.  HEW  has  ollered  examples  ol  how 
the  new  regnlaticans  might  apply.  But  w'e  do 
neat  know  where  the  data  ccames  trom  near  how 
they  were  developed. 

“These  regulations  apply  tea  nca  other  segment 
ol  the  eccancamy.  Eliey  invcalve  price  rollbacks  to 
1071  levels.  Ehey  also  seem  to  be  designed  to 
stive  Medicare  expenditures  without  regard  to 
the  possible  imjaact  on  other  segments  ol  medical 
cost.” 

* # * * 

President  Ford  has  nominated  Theodcare  Hoop- 
er, M.l).,  as  A.ssistant  Secretary  lor  Health  at 
the  HEW  Department,  d'he  post  is  the  most 
|;c>werlnl  health  jcab  in  the  lederal  gcavernmeni. 

Dr.  Hcaoper  succeeds  Charles  C.  Edwards, 
M.D.,  who  resigned  January  5.  A native  ol 
Erenton,  N.  [.,  Dr.  Ciooper,  16,  has  been  serving 
as  .Acting  Assistant  .Secretary.  Ele  is  a physiolca- 


gist,  pharmtic ologisl  tiiicl  surgeon. 

Ford  also  iioinintiied  Donald  S.  Erederickson. 
.M.D.,  as  Director  ol  the  Xaliomd  Inslilnies  ol 
lletdlh.  Dr.  Erederickson,  ,a0,  replaces  Robert 
S.  Slone  evho  resigned  jtinnary  31. 

Dr.  Cooper  h;is  served  as  Chiel  Deputy  to  Dr. 
Edwiirds  lollowing  ;i  stint  ;>s  betid  ol  the  Na- 
tional Hetirt  and  Lung  Institute.  He  is  regtirded 
Its  a captible  administrtilor  whose  close  lies  to  the 
scieniilic-tutulemic  community  will  help  liini. 

Dr.  Erederickson  alsca  served  as  Director  ol 
the  Ntilional  Heart  institute  and  h;id  been  a 
member  ol  the  NIH  scientilic  stall  since  1953. 
He  is  an  tuithority  cm  lat  trtinsporl  in  the  circu- 

hilion  and  on  the  disease  ol  lipid  mettibolism. 

■***-* 

A metisure  sponsored  by  the  .\M,V  to  remove 
inecpiiiies  ;ind  conlusion  over  incentive  p;iy 
bonuses  lor  lederal  medical  ollicers  has  been 
introduced  in  Congress. 

1 he  bill  would  amend  the  law  tej  enable  all 
medical  ollicers  in  the  nnilormed  services  to  be 
eligible  lor  the  special  pay  bonus  upon  enter- 
ing into  iictive  duty. 

I he  incentive  pay  could  be  reduced  or  ad- 
justed to  rellect  amounts  that  the  lederal  gov- 
ernment had  already  ptiitl  or  any  benelits  which 
have  already  been  received  by  medietd  ollicers 
jtrior  to  the  commencement  ol  their  active  tlnly. 
Introdnced  by  Rep.  Ehomas  Downey  (D.-N.  5'.), 
the  l)ill  applies  to  the  military  and  the  Public 
Health  .Service  Commissioned  Corps.  Ihere 
have  been  many  complaints  that  the  bonus  pro- 
visions htive  led  to  instances  where  junicji  men 
w'ere  receiving  higher  pay  than  veteran  superiors. 
* * # * 

Congressional  phins  lor  cpiick  action  on  hetilth 
insurance  lor  the  unemployed  luive  bogged  clown 
in  a jurisdictional  argument  between  the  House 
Commerce  and  Whiys  and  Means  Committees. 
Both  committees  have  bills  — neither  ol  which 
ctill  lor  Social  Security  involvement  — but  rivtil 
committee  members  seem  determined  to  block 
etich  others  bill  Irom  the  lloor. 

1 he  signilicance  ol  the  rivalry  between  the 
two  bills  has  been  expressed  by  Whiys  and  Means 
member  Representative  J;imes  Hastings  (R.- 
N.  5'.)  who  stiys  the  outcome  "...  will  decide 
in  this  House  who  is  going  to  write  milional 
health  insurance  legishition  " lor  everylxxly. 

* * * * 
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Outline  of  Generic  Substitution  Act 

The  Arkansas  Medical  Society  attorney,  Mr. 
Engene  Warren,  provides  the  following  outline 
of  the  provisions  of  Act  436  of  1975,  the  Generic 
Substitution  Act: 

Within  120  days  after  the  effective  date  of 
Act  436  the  State  Health  Officer  must  establish 
a Non-Etpnvalent  Drug  Pioduct  List  of  those 
thug  pi'otlucts  which  he  has  determined  are  not 
etpiivalent  in  tpiality  and  effet  tiveness.  A copy 
of  such  list  must  be  mailed  to  each  registered 
pharmacist  and  licensed  physician  in  the  State 
of  Arkansas.  legislative  act  which  does  not 
contain  an  emergency  clause  takes  effect  90  days 
after  the  legislature  atljourns  or  after  it  recesses 
if  the  recess  is  longer  than  90  days. 

After  the  pnlilication  of  the  list  a pharmacist 
who  receives  a prescription  for  a brand  or  trade 
name  drug  product  may  dispense  to  the  patient 
a lower  cost  generically  equivalent  drug  product 
unless  the  generically  etpiivalent  drug  apfiears 
on  the  Non-Equivalent  Drug  Product  list  or 
unless: 

(a)  4 he  jjrescriiier  in  the  case  of  a written 
prescription  has  indicated  in  his  own  handwrit- 
ing by  name  or  initial  that  no  substitution  shall 
be  made,  or 

(li)  4 he  prescriber  in  the  case  of  an  oral  pre- 
scription expressly  states  orally  that  the  pre- 
scription is  to  be  dispensed  as  communicated, 
or 

(c)  4 he  patient  indicates  that  the  prescription 
is  to  lie  dispensed  as  written  or  orally  communi- 
cated. 

(d)  If  the  patient  agrees  the  pharmacist  may 
dispense  a higher  cost  generically  equivalent 
drug. 

In  the  alisence  of  one  of  the  above  exceptions 
the  total  costs  for  the  sultstituted  generically 
equivalent  drug  product  shall  not  exceed  the 
amount  usually  charged  by  the  pharmacist  under 
comjiarable  circumstances  for  that  drug  product 
or  for  the  dispensing  of  that  drug  product. 

4 he  Non-Eipiivalent  Drug  Product  List  may 
be  changed  by  the  State  Health  Officer  by  addi- 
tions or  deletions  but  only  through  compliance 
WTth  the  Arkansas  Administrative  Procedures 
Act.  4his  Act  retpiires  that  there  must  be  a 
twenty  days  notice  and  a ptiblic  hearing  prior 
to  the  adoption,  amendment  or  repeal  of  any 


rule  or  regulation  by  an  administrative  agency. 

4"he  Act  also  authorizes  the  pharaiacist  to 
affix  a label  to  the  container  in  which  the  drug 
is  dispensed  which  shows: 

(a)  44ie  pharmacy  name,  address  and  telephone 
nnniber 

(li)  44ie  date  of  dispensing 

(c)  4 he  serial  number  of  the  prescription 

(d)  The  name  of  the  patient 

(e)  44ie  name  of  the  prescribing  practitioner 

(f)  44ie  trade  name  of  the  medication,  if  any, 
and/or  the  generic  name  of  the  medication 
and  identity  of  the  manufacturer  (if  the 
medication  appears  generically  listed  “on 
the  drug  formulary  list  established  by  this 
Act”) 

(g)  The  strength  per  unit  dose  of  the  medica- 
tion 

(h)  44ie  cpiantity  of  the  medication 

(i)  Directions  for  use. 

Lite  prescribing  practitioner  may,  in  an  ap- 
])ropriate  manner  indicate  on  the  prescription 
or  orally  to  the  phannacist  that  the  name,  manu- 
facturer and  strength  of  the  medication  shall  be 
omitted  from  the  label. 

If  the  pharmacist  dispenses  a generically 
ecjuivalent  product  the  patient  must  (the  Act 
says  “shall”)  be  informed  of  the  substitution 
prior  to  dispensing  or  the  label  shall  appropri- 
ately indicate  substitution. 

The  labeling  provisions  do  not  apply  to  drugs 
dispensed  to  inpatients  in  hospitals. 

4 he  Act  provides  that  a pharmacist  inay  dis- 
play within  the  confines  of  the  pharmacy  a list 
of  available  drug  products,  other  than  controlled 
substances,  with  the  current  charges  for  the  drug 
product  and  for  dispensing  said  drugs  in  speci- 
fied quantities.  Lhis  is  entirely  optional  with 
the  pharmacist.  Upon  request  the  pharmacy 
may  make  such  lists  “available  to  its  customers 
and  other  members  of  the  public.” 

Violation  of  the  provisions  of  the  Act  by  a 
pharmacist  shall  subject  the  pharmacist  to  the 
disciplinary  action  of  the  Arkansas  State  Board 
of  Pharmacy  (including  revocation  of  his  license). 

4 he  Pharmacy  Board  is  given  the  power  and 
authority  to  enact  or  adopt  reasonable  regula- 
tions to  carry  out  the  ptirposes  and  intents  of  Sec- 
tions 4 (Labeling  provision).  Section  5 (Price  post- 
ing) and  Section  6 (Disciplinary  proceedings). 
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Dr.  Darnall  to  Head  Lung  Group 

Dr.  Harley  Darnall  ol  Fort  Sinilli  was  elected 
president:  of  the  Arkansas  Lung  Association  at 
the  organization's  fiSth  annual  meeting  held  in 
Little  Rock  lecently. 

Dr.  Saltzman  Receives  Service  Award 

Fhe  .Arkansas  Public  Health  Association  has 
•selectetl  Dr.  Hen  X.  Saltzman  of  Little  Rock  as 
the  recipient  of  that  organization's  Tom  T.  Ross 
Award.  'Lite  award  is  the  highest  honor  given 
by  the  Association  lor  outstanding  contributions 
to  the  state's  pnblic  health  programs. 

Dr.  Hudson  Honored 

Dr.  W'illiam  Hudson  of  ]as]:)er  was  {)re- 
sentcd  the  Distinguished  Service  Award  by  the 
Arkansas  Lung  Association  at  the  organization's 
annual  meeting  recently.  1 he  award  was  pre- 
sented for  only  the  second  time  in  the  ()8-year 
history  of  the  Association. 

Dr.  Verser  Addresses  Chamber  of  Commerce 

Dr.  Joe  Verser  of  Harrisburg  recently  s])oke 
to  the  Lepanto  Chamber  of  Commerce  on  the 
subject  of  the  state's  need  for  more  physicians, 
particularly  general  practitioners. 

Dr.  Alexander  is  Distinguished  Alumni 

Dr.  John  E.  Alexander  of  Magnolia  was 
awarded  the  Distinguished  Alumni  Award  at 
the  commencement  exercises  for  .Southern  State 
College  recently. 

Dr.  Smith  Elected 

Dr.  Purcell  Smith,  Jr.,  of  Little  Rock,  was 
installed  as  president  of  the  .Arkansas  Caduceus 
Club  on  June  1 1th  din  ing  annual  alumni  week- 
end festivities  of  the  Club.  Dr.  Smith  succeeds 
Dr.  .Asa  Crow  of  Paragould. 


Physicians  Honored 

Dr.  Roger  Lost  of  Little  Rock  and  Dr.  Neil 
(aow  of  Fort  Smith  are  recipients  of  distin- 
guished service  awards  from  the  University  of 
.Arkansas  School  of  .Medicine.  Dr.  'Fhomas 
Bruce,  Afedical  School  Dean,  jrresented  the 
awards  at  a bampiet  on  June  13th. 


AND  NEWS  ITEMS 


Dr.  Post's  citation  lauds  his  efforts  which 
“have  resuhetl  in  signilictint  benefits  to  the 
health  and  welfare  of  the  people  of  the  state" 
;ind  "ilramatically  increasetl  the  effectiveness  and 
redncetl  the  costs  of  existing  health  programs.” 

Dr.  Crow  was  cited  for  his  “devoted  service 
and  genuine  leadei  ship"  as  a mem  bet  of  the 
voluntary  faculty,  officer  in  the  Caduceus  Club, 
anti  his  strong  stipjiort  of  the  .Area  Health  Ethi- 
cation  Center  at  Fort  Smith. 


O 

OBITUARY 

Dr.  Robert  Ross  Kirkpatrick 

Dr.  Robert  R.  Kirkpatrick  of  Texarkana  tlied 
.April  23,  1975,  at  the  age  of  eighty-six.  He  was 
born  November  2,  1888,  in  I.aCrosse,  Kansas. 

Dr.  Kiikpatrick  was  a 191()  grtiduate  of  the 
Loyola  Ibiiversity  School  of  Medicine  in  May- 
wootl,  Illinois.  He  was  a veteran  of  WMrld  \\'ar 
f.  He  was  a member  of  the  .Miller  County  Med- 
ical Society,  .Arkansas  Medical  Society,  the  So- 
ciety's Fifty  A'ear  Club,  .Vmerican  Afedical  .As- 
sociation, and  Southern  Medictd  .Association.  He 
was  also  a Mason  and  ;i  Shriner. 

Di.  Kirkpatrick  is  sur\itcd  by  his  wife,  La- 
zetta,  a daughter,  one  biother,  four  sisters,  and 
four  grantlchiklrcn. 
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Physicians'  Trauma  Seminar 

riie  Ai  katisas  Conimiitce  on  riaunia  and  tlie 
Arkansas  rranma  Reseaich  Society  will  jjvc- 
sein  a Physicians'  Seminar  |nne  27-28,  1975,  at 
[oncsboro,  Arkansas.  1 he  registration  lee  is 
S35.00  and  includes  dinnei  and  cocktails  Friday 
night  at  tlie  Ramada  Inn  in  Jonesboro.  For  de- 
tailed iidormalion  contact:  Arkansas  I ranma 
Research  Society,  522  South  Kith,  Fort  Smith, 
•Arkansas  72901. 

File  Seminar  is  accredited  by  the  .-American 
.Actidemy  of  Ftnnily  Physicians  and  the  .Ameri- 
can (iollege  ol  Emergency  Physicians  hrr  12 
hours  prescribed  credit. 

A New  Look  at  the  Hypertensions 

File  .American  Ciollege  of  Pliysicians  will  pre- 
sent “.A  New  Look  at  the  Flyjrertensions,"  Oc- 
tober 2-4,  1975,  at  the  I'niversity  of  Oklahoma 
Fleahii  Sciences  Center  in  Okhilioma  City.  Fitl- 
^varcl  D.  Frohlich,  M.I).,  F..A.C.P.,  will  be  Course 
Director. 

Registration  fees  for  .A.C.P.  members  and 
FA.A.C.P.  is  .SlOO;  non-members  .$150;  and  .A.C.P. 
■Associates  .^150.  Registration  and  recpiests  for  in- 
formaticrii  are  to  be  directed  to:  Regis tr;ir, 
.American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pennsylvani;i  19101. 

Xote:  rickets  to  tlie  University  of  Oklahoma 
vs.  University  of  Colorado  football  game  on  Oc- 
tober 4th  will  be  available  on  a first-come  first- 
serve  basis  to  the  first  100  registrants. 

American  Cancer  Society  Meetings 

File  .Americtin  Cancer  Society  National  Con- 
ference on  Radiation  Oncology  w'ill  be  held  May 
27-29,  1976,  at  the  San  F'rancisco  Hilton  and 
J'ower,  San  F'ranciscc),  California. 

I he  .American  Cancer  Society  National  Can- 
cer Institute  National  Conference  on  Cancer  Re- 
search and  Clinical  Investigation  (replacing  the 
Fuglith  National  Cancer  Conference)  will  be  held 
September  18-20,  1976,  at  the  Regency  Hyatt  .At- 
lanta Hotel,  .Atlanta,  Georgia. 

For  further  infoimation  write  to:  Sidney  U. 
Arje,  M.I).,  American  Cancer  .Society,  219  East 
42nd  Street,  New  A'ork,  New  A’ork  10017. 


CLINICAL  APPLICATION  OF  INTRA-AORTIC 
BALLOON  PUMP 

Sponsor:  University  of  Miami  School  of  Medi- 
cine, Division  of  Fhoracic  and  Cardiovascular 
Surgery  and  Cartliology. 

Dates:  November  14-15,  1975.  (This  course 
precedes  tlie  .Annual  Meeting  of  the  Southern 
Medical  .Association  to  I)C  lieki  (jn  Miami 
Beacli,  Noveml)er  16-20,  1975,  and  the  .Annual 
Meeting  of  the  .American  Heart  .Association  held 
in  .Aneheim,  California,  Norember  17-20,  1975.) 

Meeting  Site:  .Americana  Hotel,  9701  Collins 
Avenue,  Bal  Harboui , Elorida. 

Comse  Desci  iption:  I he  course  is  designed 
to  pro\  ide  cardiologists,  cardiac  surgeons  and 
allied  professionals  \rith  information  on  the 
new'est  de\elopments  in  the  area  of  treatment 
of  shock  anti  he;ut  hailure.  Practical  aspects  of 
intra-at)rtic  balloon  pumjj  and  intra-aortic  bal- 
loon pump  in  cardiogenic  shock  and  cardiac  sur- 
gery ])aticnts  will  be  stressetl. 

Fee:  S140  (physicians  in  practice);  S75  (phy- 
sicians in  training,  nurses  anti  technicians.) 

For  information:  Division  of  Continuing 
Medical  Fhlucation,  Fhiiveisity  of  Miami  School 
of  Medicine,  P.  O.  Box  529875  Biscayne  .Annex, 
Miami,  Floritla  33152.  Felephonc  (305)  547-6716. 

PRACTICAL  MODERN  NEUROLOGY 

Sponsor:  Department  of  Neurology,  Elniver- 
sity  of  Miami  School  of  Medicine. 

Title  of  Program:  3rd  .Annual  Comse  in  Prac- 
tical Modern  Neurology. 

Dates:  February  2-6,  1976. 

Meeting  Site:  Hotel  k'ontainebleau,  Miami 
Beach,  Florida. 

Descrij)tion:  4'his  course  is  designetl  to  pro- 
vitfe  practical  anti  usefid  approaches  to  the  man- 
agement of  common  neurological  problems.  It 
is  directed  primarily  to  physicians  w4io  wash  to 
improve  their  capal)ility  in  handling  patients 
with  neurological  disease,  specifically  internists, 
generalists,  psychiatrists,  orthopaedic  surgeons, 
and  ophthalmologists.  Fhe  course  will  consist  of 
a minimum  of  28  hours  ol  lectuies,  tlemonstra- 
tions,  and  tliscussions.  Fhe  faculty  will  be  chosen 
for  their  tlemonsti  ated  expertise  in  the  areas  of 
their  ]Mesentations. 

F'or  Information  and  Registration  Informa- 
don:  Division  of  Continuing  Medical  Educa- 
tion, University  of  Miami  School  of  Medicine, 
P.  O.  Box  520875  Biscayne  .Annex,  Miami,  Fla. 
33152.  'Felephone  (305)  547-6716. 
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BECOTIN® 

Vitamin  B Complex 

BECOTIN®  with  VITAMIN  C 

Vitamin  B Complex  with  Vitamin  C 

BECOTIN®-T 

Vitamin  B Complex  with  Vitamin  C,  Therapeutic 

MI-CEBRIN® 

Vitamins-Minerals 

MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 

AND  A WIDE  VARIETY  OF  OTHER  PHARMACEUTICALS 


DISTA  PRODUCTS  COMPANY 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


400944 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Management  of  Juvenile  Diabetes  Mellitus 

Carol  Chaney,  M.D.*  and  M.  Joycelyn  Elders,  M.D.** 


INTRODUCTION 

J"  uveiiile  diaiietes  luellitiis  makes  up  only  5% 
of  all  patients  with  diabetes  mellitns.  However, 
it  is  the  most  common  endocrine  disease  of  child- 
hood, occurring  in  approximately  one  per  1,000- 
2,000  school  age  childrend  It  is  estimated  that 
there  are  100,000  to  150,000  children  with  dia- 
betes in  the  Lbiited  States.  This  chronic  meta- 
bolic disorder  is  tine  to  an  absolute  or  relative 
deficiency  of  endogenous  insulin.-  Insulin  is 
an  anabolic  hormone  synthesized  by  the  beta 
cells  of  the  pancreas  as  a single  chain  |X)lyj>eptide 
called  proinsnlin.^  Proinsnlin  is  converted  to 
insulin  by  removal  of  the  C-polypeptide  leaving 
the  double  chain  polypeptide  hormone,  which 
has  a molecular  weight  of  5,800.’*  The  daily 
secretion  of  insulin  by  the  pancreas  in  an  adult 
is  on  the  order  of  50  units,  the  total  pancreatic 
store  being  about  5 times  this  amount.^  Insu- 
lin, being  a major  anabolic  hormone,  has  an 
effect  on  carbohydrates,  protein,  and  lipid  me- 
tabolism. The  primary  site  of  insulin  action  is 
not  known,  however,  the  majority  of  evidence 
favors  the  cell  membrane  as  the  jirimary  site 
of  action.®  In  liver,  insulin  has  been  shown  to 
exert  its  major  metabolic  effect  by  stimulating 
enzymes  required  to  increase  the  uptake  of 
glucose  rather  than  altering  the  cell  membrane 
transport  mechanisms  as  it  does  in  muscle  and 
adipose  tissue.®  It  further  inhibits  intracellular 
processes  involved  in  glucose  production  and 
release." 

In  adipose  tissue,  insulin  alters  the  cell  mem- 
brane to  increase  its  jrermeability  to  glucose, 
thereby  increasing  glucose  uptake  and  subse- 
quent conversion  to  glycerol.  It  also  inhibits  the 

•Department  of  Pediatrics,  University  of  Arkansas  Medical  Cen- 
ter. 4301  West  Markham  Street,  Little  Rock,  Arkansas  72205. 

••Associate  Professor,  University  of  Arkansas  Medical  Center, 
Professional  Advisory  Committee  of  American  Diabetes  Associa- 
tion — Arkansas  Affiliate.  Mailing  address:  4301  West  Markham 
Street.  Little  Rock,  Arkansas  72205. 

Studies  at  the  University  of  Arkansas  Medical  Center  were  sup- 
ported by  USPHS  grant  AM  15901  and  CA  13907. 


breakdown  of  fat,  stimulates  fatty  acid  synthesis, 
and  increases  fat  deposition. 

In  uiuscle'  insulin  increases  the  transport  of 
glucose  across  muscle  cell  membranes  just  as  in 
adipose  tissue  and  increases  glycogen  and  protein 
synthesis. 

It  is  important  to  understand  some  of  the 
basic  physiologic  effects  of  insulin  for  optimal 
management  of  the  patient  on  insniin  therapy. 
In  recent  years  there  has  been  some  modification 
in  our  management  of  the  patient  with  juvenile 
onset  diabetes. 

1 he  pnrpose  of  this  article  will  be  to  review 
some  of  the  metabolic  alterations  seen  in  juvenile 
diabetes  mellitns,  the  acute  and  chronic  asj^ects 
of  management  and  some  of  the  complications 
seen  with  insulin  therapy. 

CLASSIFICATION  AND  DIAGNOSIS 
OF  DIABETES  MELLITUS 

I’he  American  Diabetes  Association  has  classi- 
fied diabetes  mellittis  into  four  stages,  as  shown 
in  I’able  1.  They  are  (1)  Prediabetes,  (2)  Sus- 
pected diabetes,  (3)  Chemical  or  latent  diabetes 
and  (4)  Overt  diabetes.®  The  earliest  stage  is 
prediabetes  and  the  most  advanced  stage  is  overt 
diabetes.  Progression  of  diabetes  from  one  stage 
to  the  other  is  usually  very  rapid  in  children, 
however,  in  adtihs,  the  progession  from  one  stage 
to  the  other  may  be  very  slow.  Diagnosis  of  pre- 
diabetes is  very  difficult  to  make  and  may  be 
stispected  in  the  nondiabetic  identical  twin  or 
in  a child  born  to  parents  both  of  whom  have 
diabetes.  It  has  been  shown  that  an  abnormal  or 
delayed  resjxmse  in  the  early  pla.sma  insulin 
peak  following  glucose  loading  is  also  character- 
istic of  prediabetes.® 

I’he  diagnosis  of  suspected  diabetes  is  usually 
made  in  the  patient  who  manifests  glncosnria 
during  severe  stress,  such  as  acute  illness,  preg- 
nancy, or  w'hen  treatetl  with  adrenal  glucocorti- 
coids. 
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Table  1 

CLASSIFICATION  OF  DIABETES  MELLITUS  BY  THE 
AMERICAN  DIABETES  ASSOCIATION 


Fasting 

Blood  Sugar 

Glucose 

Tolerance  Test 

Cortiso7ie 

GTT 

Insulin 

Response 

Prediabetes 

Normal 

Normal 

Normal 

H- 

Suspected  Diabetes 

Normal 

Normal 

.Abnormal  During 
Stress 

Abnormal 

+ + 

Chemical  or  Latent 

Normal  or  J 

Abnormal 

Not  Necessary 

+ + + 

Overt  Diabetes 

t 

Not  Necessary 

For  Diagnosis 

— 

+ + -t-  -t- 

Jackson,  et  aU®  have  established  criteria  for 
the  diagnosis  of  chemical  diabetes  through 
studies  of  several  hundred  siblings  of  overt  dia- 
betics. They  emphasize  that  standardized  tech- 
niques are  needed  in  all  clinics  to  minimize  the 
number  of  factors  altering  the  oral  glucose  toler- 
ance test  (OGTT).  One  of  these  factors  is  diet. 
They  feel  that  the  patient  should  have  at  least 
60%  of  his  calories  derived  from  carbohydrates 
for  3 days  prior  to  the  OGTT.  This  may  mean 
extra  carbohydrate  intake  for  patients  on  a re- 
stricted diet.  Exercise  also  has  an  effect  on  the 
OGTT  results.  Studies  have  shown  that  exercis- 
ing patients  have  lower  blood  sugar  values  and 
bedfast  patients  have  higher  values. 

To  perform  the  oral  glucose  tolerance  test,  a 
dose  of  1.75  gm  of  glucose /kg  of  ideal  body 
weight  (maximum  lOOg)  is  used  in  children.  A 
20  - 40%  glucose  solution  may  be  used.  Either 
venous  or  capillary  blood  specimens  may  be  used 
during  the  test.  The  fasting  and  2 hour  sam- 
pling times  show  very  little  difference  in  capil- 
lary and  venous  specimens,  while  at  one  hour 
there  is  usually  a 10  mg/ 100  ml  difference.  The 
advantage  of  obtaining  capillary  specimens  in- 
stead of  venous  ones  is  the  avoidance  of  multiple 
venipunctures  in  children. 


Blood  glucose  values  obtained  by  Jackson, 
et  ah"  in  a study  of  200  normal  children  during 
a standard  OGTT  are  shown  in  Table  2.  This 
table  may  be  useful  in  interpreting  tests  on  in- 
dividual children.  Their  criteria  for  labeling 
an  OGTT  curve  abnormal  in  an  individual  child 
is  that  two  or  more  values  at  the  fasting,  1 hour, 
2 hours,  or  3 hours  time  be  outside  the  97th  or 
3rd  percentile.^f*  The  establishment  of  a diag- 
nosis of  chemical  diabetes  is  made  only  after  a 
second  abnormal  OGTT  administered  2-3 
months  after  the  first  one  is  obtained. 

They  have  established  three  criteria  for  mak- 
ing the  diagnosis  of  chemical  diabetes  using  the 
OGTT.  They  are  as  follows: 

Criterion  I — Definite  chemical  diabetes; 
(1)  Three  blood  sugar  values  at  or  above  the 
97th  percentile  at  the  first,  second  and  third 
hour;  (2)  two  of  the  values  at  or  above  the  97th 
percentile  at  the  first  and  second  hour  above  the 
90th  percentile  and/or  a value  below  the  10th 
percentile  at  the  third  hour. 

Criterion  II  — Probably  chemical  diabetes 
(highly  suspect):  (1)  Two  blood  sugar  values 
at  or  above  the  90th  percentile  or  below  the 
10th  percentile;  (2)  a value  at  the  third  hour 


Table  2 

RE.SULTS  OF  OGTT  IN  200  NORMAL  CHILDREN 


Time 

Fasting 

7/2  Hr. 

1 Hr. 

2 Hr. 

3 Hr. 

PERCENTILE 

BLOOD 

.SUGAR  (mg%) 

97  th 

111 

183 

172 

140 

126 

90  th 

99 

172 

152 

126 

114 

84th 

95 

164 

137 

119 

103 

50th 

83 

131 

no 

100 

82 

16th 

67 

107 

86 

84 

64 

10th 

64 

98 

78 

78 

60 

3rd 

. 56 

80 

66 

64 

48 

Modified  from  Jackson,  R.  L.,  and  Guthrie,  R.  A.:  The  Child  with  Diabetes.  Mo.  Med.  69:351, 
1972. 
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I)cl<>\v  tlic  thii'd  jx,‘rceiuile  (oilier  v'alues  within 
normal  range). 

(aiterion  111  — Possible  ehemical  cliaheles 
(suspect):  (1)  I’wo  or  three  blood  sugar  values 
at  or  above  the  Hltb  pereenlile  al  the  first, 
second,  or  third  hour;  (2)  two  blood  sugar  values 
at  the  Kith  jx.'rcentile  at  the  third  hour. 

Follow-np  by  these  investigators  on  several 
children  with  tests  already  in  a late  stage  of 
chemical  diabetes,  show  their  disease  usually 
progressed  to  overt,  insnlin-dejiendent  diabetes 
within  a period  of  months.  Other  children  with 
less  abnoiinal  tests  were  seen  to  progress  over 
a period  of  months  or  years  to  overt,  insulin- 
dependent  diabetes. 

In  a child  presenting  with  glucosuria,  hyper- 
glycemia and  acetonuria,  no  further  tests  are 
necessary  to  establish  the  diagnosis  of  diabetes 
mellitus.  Renal  glucosuria,  salicylate  intoxica- 
tion and  the  renal  tubular  acidosis  may  cause 
glucosuria  but  in  these  patients  the  blood  sugar 
is  normal.  Hyperglycemia  and  glucosuria  may 
be  occasionally  seen  in  children  following  severe 
stress  such  as  head  trauma,  febrile  seizures,  or 
drug  intoxications.^^ 

The  United  States  Public  Health  Service  has 
established  a guideline  for  interpretation  of  the 
oral  glucose  tolerance  test  using  1.75  mg  of  glu- 
cose per  kilogram  of  body  weight  (based  on  a 
point  system). This  system  is  as  follows: 

Fasting  110mg%=  1 (X)int 

1 hour  170  mg%  = 1/2  jX)int 

2 hour  120  mg%  i/o  point 

3 hour  110mg%=  1 {x>int 

A total  of  tw^o  points  is  considered  diagnostic 
of  diabetes  and  II/2  points  is  considered  sus- 
pected diabetes  and  should  be  repeated  in  2-3 
months.i- 

COURSE  OF  JUVENILE  DIABETES  MELLITUS 

I’he  natural  history  of  insulin-dependent  dia- 
betes mellitus  has  been  described  by  various 
authors.i^' 11’ 1®’ I'l  A modification  of  the  natural 
course  of  insulin-dependent  diabetes  mellitus 
based  on  insulin  requirements  as  de,scribed  by 
Hallas-Mullerii  is  depicted  in  Figure  1.  Patients 
are  usually  normal  at  birth  — that  is  they  have 
no  carbohydrate  intolerance  and  they  synthesize 
enough  insulin  to  handle  their  usual  carbo- 
hydrate load.  The  clinical  expre.ssion  is  extreme- 
ly variable  in  terms  of  pre,senting  symptoms,  age 
of  onset,  rate  of  progression,  response  to  therapy 


COURSE  OF  JUVENILE  DIABETES  MELLITUS 


Figure  1. 

and  associated  medical  problems.  "Fhe  most  fre- 
(juent  ages  for  the  onset  of  diabetes  mellitus  in 
children  has  been  said  to  be  3,  6,  and  12  years, 
however  we  have  been  unable  to  detect  a definite 
trend  in  the  age  of  onset  from  1-15  years.  I’he 
disease  proceeds  through  all  four  clinical  stages, 
slowly  at  first  but  once  the  cardinal  signs  and 
symptoms  are  manifest,  the  untreated  di.sease 
jrrogresses  very  rapidly  into  overt  diabetes.  Chil- 
dren may  pass  from  an  initial  stage  of  no  insulin 
requirements  to  one  of  complete  insulin-dejx,‘nd- 
ence  in  only  a few  hours  or  days.  The  rate  of 
movement  from  one  state  to  another  is  unpre- 
dictable, but  one  should  be  aware  that  children 
progress  through  the  same  stages  as  the  adult, 
but  at  a more  rapid  rate.^®  Following  the  onset 
of  overt  diabetes  and  the  initial  regulation  with 
insulin  most  children  usually  experience  a de- 
crease in  their  insulin  maintenance  recpiirement. 
I’his  period  of  low  insulin  retjuirement  lasts  for 
variable  lengths  of  time  and  the  duration  can- 
not be  predicted.  It  is  im|K)rtant  to  remember 
this  partial  remission  does  occur  so  that  one 
may  expect  to  tlecrease  the  insulin  dosage  ac- 
cordingly. Illness  and  emotional  stress  peritnli- 
cally  cause  a need  for  increased  insulin.  In  about 
ten  percent  of  patients  admitted  after  an  initial 
episode  of  diabetic  ketoacidosis,  no  insulin  at 
all  may  be  retptired.  This  has  been  called  tbe 
“honeymoon”  period  of  diabetes. i*'  I’his  occurs 
without  relation  to  type  or  even  adetptacy  of 
therapy.  These  patients  usually  retpiire  insulin 
again,  however,  ;ind  in  two  or  three  years  they 


Volume  72,  Number  3 — August,  1975 


113 


Management  of  Juvenile  Diabetes  Mellitus 


Iiecome  insulin-dependent  diabetics.  Another 
period  of  marked  change  in  insulin  requirement 
is  during  the  adolescent  growth  spurt.  An  in- 
crease in  daily  insulin  requirement  is  usually 
seen  at  this  time  on  the  order  of  approximately 
25%.  The  usual  recpiirements  for  adolescents 
are  0.9 -1.2  units/kg.-o  I his  dose  usually  de- 
clines after  attainment  of  full  growth  and  ma- 
turation. These  changes  are  depicted  in  Figure  1. 

Other  factors  altering  insulin  requirements 
are:  severe  infections,  insufficient  exercise,  or 
severe  emotional  stress.  We  usually  continue 
insulin  therapy  in  all  juvenile  diabetics  regard- 
less of  the  degree  of  remission  after  initiation  of 
treatment  of  the  initial  episode.  This  serves  to 
underscore  the  fact  that  diabetes  is  forever,  and 
to  avoid  the  psychological  impact  of  a later  need 
for  instdin  therapy.  It  is  often  interpreted  by  the 
jxitient  as  a worsening  of  his  state  of  health. 

1 he  early  use  of  insulin  at  times  in  doses  as 
little  as  two  units  commit  the  patient  to  a life- 
long schedule  of  insulin,  food  intake,  and  phys- 
ical activity  which  optimized  his  potential  for  a 
normal  life.  By  continuing  the  use  of  insulin 
the  likelihood  of  developing  insulin  allergy  or 
resistance  is  stated  to  be  reduced. 

MAJOR  ACUTE  BIOCHEMICAL  CONSEQUENCES 
OF  INSULIN  DEFICIENCY 

The  major  biochemical  and  clinical  manifesta- 
tion of  severe  insulin  deficiency  are:  (1)  volume 
depletion,  both  extracellular  and  intracellular, 
(2)  osmotic  alterations  between  volume  compart- 
ments, (3)  acid-base  disequilibrium  with  acidosis 
and  buffer  depletion  and  (4)  metabolic  starva- 
tion manifest  by  (a)  decreased  synthesis  of  pro- 
tein, lipid,  and  glycogen,  (b)  inhibition  of  pe- 
ripheral glucose  uptake,  (c)  reversal  of  the  glyco- 
lytic pathway  with  active  hepatic  production  of 
glucose  from  amino  acids  despite  hyperglycemia, 
(d)  active  mobilization  of  fats  from  adipose  tissue 
leading  to  marked  elevations  in  the  concentra- 
tion of  total  lijhds,  cholesterol,  triglycerides  and 
free  fatty  acids  in  plasma  and  (e)  development 
of  ketoacidosis. These  are  summarized  in 
Table  3. 

Insulin  deficiency  causes  decreased  peripheral 
uptake  and  utilization  of  sugar  in  the  insulin 
sensitive  tissues,  muscle,  liver,  and  adipose  tis- 
sue.22  The  liver  takes  up  approximately  70%  of 
an  ingested  glucose  load.^^  Insulin  deficiency 
leads  to  deaeased  glycogen  synthesis  and  in- 


Table  3 

MAJOR  MANIFESTATIONS  OF 
SEVERE  INSULIN  DEFICIENCE 


Manifestations 

1.  Hyperglycemia  and 
Glucosuria 

2.  Polyuria 

3.  Increased  plasma  lipids 
and  decreased  adipose 
tissue 

4.  Muscle  weakness  and 
wasting 

5.  Increased  blood  urea 


6.  Deci'eased  body 
potassium 

7.  Decreased  body 
sodium 

8.  Ketosis  and 
Ketonuria 


9.  .Acidosis,  low  pH  and 
low  bicarbonate 


10.  Air  hunger 


Etiology  or  Cause 

1.  Inability  of  glucose 
to  enter  cells 

2.  Osmotic  effect  of 
glucose  on  kidney 

3.  Breakdown  of  body  fat 
for  use  as  fuel 

4.  Loss  of  protein  due  to 
Gluconeogenesis 

5.  a)  Excessive  release  of 

niti'ogcn  part  of 
amino  acids 

b)  Decreased  GFR 

c)  Dehydration 

6.  Loss  of  potassium  from 
cells  with  protein 

7.  Osmotic  diuresis  with 
decrea.sed  time  for 
renal  tubules  to 
reabsorb  sodium 

8.  1)  Formation  of  ketone 

bodies  in  tlie  liver 
faster  than  can  be 
removed 

2)  Decreased  mecha- 
nism of  dispensal 
of  ketone  bodes 

9.  Increased  free  hydro- 
gen ion  production  by 
the  strong  organic 
acids  — acetoacetlc  and 
betarydroxy  butyric 

10.  Effect  of  acidosis  on 
the  respiratory  center 


creased  gluconeogenesis,  this  plus  an  increased 
intake  of  carbohydrates,  results  in  hyperglycemia, 
which  may  vary  from  150-2000  mg  glucose/ 100 
mg.  Elevation  of  the  blood  sugar  causes  the  ef- 
fective osmotic  pressure  of  the  extracellular 
fluid  to  be  increased  and  a cellular  dehydration 
occurs  as  water  moves  from  the  intracellular 
spaces  to  the  extracellular  compartment.  In  the 
renal  tubule,  the  filtered  glucose  exceeds  the 
reabsorbtive  capacity  of  the  renal  tubules  (nor- 
mal is  about  160  mg  percent),  resulting  in  glu- 
cosuria.24  The  hyperglycemia  and  glucosuria 
causes  an  osmotic  diuresis  with  an  obligatory 
water  and  electolyte  loss.  Because  of  the  large 
volume  of  water  loss  in  the  urine,  patients  de- 
velop polyuria  and  polydipsia.  Often  the  first 
presenting  symptom  in  the  young  child  may  be 
bedw'etting.  Children  are  also  often  noted  to 
have  increased  appetite  or  polyphagia,  which  is 
due  to  decreased  intracellular  glucose  concen- 
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tratioiis  aiul  niarkecl  iiureasal  loss  ol  glucose  in 
the  urine. 

Polytlijxsia,  polyuria,  anti  ])olypliagia  are  the 
classical  symptoms  nsnally  associatetl  with  tlia- 
hetes  mellitns,  hut  in  young  children  these  symp- 
toms may  occur  with  marked  rtijridity,  i.e.  houis 
to  days  instead  of  weeks  tt)  months  ;ts  is  seen  in 
the  adidt.  If  these  symptoms  are  allowed  to 
progress  patients  will  begin  to  cat;d)oli/e  j)ro- 
teins  and  fats  with  increased  urea  and  ketoacids 
production.  I'he  urea  anti  organic  acids  tire  ex- 
creted with  cations  which  promote  further  loss 
of  water  anti  electrolytes,  wdth  a resnlttmt  tle- 
crea,se  in  htnly  weight,  tlehydration,  anti  acidosis. 

Insulin  tleprivation  in  atlipose  tissue  results 
in  an  increased  breakdown  of  fat  stores  (lipolysis) 
and  tlecrea.sed  fat  synthesis.  Free  fatty  acitls  are 
transjjortetl  to  the  liver  where  they  are  tlegraded 
to  organic  acids. -•'>  The  organic  acitls  cannot  be 
degraded  through  the  I'CA  cycle  anti  therefore 
are  accumulated  in  the  plasma  as  acetoacetic 
and  betahydroxybutyric  acid.  Acetoacetic  acid 
is  converted  to  acetone  which  can  be  smelled  on 
the  breath.  Early,  these  organic  acitls  can  be 
excreted  in  the  urine  combined  with  the  cations, 
sodium,  potassium,  magnesium,  and  calcium. 
Therefore,  children  are  often  seen  with  ketones 
in  the  urine,  but  none  in  the  blood.  However, 
if  allowed  to  progress,  the  jHoduction  of  these 
organic  acitls  will  exceed  the  body’s  ability  to 
catabolize  them,  they  will  ultimately  deplete  the 
systemic  buffering  mechanisms  anti  cause  meta- 
bolic ketoacidosis  anti  coma.  Coma  is  thought 
to  be  due  to  multiple  factors  inclutling  acidosis, 
hyperosmolality,  cerebral  dehydration  and  di- 
minished cerebral  oxygen  utilization. 

THERAPY 

After  a diagnosis  of  diabetes  mellitns  has  been 
established  in  children,  they  are  usually  started 
on  therapy.  Since  there  has  been  little  or  no 
succe.ss  with  the  oral  hypoglycemic  agents,  or 
diet  alone,  the  management  is  usually  dependent 
on  insulin.  Hospitalization  is  preferred  for  the 
initial  treatment  of  juvenile  diabetes.  This  is 
true  even  though  only  10-20  percent  of  our  pa- 
tients present  in  severe  ketoacidosis  and  coma. 
Mild  ketoacido.sis  occurs  in  another  20-10  per- 
cent and  the  remainder  are  referred  by  their  phy- 
sicians because  of  acute  symptoms,  glucosuria 
and  hyperglycemia.  Hospitalization  makes  the 
determination  of  the  maintenance  insulin  re- 


(piiiement  and  patient  and  parent  education 
easier  and  more  effective. 

ACUTE  MANAGEMENT  OF 
DIABETIC  KETOACIDOSIS 

1 he  acute  management  of  tliabetes  mellitns 
is  primarily  related  to  correcting  the  acute  bio- 
chemical and  clinical  manifestations,  as  a result 
of  insulin  deficiency.-"  -^  A brief  outline  of  the 
primary  aims  of  initial  therapy,  calculations  of 
fluid,  electrolyte,  and  insulin  re(|uirements  are 
shown  in  d’ables  4 & 5. 

The  initial  dose  of  insulin  is  usually  given 
after  the  hydrating  .solution  has  been  started. 
The  recommended  dose  to  u.se  is  much  less  than 
we  have  classically  used  in  the  management  of 
this  conditioti  in  the  past  becau.se  of  the  severe 
complications  of  cerebral  edema.  .Several  iti- 
vestigators  are  now’  recommending  the  dose  of 
insulin  for  ketoacidosis  to  be  0.1  /r/kg  immetli- 
ately  follow’ed  by  0.1  ju/kg/hr  by  intravenous 
drip.  This  means  that  you  can  calcitlate  the 
amount  of  l.V.  fluid  you  need  to  give  per  hour, 
and  add  0.1  /u,/kg  body  w’eight  of  insuliti  to  the 
intravenous  fluid,  u.se  a pediatric  volutrol  and 
dropper  and  run  the  fluid  at  a rather  constant 
rate.  If  a more  rapid  fall  in  blood  sugar  is 
desired  you  may  increase  the  rate  of  infusion. 
I’his  dose  of  insulin  may  be  continuetl  until  the 
patient  is  out  of  ketosis.  If  the  circulation  is 
severely  impaired  subcutaneous  insulin  wall  not 
be  picked  up  until  perfusion  is  adetpiate.  It 

Table  4 

MANAGEMEN  F OF  IMAUE  1 1C  RETOACinO.SI.S 
Acute  Problem 

1.  Hypcr<>lycemia,  Glucosuria 

2.  Dehydration  and  loss  of  clcctrolvtes  both  extracellular 
and  intracellular  with  azotemia 

3.  Increased  lipid  mobilization 
Ketonuria 

4.  Metabolic  acidosis  with  buffer  depiction  and  byper- 
uricemia 

A1M.S  OF  INITIAL  THEICAPY; 

1.  Correct  shock.  Acidosis  and  Dehydration 

2.  Decrease  Glucosuria  and  Fat  Mobilization 

3.  Treatment  of  Underlying  Infection 

4.  Oral  Feedings  as  Quickly  as  Possible 

CALCUL.ATION  OF  FLUID  AND 
ELECT  ROLYTE  REQU 1 REM  ENT 

Water  Sodium  Potassium  Chloride 


cclkg 

Milleq 

uivaleutsl  l<g 

Deficits 

100 

8-10 

6-10 

6 

Maintenance 

100-3X 

3 

3 

2-3 

Total 

X = .Age  in  years 

L^iO^OO 

1113 

9-13 

8-10 
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Table  5 

MANAGEMENT  OE  DIABETIC  KETOACIDOSIS 
INSULIN 
(East  Acting) 

First  dose  — 5 0 units  or  O.I  nnit/kg  body  weight  intra- 
t enously  stat  followed  by  0.1,  kg  hr  to  run  in  first 
bottle  of  I.\".  fluid 

Repeated  doses  — 0.1  /t  'kg  body  weight/hour  when  blood 
sugar  j below  300  mg%  a glticose  containing  solution 
until  patient  is  otit  of  ketosis 

FLUIDS  AND  ELECTROLYTES 
Initial  inftision  to  establish  urine  flow  and  improve  cir- 
ctilation  — 20  - 25  cc  kg  of  Isotonic  saline  over  45-60 
minutes 

2 hours  - 6 hotirs  — 1/2  of  the  calculated  maintenance  and 
deficit  water  and  electrolyte  requirement  for  first  24 
liour  peritxl.  May  give  fluid  as  Electrolyte  - 75  in 
5%  glucose  solution  if  glucose  less  than  300  mg%, 
if  above  300  mg%  use  normal  saline.  NaHC03-L5 
2.0  inEq  kg  or  500  mg/kg  in  I.V.  fluids  if  CO2  less 
than  5 or  arterial  pH  of  less  than  7.0.  This  will  raise 
CO2  alrout  10  niEq/liter 

6 hours- 12  liours— 1 4 of  calculated  fluid  and  electro- 
lytes 

12  liours  - 18  hours  - 1 '8  of  calculated  fluid  and  electro- 
lyte reqtiirements 

18  hours  - 24  hours  — .Same  as  12-  18  or  give  patient  P.O. 
fhnds  if  tolerated 

nuist  also  be  remembered  that  the  half-life  of 
crystalline  insttliii  given  intravenottsly  is  only 
eighteen  mintites  and  it  causes  a rapid  fall  in 
the  blood  sugar  w'ith  a slower  rate  of  exchange 
with  the  brain  glucose  because  of  the  blood - 
biain  barrier.  This  dyseqiiillibrium  between  the 
Idood  and  the  brain  glucose  may  cause  cerebral 
edema.  Other  consequences  of  high  do.se  intra- 
venotisly  administered  instilin  is  ventrictilar 
filji'illations  and  hyjxtglycemia  with  seizures. 

We  usttally  do  not  give  insulin  intravenottsly 
ttnless  we  have  intravenotis  fluids  rtinning.  In 
addition  there  is  never  a need  to  correct  the 
hyperglycemia  prior  to  the  correction  of  the 
ketoacidosis  and  dehydration.  Even  in  hyper- 
osmolar metabolic  acidosis  one  must  coiTect  the 
tlehydration  along  with  the  hyperglycemia. 

LONG  TERM  MANAGEMENT 

■Successful  long  term  management  of  the  child- 
hootl  diabetic  is  dependent  on  fotir  major  factors. 

1 hese  are  (1)  Insulin,  (2)  Diet,  (3)  Patient  and 
Parent  Education  and  (4)  Physical  Activity.^** 
Each  patient  varies  on  the.se  factors  and  must 
have  a treatment  regimen  ba.sed  on  his  own  indi- 
vitlual  retpiirements.  Ehe  insulin  retjuirement 
varies  with  the  diet,  physical  activity,  illness,  and 


the  emotional  state  of  the  patient  and  of  the 
lamily.  These  factors  must  be  reasonably  well 
controlled,  but  the  patient  must  learn  to  regu- 
late them. 

All  children  newly  diagnosed  as  having  dia- 
betes mellittts  are  admitted  to  our  in-patient  hos- 
pital service  for  a period  of  10  - 14  days.  We  feel 
this  is  necessary  for  parents  and  patients  emo- 
tional adjustment  to  the  diagnosis,  for  the  initial 
regulation  of  instilin  dosage,  and  for  parent  and 
child  education  about  the  disease,  insulin,  and 
diet.  We  have  available  to  our  diabetic  edu- 
cational program,  a nurse  practitioner  with  spe- 
cial expertise  in  the  education  of  parents  and 
children,  a nutritionist,  for  the  necessary  diet 
calculations  and  dietary  education,  and  physi- 
cians to  coordinate  these  activities  to  fit  the 
jjatient  and  family  as  well  as  instruction  on 
insulin  regulation. 

INSULIN 

All  children  are  usually  begun  on  insulin 
therapy  as  soon  as  they  are  diagnosed.  The  usual 
do.se  of  insulin  to  be  administered  is  calculated 
on  a weight  basis  in  children  using  0.75  to  1.0 
units  per  pound  of  body  weight.  The  well  con- 
trolled patient  ustially  requires  0.25  to  0.5  units 
per  pound  body  weight  of  one  of  the  intermedi- 
ate acting  insulins.2o  Since  most  of  the  children 
we  see  are  refened  to  us  and  may  or  may  not 
be  acutely  ill,  we  do  not  know  the  amount  of 
insulin  they  may  require,  therefore,  we  began 
our  therapy  with  the  short  acting  insulins.  This 
approach  usually  prevents  having  patients  de- 
veloj)  severe  hypoglycemia  which  may  persist  for 
long  periods  of  time. 

T here  are  several  kinds  of  insulin  prepara- 
tions available  with  different  times  of  onset  of 
action,  duration  of  action,  and  peak  times  of 
action.  These  are  listed  in  Table  6.  The  most 
likely  time  for  hypoglycemic  insulin  reaction  to 
occur  is  the  time  of  that  particular  insulin’s  peak 
action.  Hyperglycemia  is  most  common  at  the 
end  of  the  duration  of  action  of  a particular 
insulin. 

A starting  point  for  the  physician  in  the  initial 
insulin  therapy  program  after  treatment  of  the 
ketoacidosis  or  if  a patient  is  admitted  not  in 
ketoacidosis  is  to  place  the  patient  on  the  one 
unit  of  regular  insulin  per  pound  of  body  weight 
per  day.  This  total  amount  should  be  given  sub- 
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Table  6 

INSULIN  PREPARATIONS  AVAILABLE 

(Time  of  Action  in  Hours) 


Action 

Type 

Onset 

Peak 

Duration 

Fast  -Acting 

Regular  or 

30  min  - 

3 

6 

Crystalline 

1 bout 

Semilente 

1-2  hours 

3-6 

12-18 

Intermediate 

NPH 

3-4  hours 

8-12 

18-24 

-Acting 

Lente 

3-4  hours 

8-12 

18-24 

(70%  ultralente 

30%  semilente) 

tdobin 

2-3  hours 

4-6 

12-18 

Long  -Acting 

Protanine  zinc 

4-6  hours 

12-16 

36-1- 

(PZI) 

I’ltralcnte 

4-6  hours 

12-16 

36 -t- 

cutaiieously  in  split  closes.  I'he  total  close  may 
initially  be  divided  as  follows:-® 


Before  breakfast  35% 

Before  lunch  ‘-5% 

Before  supper  20% 

At  midnight  10% 


I’he  patient  shoidcl  have  four  mine  checks  on 
double  voided  urine  sjjecimens  per  clay,  to  be 
clone  before  breakfast,  lunch,  supper,  and  at'  bed- 
time. His  four  injections  of  regular  insulin 
should  be  regulated  so  that  all  four  of  his  spot 
urine  tests  are  negative,  and  the  patient  is  having 
no  hypoglycemic  reactions.  Perhaps  a better  way 
which  we  use  now  is  to  do  fractional  urine  col- 
lections. This  is  done  by  having  the  patient  save 
all  his  urine  from  one  insulin  injection  to  the 
next  and  performing  a semicjuantitative  urine 
sugar  estimation  based  on  the  clinitest  method 
as  described  below.  This  wdll  give  you  a good 
estimation  of  the  amount  of  sugar  spilled  be- 
tween injections  and  where  you  need  to  increase 
or  decrease  the  dosage  of  regular  insulin.  When 


the  patient  is  well  controlled  on  regular  insidin, 
that  is  with  only  trace  to  1-|-  ghicosuria  in  the 
fractictnal  urine  specimens  and  no  hypoglycemic 
episodes,  the  short  acting  regular  insulin  may 
be  .switched  to  an  intermediate  acting  insidin 
(NPH  or  Lente).  The  amount  of  NPH  initially 
used  should  be  approximately  2/3  to  3/4  of  the 
total  daily  dose  of  regular  insulin  that  was  re- 
cjuired  and  may  be  given  as  one  injection,  before 
breakfast.  The  patient  shoidcl  continue  to  have 
urine  checks  four  times  daily  as  before  and  his 
insulin  dosage  regulated  based  on  an  evaluation 
of  his  urine  record  as  shown  in  Table  7.  If  the 
patient  is  having  persistent  ghicosuria,  the  NPH 
may  be  increased  by  10%  per  day,  until  the  mid 
afternoon  or  before  snack  urine  check  is  nega- 
tive. If  the  patient’s  urine  checks,  however,  are 
negative  at  this  time,  his  NPH  dose  should  be 
decreased  each  morning  by  10%  until  he  has 
ghicosuria,  then  he  shoidcl  increase  his  close  back 
to  the  lowest  close  on  which  he  was  negative.  We 
desire  the  patient  to  be  aglucosuric  at  the  time 


Talilc  7 

EVALUATION  OE  THE  PATIENT  RECORD 
Using  Eour  Daily  Lhine  C:iiccks 


Common  Types 
of  Problems 

Before 

Breakfast 

Before 

Lunch 

Before 

Dinner 

Bedtime 

Correctional  Measures 
'Type  of  Insulin 
Rapid 

Intermediate 

1 

-r  -4  + -4- 

-f  -f  -1-  -t- 

4-  + 4-  4- 

4 4-  -4-  4- 

t 

Q 

0 

4 -f  4 4- 

0 

0 

T 

3 

0 

0 

4 4 4 

4 4 4 

t 

4 

-r  -f  -r  -4 

0 

0 

1-  4 4-  4- 

* 

5 

-4-  -1-  -t-  -r 

0 

0 

0 

* * 

* May  need  to  give  2 doses  NPH  70:30.  70%  of  total  dose  in  AM.  30%  in  PM. 
**  Add  NPH  at  Bedtime  or  reduce  bedtime  snack. 

-f  -f - + + indicates  glucostiria. 
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of  the  j)eak  action  of  iiis  insulin.  This  would  be 
the  peak  action  time  (approximately  3 - 4 p.m.) 
if  NPH  is  tifiven  before  breakfast  (7  - 8 a.m.).  If 
the  before  lunch  urine  sugar  is  still  4-|-  after  the 
Slipper  becomes  negative,  regular  insulin  (start 
with  20%  of  the  dose  of  NPH)  may  be  added  to 
the  morning  injection  of  NPH.  If  the  early 
morning  urine  is  persistently  4-(-,  the  total  NPH 
dose  may  l)e  divided  into  two  injections  — 70%, 
of  the  total  daily  dose  before  breakfast  and  30%, 
before  supjx;r.  Diet  is  also  an  important  factor 
in  regulating  diabetes.  Between  meal  snacks 
given  at  the  time  of  the  peak  action  of  the  in- 
sulin progiam  will  help  prevent  hypoglycemic 
episodes.  Also,  bedtime  snacks  are  employed  to 
prevent  nocturnal  hypoglycemia. 

4'he  best  guide  of  as.sessing  daily  control  in 
the  juvenile  diabetic  on  a single  dose  of  NPH 
insulin  is  the  24  hour  urine  glucose  determina- 
tion.It  gives  a better  understanding  of  the 
state  ot  control  the  diabetic  is  in  than  random 
fasting  blood  sugars  or  random  double  void 
urine  sugar  values.  During  the  initial  treatment 
of  the  patient,  24  hour  fractional  glucose  values 
may  be  olitained  three  or  more  times  a week. 
When  the  patient  has  been  brought  under  fairly 
good  control,  24  hour  urines  may  be  needed  only 
once  or  twice  a month. 

The  amount  of  glucosuria  desired  in  the  24 
hour  urines  is  between  5 and  10%  of  the  daily 
caibohydrate  intake.  Values  below  5%  may  in- 
dicate too  rigid  control  and  hypoglycemic  epi- 
sodes, while  values  above  10%  indicate  poor  con- 
trol of  hyperglycemia.  An  estimate  of  the  value 
may  be  calculated  as  shown  in  Table  8. 

lo  perform  the  .semiquantitative  urine  sugar 
estimation  based  on  the  Clinitest  method,  the 
patient  is  asked  to  collect  urine  for  a 24  hour 
periotl  and  the  volume  measured.  A Clinitest 
detei mination  is  performetl  on  an  alicjuot  from 
the  whole  24  hour  sjiecimen.  Using  the  ap- 
piojriiate  sugar  values  for  each  Clinitest  reading, 
one  can  calculate  the  urinary  sugar  excretion. 

It  should  lie  noted  that  the  Clinitest  reading  for 
the  24  hour  fractional  glucose  must  be  at  least 
tiace  to  1-j-  to  avoid  episodes  of  hyjxiglycemia. 
Foi  example,  if  the  patient  has  a urine  volume 
of  1500  ml  and  the  Clinitest  value  is  1-j-,  the 
calculation  reveals  that  the  patient  excreted  7.5 
gm  of  glucose  in  that  24  hour  period.  This  test 
can  be  used  with  the  Clinitest  method  either  em- 


Table  8 

SEMIQUANTITATIVE  URINE  SUGAR  ESTIMATE 
BASED  ON  CLINITEST  METHOD 

1.  Collect  urine  for  a 24-liour  period  or  a known  period 
of  time. 

2.  Measure  the  volume  collected. 

3.  Do  a Clinitest  determination  on  an  aliquot  from  the 
whole  urine  specimen. 


4.  Calculate  cm  the  basis  of  Clinitest  reading  urinary 

sugar  excretion. 
Sugar  Excretion  = 

Urine  Volume  (cc) 

X Clinitest  Sugar 

100 

Values  (gm/100  cc) 

Clinitest  Reading 

Sugar 

Sugar  Value 

4-f- 

(%) 

(gm/100  cc) 

2 or  greater 

9 

3-r 

1 

1 

2 + 

0.75 

0.75 

1 + 

0.5 

0.5 

Trace 

0.25 

0.25 

Example: 

Urine  volume  = 1500  cc 


Clinitest  Value  = 1 + , sugar  value  0.5  gm/100  cc 

1 500  cc  X 0.5  gm/100  cc  = 7.5  gm  = 24  hour  urine 
'•Id  sugar  excretion 

jiloying  five  or  two  drops  of  urine  and  reading 
on  the  proper  scale.^s 

A simple  method  for  estimation  of  the  total 
daily  carliohydrate  intake  is  to  determine  the 
approximate  number  of  calories  the  patient  is 
consuming  and  if  50%  of  his  diet  is  carbohydrate, 
then  divide  the  total  number  of  calories  by  2. 
I'll  is  would  give  the  number  of  carbohydrate 
caloiies.  To  convert  carbohydrate  calories  to 
grams  of  sugar,  divide  the  number  of  carbo- 
hydrate calories  by  4 and  this  will  give  you  the 
grams  of  carbohydrates.'^^*  We  usually  add  an 
additional  10%  to  this  to  allow  for  the  protein 
converted  to  glucose  via  gluconeogenesis.  An 
example  of  this  calculation  is  as  shown  below: 

A.ssume  this  is  a 12-year-old  on  a 2500  calorie 
diet: 

1/2  of  the  calories  are  carbohydrates 

2500 

— ^ — = 1250  carbohydrate  calories 

grams  of  carbohydrate  = ^ grams  of 

4 CHO 

Add  10%  for  CHO  obtained  from  protein  — 
31.2 

Therefore  312  + 31.2  = 343.2  gms  of  carbo- 
hydrate 

10%  of  this  would  be  34  gms/day 

5%  or  good  control  would  be  17  gms  or  less/ 
day 
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RESPONSE  TO  NPH  AND  LENTE  INSULIN 

When  insulin-tlepeiulent  patients  present 
proltletns  of  control,  the  classification  of  the  pa- 
tient’s response  to  a single  dose  of  NPII  or  Lente 
insidin  may  aid  the  physician  in  making  a 
choice  of  insidin,  dosages,  and  the  timing  of  its 
administration.-’^ 

Patients  with  diabetes  freiinently  differ  or 
change  in  their  resjxmse  to  a single  dose  of  in- 
termediate acting  insidins  such  as  NPH  or  Lente. 
1 he  types  of  resjxmses  that  have  been  observed 
for  a single  day  injection  of  NPH  or  Lente 
insulin  have  been  characterized  by  Hallas-Moller 
as  having  an  A,  B,  or  C curve.’'  These  cuives 
are  shovnr  to  Figure  2,  3,  & 4.  The  response  of 
a patient  who  remains  normoglycemic  through- 
out a 24  hour  jreriod  on  a normal  diet  and  a 
single  dose  of  NPH  insulin  is  de.signated  as  a 
B curve  or  a normal  response.  He  develops  a 


insulin'^^ 

INJECTION 

Figure  2. 


INSULIN  ^ 
INJECTION 


Figure  3. 


INJECTION 


Figure  4. 


tendency  toward  hyperglycemia  only  in  relation 
to  food  ingestion.  These  patients  are  usually 
hyperglycemic  and  spill  glucose  in  the  morning 
and  are  more  likely  to  have  a hypoglycemic  epi- 
,sode  at  the  peak  effect  of  their  insulin  during 
the  mid-afternoon. 

T he  response  of  a patient  who  is  hyjx^rglycemic 
during  the  day  unrelated  to  meals  and  nor- 
moglycemic to  hypoglycemic  at  night  is  desig- 
nated as  a “C”  or  delayed  resjronse.  These  pa- 
tients have  a delayed  onset  of  action  of  the  NPH 
dose  anil  may  Ire  characterized  Iry  hyjroglycemic 
reactions  at  night  or  in  the  early  morning  hours. 
They  are  usually  treated  by  decreasing  the  dose 
of  NPH  before  breakfast  and  adding  crystalline 
insulin  given  as  one  shot.  T his  is  usually  given 
as  a 2:1  mixture  of  NPILcrystalline  insulin. 

T he  response  of  a patient  with  fasting  hyper- 
glycemia in  the  morning  and  hyperglycemia  dur- 
ing the  evening  is  designated  as  an  or 

transient  response.  T hese  jratients  have  theii 
periods  of  normoglycemia  restricted  to  the  after- 
noon and  experience  their  hypoglycemic  reac- 
tions at  that  period  of  the  day.  These  chiklren 
frecpiently  reipiire  2 doses  of  NPH  tor  optimal 
control  and  given  2/3’s  of  the  total  dose  in  the 
morning  anil  1 3 in  the  evening.  An  excellent 
idea  of  a given  patient’s  response  to  a single  dose 
of  NPH  insulin  can  also  be  obtained  using  the 
fractional  urine  collections.  Patients  are  in- 
structed to  collect  their  urine  in  aliipiots  during 
the  following  time  interims,  measure  the  urine 
volumes,  and  perform  a semiipiantitative  sugar 
on  each  aliipiot;  8:00  a.m.  — 12  nixm,  12  noon 
4:00  p.m.,  4:00  p.m.  - 8:00  p.m.,  8:00  p.m.  - 8:00 
a.m.  Fhe  aliipiots  are  spaced  such  as  to  take 
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into  account  tlie  patients’  tistial  insulin  dosage, 
diet,  exercise,  and  stresses.  The  insulin  can  then 
Ire  regulated  based  on  this  fractional  collection. 
If  the  patient  is  noted  to  have  a large  urine 
volume  at  certain  periods  of  the  day  this  usually 
suggests  increased  glucosuria.  This  is  because 
increased  glucocuria  is  usually  always  accom- 
panied by  an  increased  urine  volume  due  to  the 
osmotic  effect  of  glucose. 

COMPLICATIONS  OF  INSULIN  THERAPY 

The  major  complications  associated  with  in- 
sulin therapy  are  (1)  hypoglycemia,  (2)  resistance 
to  insulin,  (3)  hypersensitivity  to  insulin  (4)  lipo- 
dystrophy, (5)  presbyopia,  (6)  edema,  (7)  hepa- 
tomegaly and  (8)  cerebral  edema.  The  most  com- 
mon complication  of  insulin  therapy  is  hypo- 
glycemia. These  episodes  are  to  be  avoided,  and 
the  patient  must  Ire  prepared  to  recognize  the 
early  .symptoms  of  hypoglycemia  to  prevent  a 
severe  reaction,  which  may  catise  severe  neuro- 
logical damage. 

HYPOGLYCEMIA 

The  early  signs  of  hypoglycemia  usually  in- 
clude hunger,  restlessness,  tremulousness,  irrita- 
bility, lethargy,  and  an  inability  to  think  clearly. 
These  early  signs  of  decompensated  cerebral 
function  are  usually  cpiite  subtle.  If  disregarded 
the  patient  may  later  begin  to  manifest  signs 
indicating  marked  increased  function  of  the 
sympathetic  nervous  system  such  as  flushing, 
palpatations,  severe  headache,  visual  disturbance, 
proftise  perspiration,  hyperventilation,  and  tach- 
ycardia a.s.sociated  with  an  ina'ease  in  the  systolic 
blood  pressure.  It  is  at  this  time  that  the  patient 
should  definitely  ingest  supplemental  carbohy- 
drate to  abort  the  attack.  If  not,  they  may  have 
a wide  variety  of  neurological  signs  including 
twitching,  generalized  convulsions,  sensory  hemi- 
anesthesia, tonic-clonic  movements  and  hemi- 
paresis.  Yotmg  children  are  capable  of  recogniz- 
ing these  early  signs  and  should  be  instructed 
to  carry  a piece  of  candy  with  them  at  all  times. 
The  ingestion  of  carbohydrate  immediately  ujxtn 
experiencing  the  earliest  symptoms  of  hypogly- 
cemia usually  avert  the  severe  hypoglycemic  epi- 
sode. If  the  patient  progresses  to  coma,  so  that 
drinking  sweetened  orange  juice  or  a cola  or 
eating  candy  is  impossible,  the  IV  administration 
of  D-50-W  is  indicated.  Should  the  patient  pro- 
gress into  coma,  it  is  sometimes  difficult  to  dis- 
tinguish between  diabetic  coma  from  too  little 


insidin  and  hypoglycemia  from  too  much  in- 
sulin. Table  9 lists  some  of  the  differential 
points  which  may  be  used  as  a guide. 

Excessive  administration  of  insulin  leads  to 
wide  fluctuations  in  blood  glucose  concentration 
and  frequently  inapparent  hypoglycemia,  fol- 
lotved  by  hyperglycemia  and  ketonuria.  This  has 
been  called  the  “Sonogyi  phenomenon. The 
mechanism  of  hyperglycemia  and  ketonuria  is 
probably  catecholamine  mediated  and  is  only 
further  aggravated  by  increasing  insulin  admin- 
istration. If  the  dose  of  insidin  exceeds  2 units 
per  kilogram  per  day,  this  phenomenon  should 
be  suspected  and  the  dose  of  insulin  slowly  de- 
creased by  10%  per  day  over  the  next  several 
tveeks.  .Some  authors  have  reported  using  beta 
adrenergic  blocking  agents  in  the  treatment  of 
this  phenomenon  to  reduce  the  catecholamine 
release’^®  but  we  prefer  deaeasing  the  insulin 
dosage. 

INSULIN  RESISTANCE 

Insulin  resistance  is  very  rare  in  the  juvenile 
diabetic  patient  and  has  been  said  to  occur  in 
less  than  one  in  e\'ery  one  thousand  treated  dia- 
betic patients.  The  classified  definition  of  in- 


Table  9 

DISTINGUISHING  FE.4TURES  BETWEEN  DIABETIC 
KETOACIDOSIS  AND  HYPOGLYCEMIC  REACTIONS 


Signs  and  Symptoms 

of  vs. 

Diabetic  Ketoacidosis 

Signs  arid  Symptoms 

of 

Hypoglycemic  Reactions 

Onset: 

Slow 

Rapid 

Symptoms: 

Thirst 

Eatigue 

Nausea 

Inability  to  concentrate 

Vomiting 

Yawning 

Abdominal  pain 

Headache 

Constipation 

Sweating 

Headache 

Dizziness 

Blurred  vision 

Blurred  vision 

Air  hunger 

Paraesthesia 

Signs: 

Kussmaid  respiration 

Unusual  behavior 

Dehydration 

Stupor 

Elushed  face 

Pallor 

Rapid  pulse 

Sweating 

Hypothermia 

Tachycardia  or  Brady- 

Normal  or  depressed 

cardia  occasionally 

respiration 

Seizures 

Coma 

Coma 

Laboratory: 

High  blood  sugar 

Low  blood  sugar 

Glucosuria 

No  glucosuria  usually 

Ketonuria 

Ketonuria 

120 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


ClARoi,  (]hankv,  M.D.  and  M.  J()^ c;i:r.vN  Ei.dkrs,  M.I). 


suliii  resistance  is  a daily  insulin  re(|nirement 
“leater  than  200  units  hhiy  as  necessary  to  main- 
tain adequate  ret’niation.''’"  In  cliildren  a total 
daily  dose  in  excess  ol  2 units  per  kilogram  is 
considered  indicative  ol  insulin  resistance.  In- 
sulin insensitivity  occurs  somewhat  more  fre- 
quently, and  this  term  is  usually  reserved  for 
diabetics  who  reejnire  more  than  60  units  of 
insulin  per  day  but  less  th.in  200  units  per  day 
to  achieve  reasonable  control.  The  etiolot*-^'  of 
insidin  resistance  is  unknown.  It  has  been  pro- 
posed that  patients  have  a decreased  peripheral 
end-organ  responsiveness,  i.e.,  their  tissues  simply 
do  not  res]>ond  to  insidin. The  other  possibil- 
ity is  that  the  patients  are  making  circulating 
antibodies  to  the  insidin  which  has  been  in- 
jected.Any  diabetic  jiatient  requiring  insulin 
for  a long  perioil  of  time  may  make  antibodies  to 
insulin.  However,  in  most  of  these  patients  this 
has  not  been  a major  problem  in  management. 
^Ve  usually  obtain  insidin  antibodies  and  if  they 
are  high  we  try  a change  in  the  animal  source 
of  the  insulin. 

INSULIN  HYPERSENSITIVITY 

A third  complication  of  insulin  therapy  is 
that  of  hypersensitivity.'*®  Approximately  5 to 
10  percent  of  all  diabetic  patients  will  have 
dermal  insidin  hypersensitivity.  Most  of  these 
reactions  are  very  mild  consisting  of  only  sting- 
ing, redness,  and  induration  at  the  injection  site. 
They  may  be  of  two  types,  an  immediate  type 
which  occurs  within  one  hour  after  injection 
and  a delayed  type  occuring  6-24  hours  follow- 
ing an  injection  with  individual  reactions.  These 
reactions  usually  occur  within  the  first  two 
years  after  beginning  insulin  therapy  and  is 
rarely  a problem  thereafter.*®  For  some  of  the 
more  .severe  cases  the  pork  insulin  may  be  satis- 
factory, since  it  is  usually  less  allergenic  in  man 
than  the  usual  beef-pork  preparation.  Approxi- 
mately one  percent  of  the  hypersensitive  reac- 
tions, however,  may  be  very  serious  ones  that  are 
manifest  by  urticaria,  angioneurotic  edema,  gas- 
trointestinal disorders,  respiratory  symptoms, 
arthritic  complaints,  anaphalactoid  shock,  and 
serum  sickness. 

Patients  with  severe  insulin  resistance  or  hy|5er- 
sensitivity  may  be  treated  with  the  antihista- 
mines, corticosteroids,  change  in  the  animal 
source  of  the  insulin  or  desensizalion  to  help  re- 
duce the  allergic  response.  However,  it  is  recom- 


mended that  these  jialients  lie  referred  to  a ma- 
jor center  for  proper  antiliody  testing  anil  regu- 
lation of  insulin  therapy. 

LIPODYSTROPHY 

A lourlh  complication  of  insulin  therapy  is 
lipodystrophy.**  4’here  are  two  forms  of  lipo- 
dystrophy. One  is  manifest  by  hypertrophy  at 
the  site  of  injection,  either  soon  after  or  .several 
hours  later  and  disappear  within  one  to  seven 
days.  It  is  important  that  when  these  occur  the 
sites  not  be  continually  used  but  rotated,  since 
they  may  cause  very  large  thickened  patches  in 
the  skin  so  that  the  insidin  is  not  absorbed  well. 
These  bumjis  usually  go  away  when  insulin  is 
no  longer  injected  near  tliese  sites.  I'o  prevent 
their  occuiing,  we  usually  instruct  om  patients 
to  inject  llie  insulin  deep  into  the  muscle,  and 
to  rotate  the  sites  so  that  they  will  not  use  the 
same  site  more  than  once  in  one  month.  The 
other  form  of  lipodystrophy,  fatty  atrophy,  usu- 
ally appears  months  to  years  after  the  commence- 
ment of  insulin  therapy  and  lasts  for  variable 
lieriods  of  time.  These  have  been  attriliutcd  to 
the  pH,  the  purity,  the  animal  source,  and/or 
the  additives  to  the  insulin,  esjiecially  zinc.  It 
has  been  suggested  that  the  newer  highly  puri- 
fied forms  of  insulin  have  a much  lower  inci- 
dence of  fat  atrophy  than  the  other  fonns  of 
insulin.  The  incidence  is  higher  in  gills  and 
older  patients.  We  usually  treat  the.se  secondary 
fatty  atrophies  by  having  the  patient  warm  the 
insulin  to  body  temperature,  inject  the  insulin 
directly  into  the  center  of  the  atrophic  areas, 
rotate  the  sites  for  injection,  inject  the  insulin 
intramuscnlarly,  and/or  change  types  of  insulins. 
It  has  been  reported  that  the  incidence  of  fat 
atrophy  is  significantly  less  in  a newer  insulin 
preparation,  used  in  .Australia  called  Rajiitard 
and  Actrapid*-  (17%  compared  to  72%  with 
Lente). 

PRESBYOPIA 

A fifth  conqilication  of  insulin  therapy  is  that 
of  presbyopia.*'*  This  is  a bilateral  transient  loss 
of  near  vision  nsually  occurring  very  early  after 
the  ]iatient  is  begun  on  insulin  therapy.  It  is 
thought  to  be  due  to  a change  in  the  osmotic 
equilibrium  between  the  lens  and  occidar  fluid. 
This  condition  usually  resolves  itself  in  a matter 
of  one  to  four  weeks.  No  special  measures  are 
necessary. 
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EDEMA 

A sixth  complication  is  that  of  insulin  inclticed 
edemad^  I his  nsnally  occurs  one  to  two  days 
alter  the  patient  has  been  hospitalized  and 
treated  for  ketoacidosis,  and  usually  subsides  in 
a few  days  tollowing  its  occtirrance.  The  etiology 
of  this  edema  is  not  known.  However,  it  is 
known  that  insulin  has  mild  sodium  retention 
projx;rties.  The  other  possil)ility  is  that  the  pa- 
tients excrete  an  excessive  amount  of  vasopressin. 
The  hyperosmolar  state  of  diabetes  mellitus 
olten  serves  as  a stimulus  for  relea.se  of  vasopressin 
into  the  plasma. This  serves  as  an  attempt  to 
correct  the  hyperosmolality  by  causing  a marked 
retention  of  water. 

HEPATOMEGALY 

-Another  complication  not  infrecpiently  .seen  is 
that  of  hepatomegaly-*'*  which  also  usually  occurs 
immediately  following  treatment  of  the  patient 
lor  severe  ketoacidosis,  and  clears  up  in  a matter 
ot  weeks.  This  is  thought  to  be  dtie  to  the 
marked  increase  in  glycogen  deposition  in  these 
patients  following  institution  of  insulin  therapy. 

CEREBRAL  EDEMA 

We  have  fretpiently  had  the  exjrerience  of  ob- 
serving children  recovering  from  diabetic  keto- 
acidosis to  be  much  improved  biochemically,  but 
to  become  clinically  incoherent,  more  comatose, 
irritable,  and  restless.  Clements,  et  aD"  recently 
reported  finding  elevated  cerebrospinal  fluid 
pressure  in  all  of  five  j^atients  monitored  during 
the  cotirse  of  their  therapy,  developing  C.SF 
pre.s.stire.s  of  110()-700  mm  water  within  2-16 
hotirs  after  the  onset  of  therapy.  In  every  case 
there  was  a significant  fall  in  the  blood  sugar 
and  plasma  osmolality,  d’hey  suggested  the  acute 
cerebral  edema  was  the  result  of  increased  polyol 
pathway  activity  in  brain  cells.  This  pathway 
converts  glucose  to  .sorbitol  and  fructose.  In- 
creased concentrations  of  gluco.se,  sorbitol  and 
frtictose  have  been  demonstrated  in  the  brains 
of  dialjetic  rats.^*  The  acctimulation  of  sorI)itol 
and  Irtictose  witliin  the  Ijrain  cells  during  hyper- 
glycemia causes  an  o.smotic  disequilibrium  be- 
tween the  brain  cells  and  blood  with  a marked 
acctimidation  of  water  in  the  brain  during  re- 
hydration. The  authors  stiggest  that  the  cor- 
rection of  the  plasma  hyperosmolarity  should 
not  be  too  rapid,  so  as  to  allow  more  time  for 
etpiilibriation.  In  particular,  rapid  falls  in  blood 
sugar  should  be  avoided,  therefore,  smaller 


doses  of  insulin  are  recommended  to  cause  a 
slowei  fall  in  the  jrlasma  glucose.  Hypoglycemia 
is  also  known  to  cause  cerebral  edema,  therefore, 
this  .should  especially  be  avoided,  because  of 
ftirther  aggravation  of  the  cerebral  edema,  caused 
by  the  rapid  fall  in  the  extra-cellular  osmolality 
catised  by  the  decrease  in  blood  glucose. 

Posner  and  Plum^^  have  demonstrated  that 
rapiti  correction  of  extra-cellular  acidosis  by  in- 
fusion of  large  tpiantities  of  sodium  bicarbonate 
can  cause  a paradoxical  acidosis  of  the  CSF  with 
altered  consciousness.  This  results  from  the  rela- 
ti\'e  impermeability  of  the  blood  brain  barrier 
to  the  movement  of  bicarijonate  ions  and  the 
rapid  permeability  to  carbon  dioxide.  Other 
factors  which  may  contribute  to  the  cerebral 
edema  are  dehytlration,  acidosis,  hemoconcentra- 
tion  and  decreased  cerebral  blood  flow,  all  of 
which  may  cause  cerebral  anoxia  which  may  re- 
stdt  in  cerebral  edema. 

DIETARY  MANAGEMENT 

1 he  broad  goals  of  diabetic  dietary  manage- 
ment are  shown  in  Table  10  as  defined  by  Suss- 
mann.33  The  ultimate  goal  is  to  permit  the 
patient  to  live  a comfortable  a.symptomatic  life. 
This  aim  includes  the  promotion  of  normal 
growth  and  development,  the  development  of  a 
wholesome  psychological  attitude  toward  his 
condition,  and  freedom  from  symptomatic  in- 
juriotis  hyperglycemia  or  hypoglycemic  episodes. 
All  but  the  extreme  ranges  of  blood  sugar  are  in 
keeping  with  this  goal.  The  diet  shotild  be  one 
which  is  nutritionally  adeqtiate,  that  the  patient 
is  capable  of  following  and,  therefore,  not  too 
different  from  his  usual  eating  habits.  The  child- 
hood diabetic  should  not  go  hungry,  because  if 
they  are  hungry  they  are  much  more  likely  to 
consume  foods  which  we  would  not  highly 
recommend. 

I here  are  minor  restrictions  on  the  diet,  how- 
Table  10 

GOADS  IN  DIABETIC  DIETARY  MANAGEMENT 

1.  Diet  must  be  nutritionally  adequate,  promoting  growth 
and  development. 

2.  Diet  should  be  tailored  to  conform  as  much  as  possible 
to  the  usual  eating  habits  of  the  patient. 

3.  Diet  should  restrict  certain  major  sources  of  carbo- 
hydrates — pies,  jams,  jellies,  sugar,  honey,  candy,  etc. 

4.  Diet  should  provide  proper  distribution  of  carbo- 
hydrate, protein,  and  fat  throughout  the  day. 

Modified  from  Sussman,  K.  E.,  Juvenile  Diabetes  Mel- 
litus and  Its  Complications.  C.  Thomas,  1971. 
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ever,  no  food  is  absolutely  distillowed.  I he  dia- 
betic reqtiiring  insulin  must  eat  multiple  meals 
to  avoid  hypoglycemia.  His  eating  pattern  is 
dictated  by  non-physiologic  rate  of  insidin  re- 
lease from  the  site  of  injection.  Classically  the 
footl  is  distribntetl  among  three  meals  and  two 
snacks,  one  snack  to  cover  the  time  of  peak  ac- 
tivity for  intermeiliate  actitig  insidin  or  after 
school  anti  the  other  for  insurance  against  hypo- 
glycemia during  sleep  or  at  bedtime,  d he  basic 
pattern  of  food  intake  shoidtl  be  individualized 
to  promote  the  maximum  cooperation  for  day 
to  day  consistency.  This  consistency  insures  the 
greatest  safety  from  hypoglycemia  and  the  avoid- 
ance of  symptomatic  anti  theoretically  detri- 
mental hyperglycemia. 

Vharious  investigators  have  shttwn  that  diets 
high  in  carbohydrates  fretpiently  improve  glu- 
cose tolerance  in  normal  persons  anti  usually  do 
not  increase  and  may  actually  lower  the  insidin 
recpiirement  in  insulin  dependent  diabetics. 
I'herefore,  we  are  now  recommending  tliets 
higher  in  carbohydrates  and  lower  in  fats,  especi- 
ally the  unsaturated  fats.  A diet  for  diabetics 
which  is  high  in  carbohydrates  and  low  in  poly- 
inrsaturated  fats  will  lower  serum  lipid  levels 
significantly.'*^  The  relationship  of  lipitl  ab- 
normalities to  the  development  of  vascular  com- 
plications is  complex,  but  it  does  appear  that 
there  may  be  a correlation  with  major  ves.sel 
disease. 

In  deciding  the  dietary  prescription  or  the 
kind  of  diet  a patient  should  be  on,  one  must 
consider  the  size  of  the  patient  and  the  age  of 
the  patient,  especially  children,  llie  total  calo- 
ries in  the  diet  .should  be  25  to  30  calories  per 
kilogram  of  Ijody  weight.  A simple  fotinula  for 
calculating  total  calories  in  a diet  is  to  multiply 
the  ideal  body  weight  in  pounds  by  a lactor  of 
10.  The  diet  we  recommentl  usually  derives  50% 
of  the  total  calories  from  carltohydrates,  30% 
from  fat  and  20%  from  protein.  It  is  usually 
jnovided  in  3 meals  and  3 snacks  for  younger 
children  and  3 meals  and  2 snacks  for  older 
t hildren. 

In  children  one  may  wish  to  prescril)e  1,000 
calories  for  the  first  year  of  age  plus  one  hun- 
dred calories  for  each  adtlitional  year  of  age 
up  to  the  age  of  13  or  11,  plus  200  to  300 
calories  to  meet  urinary  losses  of  glucose.  Our 


nutritionist  usually  calcidates  the  patient's  die- 
tary prescription  and  makes  sure  that  the  pa- 
tient has  adetpiate  numljer  of  calories  anti  that 
they  are  getting  plenty  to  eat  anti  are  not 
hungry.  When  this  is  establishctl,  they  are  in- 
structed on  the  tlietary  exchange  system  as  out- 
lined in  the  Arkansas  Diet  Manual.  The  footls 
are  tlivitletl  into  the  6 major  groups  which  are 
referretl  to  as  exchanges.  It  is  important  tliat 
the  jjatient  untlerstand  these  footls  anti  ex- 
changes such  that  they  can  freely  substitute  one 
footl  for  another  within  a given  group.  We  do 
not  have  our  patients  eat  any  special  dietetic 
footls.  We  usually  have  them  eat  whatever  the 
family  eats  and  usually  the  entire  family  eats  a 
more  nutritious  diet.  Dietary  excesses,  although 
leading  to  increasing  hyperglycemia  and  glu- 
cosuria,  tlo  not  intluce  ketoacidosis.  Consetpient- 
ly,  we  tlo  not  prohiltit  our  patients  from  eating 
foods  appropriate  to  special  occasions  such  as 
parties,  birthday,  holidays,  etc. 

PATIENT  EDUCATION 

One  of  the  crucial  factors  of  successful  tlia- 
betic  control  is  the  education  of  the  patient  anti 
his  family  about  the  tlisease.  A word  of  caution 
concerning  early  self-care  of  the  juvenile  dia- 
betic should  be  mentioned  here.  In  a stutly 
conductetl  by  Elzwiler’"'  it  was  shown  that  most 
children  below  12  years  do  not  comprehend  the 
basic  theory  of  the  treatment  of  diabetes,  i.e., 
controlling  hyperglycemia  with  insidin.  Etz- 
wiler*’’"  advises  that  fidl  self-care  not  be  given 
to  the  juvenile  dialtetic  until  he  reaches  the 
point  tliat  he  understands  why  he  takes  insulin, 
how  to  avoid  insidin  reactions,  anti  why  check- 
ing his  urine  for  glucose  is  related  to  adjusting 
insidin  tlosage.  Etzwiler  also  believes  that  forc- 
ing self-care  of  juvenile  diabetics  loo  early  may 
lie  a factor  in  protlucing  rebellious,  maladapted 
teen-age  diabetics.  \’oung  children  must  be  well 
supervised  if  they  are  checking  their  urine  or 
giving  their  injections.  By  the  age  of  12  or 
13  most  chiltlren  are  altle  to  accept  the  responsi- 
bility of  .self-care. 

A teacliing  jtrogram  for  the  diabetic  must  in- 
clude not  only  the  patient,  but  also  his  family. 
.Sussman  presents  the  educational  program  as 
having  four  major  goals: 

(1)  Motivation  of  llie  patient  to  follow  a 
program. 

(2)  riansmilting  information  to  the  patient 


Volume  72,  Number  3 — August,  1975 


123 


Management  of  Juvenile  Diabetes  Melutus 


through  individual  and  group  teaching 
conferences. 

(3)  Stimulation  of  the  patient  to  learn  more 
about  diabetes  through  reading. 

(4)  Providing  emotional  support  and  allaying 
fears  concerning  this  disease. 

Tlie  levels  of  instruction  for  patients  varies 
according  to  intelligence  and  motivation.  A con- 
venient outline  of  a minimal  amount  of  material 
that  may  be  used  as  a guide  for  teaching  diabetics 
is  shown  in  Table  11. 

An  effective  teaching  progiam  requires  more 
than  a one-time  session  at  the  onset  of  the  dis- 
ease. Group  teaching  sessions  spread  over  a pe- 
riod of  several  weeks  have  been  used  effectively. 
Also,  each  time  the  patient  visits  the  physician’s 
office,  he  should  be  questioned  and  reviewed  on 
his  understanding  and  carrying  out  of  urine 
checks,  diet,  insulin  injections,  and  dosage  ad- 
justments, and  recognition  and  response  to  any 
hy|X)glycemic  episodes. 

Table  11 

OUTLINE  OF  A MINIMUM  ST.\NDARD 
OF  DIABETIC  EDUCATIONAL  M.ATERIAL 

1.  Diet 

a.  Exchanges 

b.  Types  of  foods 

c.  Preparation 

d.  Measuring 

e.  Timing  of  feedings 

2.  Insulin 

a.  Type  or  types 

b.  Concentration 

c.  Doses 

d.  Timing  of  injections 

e.  Care  of  the  syringe  and  needle 

f.  Loading  the  syringe 

g.  Injection  technique,  incltiding  sites 

3.  Insulin  reaction 

a.  Symptoms 
1).  Treatment 

1.  Concentrated  carbohydrate 

2.  Starch  or  protein 

4.  Urine  testing 

a.  Collection 

b.  Glucose  testing 

c.  Ketone  testing 

d.  Keeping  accurate  records 

5.  Special  problems 

a.  Call  physician 

b.  Sick  day  rttlcs 

1.  Always  take  insulin 

2.  Special  licjuid  diet 

3.  Test  urine  for  sugar  and  acetone 

4.  Consttlt  a physician 

Modified  from  Sussman,  K.,  Juvenile  Type  Diabetes  and 
its  Complications,  Charles  C.  Thomas,  1971. 


The  types  of  insulin  as  shown  in  Table  3 and 
their  characteristics  should  be  explained  to  the 
diabetic  patients  so  they  can  understand  the 
action  of  the  insulin  they  are  placed  on.  This 
will  help  them  know  when  hypoglycemic  epi- 
sodes are  more  likely  to  occur  on  their  particular 
insulin  regimen.  This  is  also  necessary  in  order 
for  them  to  be  able  to  adjust  their  insulin  dose 
themselves,  especially  if  they  are  taking  two 
kinds  of  insulin  or  taking  more  than  one  injec- 
tion/day. 

The  different  concentrations  of  insulin  prepa- 
rations should  also  be  explained  to  the  patient. 
Most  types  of  insulin  come  in  two  strengths  — 
U-80  and  U-40.  This  means  that  U-80  prepara- 
tions have  80  units  of  insulin  per  cc,  and  U-40 
has  40  units  per  cc.  Separate  syringes  are  made 
for  the  use  of  U-40  only  and  the  use  of  U-80. 
Although  syringes  are  available  with  both  U-40 
and  U-80  scales  on  the  syringe,  they  are  not 
recommended  for  use  in  children.  However,  a 
newer  preparation  is  now  available  — U-100.  It 
is  thought  this  preparation  may  decrease  the 
number  of  enors  made  in  the  dosages.  It  con- 
tains 100  units  of  insulin  per  cc.  Most  insulin 
syringes  are  1 cc,  but  2 cc  ones  are  available.  The 
plastic  disposable  syringes  and  disposable  needles 
are  recommended  over  the  re-usable  glass  syringes 
and  steel  needles  which  must  be  sterilized  by 
boiling  water  for  15  minutes  before  re-use.  The 
usual  needle,  whether  disposable  or  re-usable, 
is  26  gauge  and  1/2  inch  in  length. 

hijeciion  of  insulin  is  also  an  important  point 
that  the  patient  must  understand  well.  The  site 
of  injection  is  first  cleansed  with  a cotton  swab 
dipped  in  alcohol,  or  with  the  pre-packaged 
]>rej>tic  swabs.  The  skin  at  the  site  should  be 
pinched  up  by  one  hand.  Then  the  syiinge  is 
placed  at  an  angle  to  the  skin  at  the  pinched 
iqi  area  and  the  needle  quickly  inserted  for  its 
entire  length  to  insure  sufficient  depth  of  in- 
jection. After  injection  the  skin  shoidd  be  held 
firmly  with  cotton  dipped  in  alcohol  near  the 
needle  and  the  needle  withdrawn,  maintaining 
the  original  position  of  the  syringe.  The  patient 
should  be  instructed  to  rotate  the  sites  of  the  in- 
jections so  that  the  same  site  is  never  used  more 
than  once  per  month.  The  upper  arms,  abdo- 
men, anterior  thighs  and  buttocks  may  all  be 
used  for  injection  sites. 
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Insulin  reactions  have  been  discussed  under 
the  section  on  insulin  complications.  I'he  most 
inifxjrtant  point  that  the  patient  should  under- 
stand is  that  he  should  carry  some  carbohydrate 
(sugar  cube,  candy)  with  him  at  all  times  to 
prevent  severe  hypoglycemia  and  to  reduce  his 
insulin  dose  by  10%  the  following  day.  I’o  in- 
sure that  a patient  knows  when  he  is  ex[>erienc- 
ing  hypoglycemia  symptoms,  he  may  be  allowed 
to  have  a minor  hypoglycemic  episode  during 
his  initial  hospitalization  while  he  is  under  con- 
stant medical  attention. 

Diabetic  patients  should  thoroughly  under- 
stand the  procedure  of  collecting  and  testing 
urine  for  sugar  and  acetone.  The  double  void- 
ing method  of  urine  collection  is  necessary  for 
the  routine  estimation  of  adequacy  of  insulin 
therapy.  If  the  patient  is  having  difficulty  he 
may  do  the  fractional  semi-quantitative  urine 
test  for  sugar.  This  simply  means  that  the  pa- 
tient should  void  approximately  30  minutes  be- 
fore collecting  the  urine  sample  to  be  tested 
for  sugar.  In  either  case,  Clinistix  or  Clinitest 
tablets  may  be  used  to  test  for  sugar  in  the  urine. 
Clinistix  is  specific  for  glucose  while  Clinitest 
gives  a positive  reaction  to  several  sugars.  Acetest 
tablets  are  used  for  the  detection  of  acetone.  The 
patient  should  be  well  instructed  on  how  to  use 
and  interpret  these  tests.  They  should  also  be 
instructed  to  keep  a daily  record  of  their  test 
values  for  their  own  aid  in  knowing  how  to 
adjust  their  insulin  dosages.  Urine  tests  at  home 
should  be  done  2 times/day,  once  in  the  morn- 
ing before  school  (if  child  is  school  age)  and 
once  in  the  afternoon  after  school.  There  is  no 
need  in  asking  a child  to  test  his  urine  at  school 
during  recess  or  lunch  period.  Carrying  out  an 
acetone  test  need  only  be  done  when  the  urine 
is  running  4-|-  sugar  or  when  the  patient  is  ill. 
The  patients  must  accept  the  idea  that  they  are 
responsible  for  treating  their  disease  and  keep- 
ing a record  of  urine  sugars  is  his  only  way  of 
knowing  if  and  when  the  insidin  needs  adjust- 
ment and  how  much  to  adjust  it.  The  urine 
should  not  remain  glucose  negative,  but  should 
run  trace  to  1+.  The  insulin  must  not  be 
juggled  iq)  or  down  every  day,  but  should  only 
be  changed  when  the  urine  sugar  runs  0 or  3 
to  4-|-  for  more  than  2 consecutive  days.  The 
recommended  adjustment  is  a 10%  increase  or 
decrease  of  the  usual  dose,  depending  on  whether 


the  urine  sugars  run  4%  or  0. 

Regardless  of  illness,  the  patients  are  in- 
structed to  keep  taking  their  insulin,  even  in 
case  of  vomiting  and  diarrhea.  The  patients 
should  be  urged  to  call  their  physicians  during 
an  illness  or  other  special  problem  when  their 
diabetes  goes  rapidly  out  of  control  and  they 
become  unstable.  This  may  require  hospitaliza- 
tion and  a regimen  of  regular  insulin  4 times/ 
day  until  the  diabetes  is  under  control  again. 
If  the  patient  is  unable  to  contact  the  physician, 
we  usually  have  them  begin  crystalline  insulin 
immediately.  The  dose  is  2.5%  of  their  usual 
long  acting  daily  insulin.  1 his  can  be  given 
every  six  hours  until  they  are  no  longer  keto- 
nuric.  They  are  also  instructed  to  sip  liquids 
containing  glucose  such  as  cokes,  7-up,  orange 
juice,  etc.,  with  ice  in  it.  The  patients  must  also 
understand  that  if  they  have  ketonuria  and  no 
glucosuria,  they  must  immediately  take  in  more 
sugar-containing  liquids. 

In  addition  to  the  educational  instruction  for 
the  patient,  we  have  a recommended  reading  list 
for  our  older  diabetic  children  and  their  parents. 
These  are  shown  in  Table  12.  This  educational 

Table  12 

RECOMMENDED  READING  EOR  THE  DIABETIC 
CHILD  .AND  THEIR  PARENTS 

1.  The  Insulin  Key,  An  Introduction  to  Diabetes  for  the 
Young  Child.  By  Mary  P.  Eerguson.  Can  he  ordered 
from : 

Tlie  Insulin  Key 
7127  58th  .Avenue,  N.E. 

Seattle,  Washington  98115 

at  fl.25/copy  or  $1.00/copy  and  postage  in  quantities 
of  10  or  more. 

2.  Care  of  the  Cliild  with  Diabetes.  24-page  illustrated 
booklet.  Free  of  cliarge  from  Ames  Co. 

3.  Guidebook  for  the  Diabetic  — free. 

4.  Mr.  Hypo  Is  My  Friend.  Free  all  may  he  obtained 
from 

Diabetes  in  the  News 
Ames  Co. 

Division  of  Miles  l.ahoratory,  Inc. 

Elkhart.  Indiana  46514 

5.  An  Instructional  Aid  on  Juvetiile  Diabetes  Mellitus. 
Attthor  — Luther  B.  Travis.  M.D.,  Departmetit  of 
Pediatrics,  University  of  Texas,  Medical  Branch, 
Galveston,  Texas.  Cost  — SL5t)/copy.  Write: 

Soitth  Texas  Diabetes  Association,  Itic. 

P.  O.  Box  1638 
Pa.sadena,  Texas  77501 

6.  A Program  for  Learnitig  About  Diabetes  Called 
“Gettitig  Started”  prepared  by  Becton  Dickinson  Co. 
is  available.  For  information  write: 

Becton,  Dickinson,  and  Co. 

Rittherford,  New  Jersey  07070 
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progTam  has  gveatly  reduced  the  number  of  chil- 
dren we  see  with  diabetic  ketoacidosis  and  also 
markedly  reduced  the  number  of  hospitalizations 
required.  The  next  two  pajrers  are  principles  of 
the  educational  and  dietary  program  as  presented 
by  our  nurse  practitioner  and  nutritionist  at  the 
llniversity  of  Arkansas  Medical  Center. 
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ABSTRACT 

riie  need  for  medical  and  dental  care  in  an 
economically  deprived  {xtpidation  is  documented 
using  a paramedical  team  to  perform  multiphasic 
testing.  Types  of  problems  more  frequently  en- 
countered in  this  population  are  categorized. 

^ J.  'his  report  summarizes  data  accumulated  in 
a multiphastic  screening  project  performed  at 
the  East  Little  Rock  Community  Clinic  in  an 
indigent  section  of  Little  Rock.  Overall,  it  was 
found  that  screening  by  paramedical  personnel 
is  a useful  tool  in  detection  of  disease.  However, 
the  use  of  a computerized  history  was  deemed 
somewhat  unsatisfactory.  Information  is  pre- 
sented herein  concerning  disease  prevalence  in 
the  involved  population.  This  may  prove  to  be 
helpful  in  planning  for  health  care  delivery  in 
other  areas. 

BACKGROUND  DATA 

I'he  East  Little  Rock  Community  Clinic  is 
an  amlndatory  health  center  located  in  the 
Model  Cities  of  Little  Rock.  The  population  is 
predominately  black  and  the  average  income 
low.  The  clinic  originated  with  part-time  in- 
volvement of  medical  and  nursing  students  and 
developed  into  its  present  position  as  a full-time 
medical  institution  presently  funded  by  the 
Model  Cities  program.  Eor  the  past  several  years, 
a neighborhood  clinic  has  been  availaljle,  but 
with  less  sophisticated  facilities  and  equipment. 
Support  is  jnesently  received  from  several  hos- 
pitals. Private  and  academic  physicians  in  the 
lattle  Rock  area  are  also  actively  involved. 

In  January,  1973,  a screening  program  was 
initiated  involving  paramedical  personnel  from 
the  810th  Hospital  Unit  of  the  LI.  S.  Army  Re- 
serve with  laljoratory  siqjport  from  St.  Vincent 
Infirmary  and  radiologic  support  from  the  Bap- 
tist Medical  Center.  The  project  was  siqjported 
and  partially  coordinated  by  the  Arkansas  Re- 
gional Medical  Program. 

OBJECTIVES 

To  appropriately  assess  the  disease  prevalence 
in  the  indigent  population  of  the  Model  Cities 

•Medical  Director,  East  Little  Rock  Community  Complex,  2500 
East  Sixth  Street,  Little  Rock,  Ark.  72202. 

**811  North  Grant. 


area  utilizing  team  multiphasic  screening  as  an 
early  illness  detection  tool. 

METHODS 

Residents  of  the  neighborhood  were  notified 
of  the  availability  of  screening  by  use  of  a news- 
letter and  by  word  of  mouth.  The  intention  of 
such  testing  was  explained  to  several  community 
leaders  (religious,  civic,  labor,  etc.).  Referral  by 
physician  was  not  a primary  source  of  the  patient 
load. 

The  army  reserve  medical  unit  provided  the 
services  of  skilled  personnel  incltiding  an  op- 
tometrist, a dentist,  a laboratory  technician,  an 
x-ray  technician,  and  nurses.  Other  non-medical 
personnel  performed  duties  as  receptionist  and 
coordinator.  Community  members  were  trained 
to  perform  duties  such  as  patient  interview. 

The  twehe  lead  electrocardiograms  were  in- 
terjjreted  by  a cardiologist.  All  x-rays  were  read 
by  a radiologist.  Visual  acuity  and  tonometry 
readings  were  perfonned  by  an  optometrist. 

Measurements  of  hemoglobin  and  hematocrit 
as  W'ell  as  the  urinalysis  were  performed  by  a 
(pialified  technician  at  the  clinic  but  chemistry 
examinations  (SMA-12)  were  sent  to  a large  hos- 
pital laboratory.  A computerized  history  using 
]3re-punched  cards  was  employed  and  patients 
were  assisted  in  the  interview  by  screening  jjer- 
sonnel. 

DISCUSSION 

This  report  is  not  intended  to  be  a “scientific” 
study  and  it  is  apparent  that  the  data  cannot  be 
interpreted  as  such.  The  population  sample  is 
not  necessarily  representative  of  the  neighbor- 
hood, but  in  fact,  consists  of  people  who,  for 
their  own  reasons,  desired  screening  for  disease. 
It  is,  however,  a fair  sam|)ling  of  the  group  of 
]>atients  who  appear  in  a neighborhood  clinic. 
Historical  information,  as  collected  using  a com- 
puter device,  demonstrates  the  type  and  relative 
frequency  of  problems  presented  to  the  physician 
in  such  a setting.  When  patients  were  subse- 
cpiently  examined  by  a physician  it  was  noted 
that  much  “false  positive”  information  was  pre- 
sented. Examples  of  this  included  the  large  num- 
ber of  patients  who  thought  they  had  “moles 
rapidly  growing  larger”  and  the  failure  of  the 
computer  to  distinguish  betw'een  a tumor  (such 
as  a uterine  “fibroid”)  and  a cancer.  Symptoms 
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referable  to  tlie  rarcliopulinoiiary  system  (chest 
pain,  dyspnea,  and  edema)  were  in  keeping  with 
the  amount  of  objective  data  found  to  be  ab- 
normal in  this  population.  Forty-five  percent 
of  the  patients  had  blood  pressure  measurements 
in  excess  of  160  systole  and/or  96  diastole. 
Electrocardiograms  were  definitely  abnormal  in 
23%  of  the  population  studied.  These  results 
were  expected  and  represent  the  most  important 
health  hazard  to  the  population  under  study. 

The  prevalence  of  gastrointestinal  symptoms 
(frequent  abdominal  pain,  vomiting,  diairhea, 
melena  or  blood  in  the  stool)  was  higher  than 
anticipated  but  in  many  cases  the  severity  of  the 
symptoms  was  negligible.  One  patient,  with  a 
history  of  blood  in  the  stools,  was  subsequently 
found  to  have  carcinoma  of  the  colon.  A few 
cases  of  duodenal  ulcer  and  cholecystitis  were 
uncovered.  Frecpiently,  however,  the  patients 
had  vague  gastrointestinal  symptoms  which  de- 
fied jirecise  diagnosis.  The  frequency  of  arthri- 
tis as  a complaint  was  also  unexpectedly  high. 
Factors  involved  may  include  the  frequency  of 
manual  labor  in  this  population  and  the  pre- 
valence of  obesity.  Sneening  for  visual  abnor- 
malities revealed  an  obvious  need  for  glasses  in 
the  majority  (81%),  but  no  new  cases  of  glaucoma 
were  discovered.  The  paucity  of  dental  services 
available  to  an  indigent  population  is  perhaps 
reflected  by  the  large  number  of  persons  in  need 
of  care. 

Laboratory  data  was  not  particidarly  impres- 
sive with  the  exception  of  the  number  of  patients 
with  increased  L.D.H.  No  explanation  for  this 
finding  was  apparent  and  further  studies  are 
needed. 

CONCLUSION 

Multiphasic  screening  is  a useful  tool  in  the 
evaluation  of  patient  problems  and  may  be  per- 
formed adequately  by  paramedical  personnel. 

I’lie  indigent  black  population  in  Little  Rock 
has  need  of  medical  and  dental  services.  Fre- 
quent problems  included  hypertension,  obesity, 
arthritis,  and  poor  dental  hygiene.  In  addition, 
there  is  a need  for  glasses  in  a majority  of  the 
studied  population. 

total  of  195  people  were  screened.  These 
charts  represent  residts  found  in  the  first  100 
of  the  total  screened. 


PATIENT  PROFILE 

Race 

95%  black 

Sex 

73%,  female 

Age  (avg.) 

.50 

Ht.  (avg.) 

5 ft.  43/  in. 

Wt.  (avg.) 

172  potmds 

HISTORY 

Chest  Pain 

28% 

Shortness  of  breath 

40% 

Edema 

18% 

I'oljacco  use 

38% 

Alcohol  use 

35% 

Moles  on  skin  growing  larger 

13% 

Abdominal  pain 

57% 

Dysuria 

16% 

Depression 

28% 

Arthritis 

61% 

EXAMINATION 

Blood  Pressure  (Increased) 

45% 

Visual  Acuity  (Decreased) 

81% 

Tonometry  (Increased) 

2% 

Dental  Exam  (Care  Needed) 

94% 

Audiometry  (Hearing  Loss) 

28% 

LABORATORY  EXAMINATIONS 

LIrinalysis: 

glycosuria 

7% 

proteinuria 

7% 

bilirubinuria 

0% 

pyuria 

Hematology: 

17% 

Ilgb  Hct  (low) 

1% 

“White  Cell  (increased) 
Chemistry: 

1% 

Calcium  (altnormal) 

17% 

Cducose  (abnormal) 

22% 

BUN  (increased) 

4% 

Creatinine  (increased) 

4% 

Ih'ic  Acid  (increased) 

6% 

Total  Protein  (altnormal) 

oar 
- /o 

Albumin  (al)normal) 

qof 

Biliruliin  (increased) 

1% 

Aik.  phosphotase  (increased) 

16% 

Lactic  dehydrogenase  (increased)  46% 

S.G.O.T.  (increased) 

10% 

ELECTROCARDIOGRAM 

Aliiiormal 

0‘^a/ 

/ 0 

Etpiivocal 

18% 

CHEST  X-RAY 

Altnormal 

29% 
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John  C.  Holder,  M.D.* 


I.  Introduction 

The  technology  of  liigli  freciuency  sound 
waves  and  liow  tliey  are  transmitted  through  a 
medium  is  referred  to  as  ultrasonics.  When 
traveling  throtigh  a medium  of  uniform  density, 
sotnul  waves  are  jrartially  reflected  when  they 
strike  a medium  of  a different  density  much  in 
the  same  way  the  ripples  in  a pond  are  reflected 
from  the  edge  of  the  pond.  I’hus  ultrasound  is 
salnable  in  detecting  stibtle  differences  in  tisstie 
density  (acconstic  impedence).  While  a renal 
cyst  is  not  detectable  in  a kidney  on  X-ray,  it  is 
easily  seen  with  the  ajrpropriate  nltrasotmd  scan. 

Originally  developed  in  World  War  I,  high 
frecjtiency  sound  wave  technology  was  refined  by 
the  U.  S.  Navy  dtiring  World  War  II  where  it 
was  known  as  Sonar.  Indtistry  has  made  ex- 


Figure  1. 

Normal  Female  Pelvic  Structures 
Ihis  midline  transverse  scan  (A)  shows  the  urine  filled  bladder 
(H)  and  uterus  (L).  I lie  longitudinal  scan  (B)  also  demonstrates 
the  bladder  and  uterus. 


Assistant  Professor,  Department  of  Radiology,  University  of  Ar- 
kansas for  Medical  Sciences,  4301  West  Markham.  Little  Rock,  Ar- 
kansas 72205. 


tensive  use  of  nltrasotmd  partictdarly  in  flaw 
detection  in  materials  such  as  metals.  The  tech- 
nicpie  has  been  used  in  medicine  only  in  recent 
years. 

Frecpiencies  used  in  diagnostic  ultrasound 
range  from  1 to  20  MHZ  (million  cycles  per  sec- 
ond) with  2 MHZ  being  the  most  common.  These 
fi  etpiencies  are  produced  from  the  electrical 
stimtdation  of  certain  synthetic  ceramic  crystals. 
I he  crystal  or  transdticer  not  only  serves  as  a 
sending  unit,  btit  also  “hears"  the  returning 
echoes.  This  information  is  treated  electronically 
and  displayed  on  an  oscilloscope  for  viewing  and 
recording  on  film. 

Sotind  waves  are  poorly  jnopagated  in  air,  thtis 
idtrasonnd  has  little  role  in  the  evaluation  of 
lung  parenchyma.  Lesions  on  the  chest  wall  such 
as  efftisions  may  be  localized  via  diagnostic  ultra- 


Figure  2. 

Early  Pregnancy 

This  transverse  scan  (A)  demonstrates  a urine  filled  bladder  (Bl) 
and  a slightly  enlarged  uterus  containing  a gestational  sac  (GS). 
The  longitudinal  (B)  scan  also  demonstrates  the  gestational  sac. 
t wo  "frog”  tests  on  this  patient  had  been  negative,  though  she 
subsequently  proved  to  be  pregnant. 
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Figure  3. 

T wins 

Longitudinal  scans  (A  & B)  demonstrating  two  fetal  heads  (FH). 
If  multiple  gestational  sacs  can  be  identified,  an  early  diagnosis  of 
multiple  pregnancies  can  be  made. 


Figure  4. 

Normal  Placenta 

I bis  transterse  scan  (A)  demonstrates  an  anterior  placenta  (PI. 
I be  same  scan  as  (A)  shown  in  (B)  utilising  an  electronic  ■ trick" 
to  produce  many  shades  of  gray.  Note  bow  much  better  the 
placenta  is  seen. 


sound.  A fluid  filled  object  such  as  the  abdom- 
inal cavity  or  a pregnant  uterus  are  best  studied 
with  ultrasound.  Perjrendicular  reflection  of 
.sound  wave  occurs  at  tissue-fluid  or  tissue-tissue 
interfaces.  Thus  a urine  filled  bladder  will  be 
seen  to  be  echoless  or  “sonolucent"  (Fig.  1).  A 
mass  lesion  containing  many  internal  echoes  is 
suggestive  of  a tumor.  The  sensitivity  of  an 
ultrasound  machine  can  be  altered  so  tliat  more 
or  fewer  echoes  may  be  produced.  This  is  valu- 
able in  determining  wliether  an  object  is  truly 
solid  or  cystic. 

Ultrasound  is  non-invasive  and  does  not  ex- 
pose the  patient  to  ionizing  radiation.  As  no 
deleterious  effects  of  diagnostic  ultrasound  have 
been  demonstrated,  early  and  repeated  exami- 
nations may  be  carried  out  even  in  pregant  pa- 
tients if  desired  by  the  physician. 

II.  Obstetrics 

A.  Proof  of  Fetal  Life 

Proof  of  early  fetal  life  consists  of  the  demon- 


Figure  5. 

C’.horionic  Plate 

A normal  chorionic  plate  (CP)  is  seen  in  this  iiansvcise  scan. 
Note  that  it  is  relatively  straight. 

stration  of  an  intrauterine  gestational  sac  (Fig. 
2).  Tliis  will  first  Ire  demonstrated  at  the  fifth 
or  sixth  week  and  .serial  growtli  noted  until  the 
tenth  to  eleventh  week.  At  this  point,  llie  gesta- 
tion sac  Iregins  to  “break  up"  on  scan.  The  fetal 
head  next  appears  at  twelve  to  fourteen  weeks. 
A progressive  growth  of  the  fetal  head  continues 
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Figure  6. 

Fetal  Flead 

The  biparietal  diameter  (BD)  measurement  is  shown  on  this 
transverse  scan.  Multiple  scans  must  be  obtained  in  order  to  de- 
termine the  maximum  biparietal  diameter.  The  accuracy  of  this 
determination  is  ± 5%  and  is  usually  within  a week. 

until  birth,  and  this  may  l^e  followed  with  serial 
scans.  The  biparietal  diameter  is  the  measure- 
ment used  to  determine  fetal  maturity. 

Occasionally  an  early  diagnosis  of  twins  is  pos- 
sible (Fig.  3). 

B.  Placental  Localization 

The  localization  of  the  placenta  becomes  pos- 
sible on  ultrasonic  scan  about  the  time  the  gesta- 
tional sac  begins  to  “break  up,”  namely,  around 
ten  weeks.  Normally  the  placenta  is  located 
anteriorly  in  the  uterus  against  the  uterine  wall. 
\Vhen  the  pregnancy  is  near  term,  the  placenta 
should  be  located  high  in  the  uterus  (Fig.  4).  A 
low  lying  placenta  at  term  should  suggest  the 
diagnosis  of  placenta  previa.  Normally  the 
placenta  wall  contain  many  internal  echoes  cor- 
responding to  its  internal  structure.  A chorionic 
plate  (Fig.  5)  may  be  seen  on  the  fetal  side  of 
the  uterus.  Abruptio  placentae  is  suggested  when 
a relatively  sonolucent  area  is  seen  between  the 
placenta  and  the  uterine  wall  representing  the 
hematoma. 

C.  Fetal  Position  and  Fetal  Age 

As  a pregnancy  nears  term,  it  becomes  increas- 
ingly important  to  know  not  only  the  position  of 
the  fetus,  but  the  maturity  of  the  fetus.  The  bi- 
parietal diameter  of  the  fetal  skull  as  determined 
l)y  a lateral  .scan  of  the  head  is  quite  accurate, 
d he  babies  of  diabetic  mothers  will  have  unusu- 
ally large  heads  as  seen  by  ultrasound,  and  this 
shoidd  be  kept  in  mind  w'hen  a l)iparietal  meas- 
urement is  made.  The  detennination  of  fetal 


Figure  7. 

Hydatidiform  Mole 

A.  and  B.  are  longitudinal  scans.  By  decreasing  the  “loudness” 
of  the  sound  from  the  level  used  in  A,  more  echoes  are  produced 
in  B.  Note  the  characteristic  “snowstorm”  appearance.  C.  is  a 
transverse  scan. 

position  usually  presents  few  problems.  The  fetal 
head  and  thorax  are  the  most  easily  identifiable 
structures  (Fig.  6). 

D.  Hydatidiform  Mole 

This  unusual  condition  represents  an  uncon- 
trolled tumorous  growth  of  placental  tissue.  Sug- 
gested clinically  by  a rapidily  growing  uterus  too 
large  for  gestational  dates,  it  has  a classical  ap 
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Figure  8. 

Fetal  Death 

The  dense  fetal  scalp  seen  in  A.  longitudinal  scan  and  B.  trans- 
verse scan  are  highly  suggestive  of  fetal  death. 


pearance  on  iiltrasoiiiul  scans.  Since  it  is  a pla- 
cental tumor,  one  would  expect  to  see  a uterus 
filled  w'ith  placenta.  I’his  is  exactly  what  is 
seen.  The  appearance  has  Ijeen  referred  to  as 
a “snow  storm’’  on  ultra.sound  scan  (Fig.  7).  Oc- 
casionally, a dead  fetus  will  l)e  found  in  associa- 
tion with  a mole.  As  this  diagnosis  recpnres 
emptying  of  the  uterus,  care  should  he  taken  in 
making  the  diagnosis.  Afidtiple  longitudinal  and 
transvense  scans  shoidd  be  obtained  in  order  to 
avoid  diagnosing  an  unusually  positioned  nor- 
mal placenta  as  a mole. 

E.  Fcinl  Death 

A lack  of  growth  in  the  biparietal  diameter  on 
serial  examinations  covering  a period  of  weeks 
is  good  evidence  of  fetal  demi,se.  A den.se  or 
double  line  of  the  fetal  head  is  liighly  suggestive 
of  fetal  death.  I'his  dense  or  doultle  line  repre- 
sents edema  of  the  fetal  scalp  (Fig.  8).  Other, 
somewhat  uncommon,  signs  are  shown  in  Fig- 
ure 9. 


Figure  9. 

Fetal  Death 

Multiple  transverse  scans  illustrate  this  case  of  fetal  death. 
A.  shows  o\erlapping  skull  bones  (X)  while  B.  deinonstiates  edema 
of  (he  letal  scalp.  C.  shows  echoes  within  the  licad  (Y)  compatible 
with  breakup  of  the  cranial  contents. 


F.  Missed  Abortion 

A missetl  abortion  refers  to  one  which  has 
failed  to  be  expelled  from  the  uiei  us.  Cilinically, 
the  uterus  should  be  small  for  dates,  d’he  scan 
will  show  only  disorganized  echoes  of  unrecog- 
ni/tible  form  (Fig.  10).  Ciaie  should  be  ttikeii  to 
avoid  that  period  in  a pregnancy  (11-11  weeks) 
when  the  gestationtil  sac  “breaks  up”  and  before 
fetal  parts  are  visible. 
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Figure  10. 

Missed  Abortion 

I bis  uterus  (U)  was  small  for  dates.  The  longitudinal  scan  A. 
and  the  transverse  scan  B.  show  only  scattered  echoes  in  dis- 
organized pattern. 

III.  Gynecology 

Pelvic  mass  lesions  are  generally  first  dis- 
covered by  the  physician  on  pelvic  examination. 
An  X-ray  may  detect  calcification  in  a mass,  and 
hence  its  etiology,  but  nsnally  not.  Diagnostic 
ultrasound  can  better  ascertain  the  nature  of 
most  such  lesions.  Before  doing  the  examination, 
it  is  important  that  the  patient  have  a full 
bladder  in  order  to  partially  push  the  jx^lvic 
organs  out  of  the  pelvis.  As  in  all  ultra.sound 
studies,  an  u nd  erst  anti  i ng  of  the  anatomy  is 
imperative. 

A large  .sonolucent  lesion  located  lateral  to  the 
uterus  is  suggestive  of  an  ovarian  cyst.  Midline 
lesions  whicli  fill  with  echoes  are  frequently 
fibroitls  of  the  uterus.  (Fig.  11). 

IV.  Abdominal  Scanning 

.-\.  Abdominal  Aorta 

Development  of  modern  vascular  surgical  tech- 
niques has  greatly  improved  the  outlook  for  pa- 


Figure II. 

Uterine  Fibroid 

l ongitudinal  A.  and  transverse  B.  scans  outlining  a large  sono- 
lucent mass  (M)  behind  the  bladder  (Bl).  LS  is  the  lumbar 
spine.  Although  older  fibroids  usually  contain  many  internal 
echoes,  rapidly  growing  fibroids,  such  as  this  case,  are  usually 
sonolucent.  Clinical  correlation  is  important. 

tients  with  aneurysms  of  the  abdominal  aorta. 
With  better  treatment  the  need  for  early  and 
accurate  diagnosis  also  becomes  more  important. 
I’ranslumbar  aortography  and,  more  recently, 
transfemoral  aortography  have  Iteen  the  main- 
stays in  the  diagnosis  of  this  condition.  Not 
without  morbidity  and  mortality  them,selves, 
thotigh  be  it  small,  these  procedures  have  on  oc- 
casion been  withheld  until  diagnosis  via 
physical  examination  was  relatively  certain.  As 
virtually  no  morbidity  is  a.ssociated  with  B-mode 
scanning,  the  procedure  can  be  performed  with 
impunity  even  in  patients  in  whom  the  diagnosis 
is  only  remotely  considered. 

The  patient  is  .scanned  in  the  supine  position. 
I he  anterior  abdominal  wrdl  is  covered  with  a 
thin  layer  of  mineral  oil.  Multiple  longitudinal 
scans  are  performed  at  2 cm.  intervals  on  either 
side  of  the  midline  extending  from  the  xiphoid 
jii'ocess  to  the  lower  abdomen.  Transverse  scans 
are  also  made  to  cover  the  same  area.  When  the 
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P'igurc  12. 

Normal  Aorta 

I he  longitudinal  scan  A.  shows  the  normal  aorta  (A).  Other 
normal  structures  are  shown  in  the  transverse  scan  B.  These  in- 
(ludc  kidney  (K),  inferior  vena  cava  (IVC)  and  the  lumbar 
spine  (LS). 


Figure  13. 

Aortic  Aneurysm 

I he  longitudinal  scan  (A)  demonstrates  an  8 x 15  cm.  aneurvsm 
(arrows).  The  scattered  echoes  in  the  aneurvsm  (C)  are  blood 
clots.  (B)  is  the  transverse  scan  through  the  aneurysm. 


suspected  aneurysm  is  located  additional  scans 
are  obtained  to  achieve  the  best  jxjssihle  detail. 

Scans  of  a normal  abdominal  aorta  are  shown 
in  Figure  12.  The  upjter  limits  of  normal  for 
the  external  diameter  of  the  abdominal  aorta  is 
3 cm.  This  will  vary  somewhat  depending  upon 
the  size  of  the  patient.  The  acoustical  impedence 
of  the  elastic  walls  of  the  aorta  is  considerably 
different  from  the  blood  within  the  vessel  and 
this  produces  nice  echoes.  With  the  appropriate 
longitudinal  section  the  aneurysm  can  easily  l)e 
identified  (Fig.  13).  Cheat  accuracy  is  jjossible 
measuring  the  size  of  an  aneurysm  because  there 
is  no  magnification  of  the  image  as  with  X-rays. 
In  transver.se  scans  the  aorta  will  be  .seen  slightly 
to  the  left  of  the  midline  and  anterior  to  the 
lumbar  spine.  Scattered  echoes  will  sometimes 
l)e  seen  within  the  aneurysm.  'Fhese  are  thought 
to  be  reflections  from  clots  within  the  aneurysm. 

Fhe  aorta  normally  lies  no  more  tlian  0.5  cm. 
anterior  to  the  spine  as  seen  on  scans.  Occasion- 


ally, hypertro|)liic  spurs  will  pusli  the  aorta 
farther  fomard.  In  the  event  that  spurs  are  not 
present  in  an  aorta  located  too  lar  torward  of 
the  si>ine,  other  retroperitoneal  processes  should 
l)e  .searched  for.  I'hese  include  hematomas,  tu- 
mors, and  aljscesses. 

It  is  our  policy  after  making  the  diagnosis  of 
aneurysm  of  tlie  abdominal  aorta  to  recommend 
an  aortogram  prior  to  surgery  to  l)etter  outline 
the  aljiiormal  anatomy  for  the  surgeon. 

B.  Remit  Sfantiing 

Renal  mass  lesions  are  frecjuently  encountered 
in  clinical  particularly  in  older  patients.  I’he 
majoiity  of  tliese  lesions  are  simple  renal  cysts, 
(Fig.  11),  and  retpiire  no  further  trealmeut  alter 
establishing  the  diagnosis.  It  is  our  |)ractice  to 
do  ultrasound  on  renal  mass  lesions.  II  cystic- 
in  nature  a remil  cyst  puncture  is  carried  out 
and  a contrast  study  is  dotie  on  the  cyst.  A 
solid  retial  mttss  lesion  is  studied  imtnediately 
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Figure  14. 

Simple  Renal  Cyst 

I he  transverse  scan  (A)  demonstrates  a sonolucent  mass  lesion 


in  the  legion  of  the  kidney.  This  was  shown  to  be  a simple  renal 
cyst  (RC).  The  longitudinal  scan  (B)  also  shows  the  cyst.  Note 
the  patient’s  deformed  back. 


via  angiography.  Thus  most  of  the  patients  with 
renal  mass  lesions  are  spared  angiography. 

Ultrasound  is  also  valuable  in  differentiating 
hydronephrosis  from  tumor  in  a large,  nonfunc- 
tioning kidney. 

1 he  advent  of  renal  transplants  has  found  yet 
another  use  for  ultrasound.  One  of  the  earliest 
signs  of  renal  rejection  is  swelling  of  the  kidney. 
This  is  easily  detected  by  the  ultrasonic  scan. 


C.  Liver  and  Spleen  Scanning 

Being  rather  homogenous  organs,  the  liver 
and  spleen  are  suitable  for  scanning.  Lesions 
greater  than  2 cm.  in  diameter  can  be  detected 
with  some  regularity.  These  include  tumors, 
abscesses,  and  hematomas.  Gallstone  diagnosis 
with  ultrasound  has  been  studied,  but  found  to 
be  only  partially  successful. 
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(See  Answer  on  Page  149) 


EH  — The  electrocardiogram  of  10/30/65  demonstrates  a frontal  plane  axis  of  55  degrees,  a 
combined  voltage  of  the  S in  V2  and  the  R in  V6  of  about  44  mm,  and  relatively  low  T wave 
in  V6  suggesting  the  presence  of  left  ventricular  enlargement.  The  possibility  of  an  inferopos- 
terior  myocardial  scar  was  raised  when  the  QR  complex  in  a VF  was  noted  and  the  question 
of  a QR  complex  in  lead  III  was  raised.  The  question  of  left  atrial  enlargement  was  raised  by 
the  negative  component  of  the  P wave  in  VI  exceeding  1 mm  in  depth  and  exceeding  .05  sec 
in  duration.  The  early  R’  in  V2  should  be  noted.  Note  that  the  total  duration  of  the  QRS  com- 
plex is  not  prolonged  and  that  R^  occurs  less  than  .08  sec  from  the  onset  of  ventricular  activa- 
tion as  recorded  by  that  lead. 


Robert  T.  Bulloch,  M.D. 


Professor  of  Medicine 


Chief,  Cardiology  Section 
University  of  Arkansas  Medical  Center 
Little  Rock,  Arkansas  72205 
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“WANTED ’’ 

ONE  FAMILY  PHYSICIAN 

To  join  four  C.P.’s  in  a new  clinic,  fully 
staffed  and  well-equipped. 

Located  in  the  beautiful  Arkansas  River 
Valley.  Plenty  of  water  and  wilderness 
for  all  outdoor  enthusiasts.  Contact; 

Ed  Wight 
Dardanelle  Clinic 
Drawer  L 

Dardanelle,  Arkansas  72834 
Phone:  501  229-4172 


ASSOCIATE  WANTED 

For  Family  Practitioner.  Office  fully 
equipped  with  laboratory  and  x-ray.  If 
interested  contact: 

David  L.  Lockhart,  M.D. 

Post  Office  Box  70 
Forrest  City  Arkansas  72335 
Phone:  501  633-1243  Office 
501  633-8383  Home 


Medical  Personnel  ^eeded 


Dedicated  Health  Professionals 
needed  to  serve  the  Developnientally 
Disabled  at  the  Arkansas  Children's 
Colony,  Connay,  Ark. 

Immediate  openings  for: 

Medical  Services  .Administrator 
House  furnished  - Salary 
Open. 

Staff  Physician  - Salary  Open. 
Please  contact  Hurlis  V.  Graham, 
Suite  .^00,  Professional  Bldg.,  No. 
Little  Rock,  .Ark.  72116.  Tele- 
phone: 501-371-1268. 


Pro-Banthine® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported;  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 
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main  purpose  of  drug  information 
: for  the  patient  is  to  get  his  coopera- 
Ition  in  following  a drug  regimen. 

I Preparation  and  distribution  of 
I patient  drug  information 

We  would  hope  to  amass  infor- 
1 mation  from  physicians,  medical 
' societies,  the  pharmaceutical  indus- 
I try  and  centers  of  medical  learning. 

! The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
' with  the  Food  and  Drug  Administra- 
I tion.  There  is  nothing  wrong  with 
thisagency  saying,  "this  informa- 
' tion  is  generally  agreed  upon  and 
j therefore  it  should  be  used,”  as  long 
i as  our  process  for  getting  the  infor- 
i mation  is  sound. 

j Distribution  of  the  information 
; isa  problem.  In  great  measure  it 
would  depend  on  the  medication  in 
i question.  For  example,  in  the  case 
' of  an  injectable  long-acting  proges- 
‘ terone,  we  would  think  it  mandatory 
[ to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
' fore  getting  the  first  shot  and  a long 
I one  to  take  home  in  order  to  make  a 
I decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
I not  removable  at  all.  But  for  a medi- 
' cation  like  an  antihistamine  this 
I information  might  be  issued  sepa- 
[ rately,  thus  giving  the  physician  the 
option  of  distribution.  This  could 
1 preserve  the  placebo  use,  etc. 


i Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  knowabout 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


It is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  fora  placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  inseii: 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry, the  A. M. A. andth^  ".D.A. 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Basics  of  Physical  Therapy 


Leighton  Millard,  M.D.* 


jP  hysical  therapy  is  a valuable  adjunct  in 
treatment  and  prevention  of  skeletal  deformities. 
I'here  is  a large  mass  of  information  available 
on  physical  therapy  and  its  benefits  in  treatment 
of  neuromuscular  disorders,  cardio-respiratory 
problems,  paralytic  diseases,  and  deformities 
associated  with  trauma.  This  article  will  cover 
only  basic  modalities  and  some  of  the  applica- 
tions. 

It  is  very  important  for  all  physicians  to  utilize 
the  knowledge  and  expertise  of  qualified  physical 
therapists.  We  must  supervise  and  direct  treat- 
ment and  avoid  overtreatment. 

THERAPEUTIC  HEAT 

Local  heat  is  probably  the  most  universal  and 
valuable  modality  of  physical  therapy.  Besides 
producing  immediate  increase  in  temperature,  it 
produces  an  increased  local  metabolism  that,  in 
turn,  causes  inaeased  blood  flow  and  capillary 
pressure.  This  allows  dissipation  of  the  heat 
throughout  the  tissues,  but  may  produce  edema. 
The  local  heat  also  causes  analgesia.  The  exact 
physiological  mechanism  of  this  effect  is  poorly 
understood  at  this  time.  The  indications  for 
local  heat  can  be  summed  up  as  follows; 

1.  To  get  analgesia 

2.  To  produce  increased  skin  blood  flow 

3.  Accelerate  siqjpuration 

4.  .Sedation 

Important  contraindications  to  local  heat  aj> 
plication  are: 

1.  Proximal  obstruction  to  blood  flow 

2.  Impaired  sensation 

3.  Edema  not  caused  by  infectious  process  — 
(heat  increases  edema) 

•Little  Rock  Orthopedic  Clinic,  P.A.,  Post  Office  Box  5270, 
Little  Rock.  Arkansas  72205. 


1.  Very  young  patient,  Iiecause  of: 

a.  Poor  communication 

b.  Poor  thennal  regulating  center 

5.  Very  old  patient,  because  of: 

a.  Poor  circulation  and  sensation 

b.  Poor  cardiac  reserve;  the  heart  is 
strained  by  reflex  vasodilatation 

6.  Sedated  patient 

THERAPEUTIC  HEAT  DEVICES 

Conductive  heating  depends  on  the  transfer 
of  heat  from  one  body  to  another.  The  rate  of 
heat  exchange  depends  on  the  temperature  dif- 
ferential and  the  quantity  of  heat  exchange  is 
tlependent  on  time.  A good  rule  of  thumb  to 
remember  is  that  safe  maximum  exposure  (or 
time  of  treatment)  is  thirty  minutes  close  contact 
to  a surface  of  45°C  (113°F). 

Convective  heating  is  an  exchange  of  heat  be- 
tween a surface  and  a moving  fluid. 

.Some  examples  of  conductive  heating,  with 
associated  dangers,  are  as  follows: 

Electric  Heating  Pad 

Dangers: 

1.  Temperature  is  constant. 

2.  If  under  body  weight,  decreased  blood 
flow  yields  deaeased  sensation  and  burn 
can  result. 

Hot  Water  Bottle 

Dangei-s; 

1.  Hot  water  bottle  equals  one  liter  of  water 
at  65°C  (149°F). 

2.  Skin  shows  irreversible  damage  at  this 
heat  after  only  one  second,  so  it  needs 
insulation.  Therefore,  there  is  inefficient 
dissipation  of  heat;  it  must  be  refilled 
often,  and  people  tend  to  use  too  hot. 
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Lkigimon  iMim.ari),  M.l). 


Advantage: 

Doubles  as  an  enema  bag. 

Infrared 

.\dvantages: 

1.  Cdean 

2.  Part  treated  can  be  seen 

3.  Permits  elevation  ot  part  (decreases  ede- 
ma) 

•1.  Easy  control  of  amount  of  heat 

5.  Easy  use  in  home 

Disadvantages: 

1.  Dries  the  skin 

2.  Bidbs  break  and  burn  the  patient 

3.  Small  area  of  heating 

•1.  Su|x;rficial  heating 

Ehe  most  efficient  device  for  applying  local 
heat  is  convective,  i.e.,  agitated  hot  water  baths. 
It  is  most  often  recommended  that  an  extremity 
be  immersed  for  20-30  minutes  at  a temperature 
of  40-43°C  ( 104-1 09. 4°C:).  "Ehe  normal  skin  will 
burn  at  47°C. 

Hot  or  moist  air  baths  have  been  found  to  be 
impractical  and  inefficient.  They  also  produce 
more  chilling  than  conductive  or  convective 
methods. 

THERAPEUTIC  COLD 

Cold  applications  are  also  a beneficial  modal- 
ity of  physical  therapy.  Cooling  of  tissues  pro- 
cluces  decreased  metabolism,  vasoconstriction, 
and  deaeased  edema.  Also  lowering  ol  the  core 
temperature  of  the  body  (affecting  the  hypothal- 
amus) induces  shivering  thereby  increased  heat 
production.  This  cold-heat  effect  helps  to  re- 
duce muscle  spasm,  remove  excess  Iluids  from 
tissues,  and  preserve  viability  of  tissues  if  circu- 
lation is  impaired.  Cooling  ol  muscle  produces 
tem{X)rary  weakness.  One  word  of  caution:  do 
not  use  icing  treatment  on  a gangrenous  limb 
unless  amputation  is  planned  and  patient  con- 
sent has  been  obtained.  Linder  these  conditions 
icing  can  reduce  toxic  effects  of  gangrene  but 
w'on’t  “save  a limb.” 

A.  Methods  of  Therapeutic  Cooling 

1.  Immersion:  Start  with  cold  H.,0  and 
add  ice  10-20  minutes.  10-18°C  may  re- 
duce spasticity. 

2.  Cold  Packs:  Ice  in  wet  towels  or  jjlastic 
bags.  Reusable  cold  packs  — must  not 
be  put  directly  on  skin. 

B.  Cryokinetics 

Ice  massage  (for  analgesia)  followed  by  ac- 


tive range  of  motion  to  mobili/e  joints. 
Combination  of  local  cooling  and  remote 
heating.  Remote  heat  prevents  shivering 
and  augments  local  cooling  (not  clinically 
very  effect  ive)  — takes  two  peojjle  to  do. 

C.  Alternating  hot  and  cold  packs  seems  to 
“confuse”  nerves  and  vessels  and  decrea,se 
edema  and  pain  and  allow  more  freedom 
of  active  motion  of  an  injured  part. 

DEEP  HEATING 

Heating  by  conversion  occurs  w'hen  energ7  is 
applied  to  the  deeper  layers  of  tissue.  Thus,  con- 
version heating  is  beneficial  in  relief  of  second- 
ary muscle  spasm  and  jxiin,  and  makes  tendons, 
ligaments,  and  scars  yield  more  readily  to 
stretching  forces.  Diatheimy,  microwave,  and 
ultrasound  are  efficient  methods  of  delivering 
deep  heat.  Short  wave  diathermy  and  microw’ave 
must  be  used  with  care.  Some  contraindications, 
in  addition  to  local  binning  are: 

1.  Sensory  impairment 

2.  Deltilitated  or  confused  patient 

3.  Surgical  metallic  implants 

4.  Ischemic  areas 

5.  Pregnancy 

Ultrasound  is  the  easiest,  most  practical  appli- 
cation of  deep  heat.  An  acoustic  vibration  of 
12,000  cycles  jx^r  second  at  0.8  to  1 megacycles 
is  delivered  to  the  body  through  an  insulating 
layer  of  ointment.  This  produces  both  thermal 
and  non-thermal  reactions  in  deeper  tissues. 

Thermal  Reaction : 

1.  Peripheral  arterial  blood  flow  is  increased 

2.  Hyperemia  and  edema 

3.  Temporary  blocks  in  peripheral  nerve  con- 
duction can  be  produced 

4.  Elevation  of  pain  threshold 

h.  Muscle  spasm  can  be  relieved 

6.  No  effect  on  growing,  adult  or  healing 
bone  from  therapeutic  dose.  Excessive  dose 
may  produce  a pathologic  fracture  in  osteo- 
porotic bone. 

N on-T hernial  Read i o n : 

1.  Acceleration  of  diffusion  |)rocess  of  mem- 
branes (tlecreased  edema). 

2.  Ga.seous  cavitation  can  occur  — l)nt  not  at 
therapeutic  levels  and  with  pressure  on  the 
applicator.  (Uavitation  — pockets  of  gas  in 
tissue  expand  producing  pain.) 

Uonditions  in  which  ultrasound  is  etsalilished: 

1.  Joint  Contractures  — ultrasound  first  then 
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active  range  of  motion 

2.  Relief  of  pain  and  spasm 

Conditions  in  which  ultrasound  is  of  sug- 
j^ested  value; 

1.  Poliomyelitis 

2.  Paralysis  due  to  polymyositis 

3.  Scarring  of  skin  due  to  trauma,  burns,  or 
sclerodenna 

4.  Calcific  bursitis  and  tendinitis 

5.  Phantom  limb  with  or  without  pain 

6.  Reflex  dystrophy  — Sudeck’s,  Shoulder- 
Hantl  Syndrome,  etc. 

7.  Ankylosing  Spondylitis  — doubltfid 

THERAPEUTIC  EXERCISES 

I'he  act  of  carrying  a joint  through  a normal 
range  of  motion  depends  on  muscle  power  (ac- 
tive range  of  motion)  and  flexibility  of  liga- 
ments. Careful  instruction  and  assistance  by  a 
tpialified  physical  therapist  enables  a patient  to 
“limber  up”  a stiff  joint  and  to  relieve  edema. 
Active  exercise  is  therefore  important  (within 
limits  of  pain)  in  regaining  function  of  an  in- 
jured extremity.  Passive  range  of  motion 
(stretching),  done  by  a skilled  therapist  is  of 
great  advantage  in  relieving  stiffness  of  joints  re- 
lated to  amputation  or  paralysis. 

Muscle  strengthening  exercises  should  be  in- 
stituted after  the  joint  has  regained  normal 
motion.  This  can  be  done  by  active  resistance 
By  the  therapist  (known  as  resistive  exercises)  or 
by  weight  lifting.  Best  results  are  obtained  when 
specified  weighted  range  of  motion  exercises  are 
directed  to  a specific  muscle  or  group  of  muscles. 
As  the  weight  or  resistance  is  increased,  the 
muscle  strength  increases. 

AFTER-CARE  OF  FRACTURES 

Edema  from  bleeding  is  the  most  common 
cause  of  disability  following  fractures.  The  in- 
creased blood  and  tissue  fluids  are  absorbed  if 
venous  return  is  re-established  early.  However, 
persistent  swelling  (7-10  days)  leads  to  organiza- 
tion, scar,  and  permanent  disability.  Therefore 
any  muscle  action  the  patient  can  do  while 
casted  will  be  of  great  benefit  since  muscle  action 
enhances  venous  function.  Elevation  of  the  ex- 
tremity not  only  relieves  pain  but  assists  venous 
return. 

This  treatment  of  edema  begins  with  pre- 
vention and  continues  with  other  modalities 
after  the  cast  is  removed.  Heat,  cold,  or  com- 
binations; massage  and  exercise  then  will  en- 


able the  injured  extremity  to  return  to  function 
(ho{refidly  normally). 

THE  PRESCRIPTION 

The  qualified  and  conscientious  physical 
therapist  needs  and  welcomes  supervision  and 
direction  of  treatment.  Therefore  the  prescrip- 
tion for  physical  therapy  should  contain  the  fol- 
lowing information  and  should  be  individual- 
ized for  each  patient. 

Heat: 

Type  and  duration 
Area  and  position  of  body 

Massage: 

Stroking  or 
Kneading  or 
Friction 

Electrostimnlator: 

Number  of  surges  per  minute 
Number  of  contractions  per  session 
Number  of  sessions  per  day  and  how  many 
days 

Therapeutic  Exercise: 

Passive: 

Relaxed  , , 

„ , , — seldom 

Stretched 

Active  Assistive: 

Active 

Resistive  — 

Relaxation 

Strengthening 

Re-education 

Coordination 

Indicate:  Where,  When,  How  Often,  and  How 
Long 

In  addition,  if  protected  weight  bearing  on  a 
lower  extremity  is  indicated,  be  specific  as  to 
percentage  of  body  weight  allowed.  (It  is  gen- 
erally accepted  that  10%  weight  bearing  on  a leg 
is  only  supporting  the  weight  of  that  leg.) 

SUMMARY 

Physical  therapy  if  applied  in  an  orderly 
logical  manner,  is  a valuable  medical  treatment. 
It  should  be  respected  and  used  carefully.  If 
combinations  of  heat,  cold,  and  exercise  are 
carefully  balanced  and  fitted  to  each  patient’s 
needs,  many  deformities  can  be  prevented  or 
corrected.  I feel  it  is  important  to  use  physical 
therapy  to  ease  symptoms  in  patients,  but  it  is 
just  as  important  not  to  overuse  it.  The  phy- 
sician and  therapist  should  evaluate  the  results 
of  treatment  at  frequent  intervals  and  not  hesi- 
tate to  stop  treatment  if  no  benefits  are  evident. 
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PUBLIC  HEALTH  At  A GLANCE 


Safety  Education  as  Preventive  Medicine 

Miss  Norma  C.  Clark* 


jP  alls,  fires  and  poisonings  follow  motor  ve- 
hicle accidents  in  mimlrer  of  fatalities.  Since 
these  three  t)pes  of  accidents  frecpiently  occtir 
in  the  “sanctuary"  of  homes  and  since  we  have 
most  direct  responsilhlity  and  aljility  to  influence 
otir  own  home  environment,  it  may  well  l)ehoove 
the  medical  profession  to  practice  jneventive 
medicine  in  safety  edtication. 

In  dealing  with  patients  whose  home  environ- 
ments may  pose  sjrecial  problems  for  family 
members,  the  physician  may  wish  to  incorporate 
safety  education  into  doctor- patient  conferences. 

Special  situations  which  may  call  for  this  type 
of  counseling  prescription  cotdd  include  new 
mothers,  those  who  care  for  the  handicapped  or 
elderly,  the  accident-prone  repeater,  the  do-it- 
yonrselfer,  mothers  of  active  toddlers  and  in- 
dividuals whose  limited  backgrounds  or  drastic- 
ally changed  life-styles  expose  them  to  new  or 
unknown  hazards. 

Naturally  the  physician  is  far  too  Inisy  to  re- 
view with  eacli  accident-  or  potentially  accident- 
prone  jxitient  all  the  “do’s”  and  “don'ts"  of  day- 
to-day  living.  Me  can  call  on  the  wide  range  of 
pnblications  and  services  available  in  safety  edti- 
cation. Many  communities  have  connses  in  home 
safety  and  child  care  which  incorporate  safety 
habits,  ftirnishing,  and  storage  of  household 
chemicals  and  medications.  First  aid,  shop  safety, 
bicycle  and  playgrotmd  safety  training  is  avail- 
able in  many  forms.  Fire  prevention  programs 
are  in  need  of  strong  Itacking  by  physicians,  who, 
too  often,  deal  with  burns  resulting  from  fires 
which  could  have  been  prevented. 

In  the  same  way  that  jrtiblications  are  used  to 
inform  patients  in  preventative  medicine  areas 
such  as  nutrition,  immnni/ation,  family  planning 
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and  clironic  disease  control,  so  a ready  supply 
of  safety  etlucation  materials  are  available  to  tlie 
iiKpiiring  physician. 

In  .Arkansas,  each  county  health  unit  has  a 
list  of  health  education  literature  available  from 
tlie  Arkansas  Department  of  Health.  Adtlitional 
sources  of  safety  pultlications  inclnde  Coopera- 
tive Extension  Offices,  insurance  comjxuiies, 
commercial  companies  which  manufacture  ma- 
terials pertinent  to  safe  living  and  variotis  gov- 
ernment agencies  concerned  with  safety. 

Motivation  of  the  patient  or  family  to  im- 
prove tlieir  home  environment  is  a task  no  pub- 
lication can  perform  without  the  efforts  ol  a 
concerned  htnnan  Iteing.  To  the  accident  victim 
the  person  who  has  the  greatest  imjxtct  on  Ids 
mind,  as  one  who  is  genninely  working  for  his 
benefit,  is  probably  the  doctor  or  a member  of 
his  medical  staff  who  has  cared  for  the  patient 
in  a personal  way.  1 he  rapport  established  can 
carry  over  to  motivate  behavior  change. 

I’o  the  new  mother,  her  olcstetrician  or  pedia- 
trician is  a dependable  authority  figure  she  re- 
spects as  he  guides  her  in  becoming  accustomed 
to  her  new  role  and  rcsponsildlities.  d'o  the 
family  caring  for  an  elderly  person  wlio  has 
always  been  looked  u]j  to,  rather  than  jri otectcxl, 
it  may  take  a diffeient  approach  to  alert  them 
to  changes  needed  due  to  fragile  bones,  dimmed 
eyesight  or  poorer  coordination. 

I’lie  active  toddler  is  a proldem  in  many  ways 
Icesides  keeping  him  safe.  A motlier  of  such  a 
youugsier  may  not  realize  just  lunv  mobile  and 
agile  lici  child  is  and  may  empliasize  “putting 
things  out  of  reach"  over  necessary  watching  and 
discipline.  Of  course,  many  households  have 
“traditional"  storage  places  for  chemicals  such  as 
closets,  kitchen  cabinets  and  garages.  Exploring 
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UKlillers  find  opportunity  to  fall,  to  start  “ex- 
j)Ciimentar’  fires,  and  to  “taste”  poisonous  ma- 
terials. 

People  who  are  new  in  an  environment  need 
help  in  adjusting  to  the  hazards,  as  well  as  leani- 
ing  the  joys,  of  their  new  experience. 

If  yoti  practice  in  a city,  be  prepared  for  those 
who  are  unacctistomed  to  the  fast  pace,  the  me- 
chanical conveniences,  and  the  traffic  patterns 
of  streets  and  buildings. 

Pliysicians  in  rural  areas  need  to  be  prepared 
for  those  who  don't  know  the  signs  of  insect, 
snake  and  animal  hazards  or  are  apt  to  attempt 
physical  exploits  whicli  are  unsafe  for  the  novice. 

Local  medical  personnel  of  all  types  may  de- 
cide to  encourage  the  establishment  of  safety  in- 
formation centers  at  locations  likely  to  be  en- 
countered by  newcomers.  Possible  locations  may 
Ite  shopping  centers.  Chamber  of  Commerce  of- 


fices, employment  and  personnel  offices,  real 
estate  offices,  sporting  goods  stores  and  hardware 
stores. 

Individtials  who  engage  in  do-it-yourself  proj- 
ects or  who  are  embarking  on  a new  hobby  or 
sports  activity  should  be  encouraged  to  initiate 
their  new  venture  under  the  supervision  or 
guidance  of  a safety-conscious  veteran  of  that 
type  of  activity. 

Physicians  are  in  the  best  position  to  see  the 
need  for  specific  types  of  safety  education  in  their 
locale.  They  can  best  prescribe  the  counseling 
and  refenal  needed  by  their  potential  accident 
patients. 

^Vhen  physicians  are  altle  to  see  as  dramatic 
an  improvement  in  accident  prevention  as  they 
have  produced  in  prevention  of  communicable 
disease,  we  shall  all  be  the  benefactors. 


Hormones  and  Target  Tissues 

Alfred  Kahn,  Jr.,  M.D. 


x.  endocrine  activity  of  some  tissues  has 
come  as  a ratlier  tinpulrlicized  development  in 
tlie  endocrine-metal)olic  field.  Physicians  are 
well  atttined  to  conventional  endocrinology  in- 
cluding such  glands  as  the  thyroid,  pituitary, 
ovaries,  etc.  For  example,  hair  follicles  have 
been  demonstrated  to  have  an  endocrine  func- 
tion. Schwerkert,  Milervich,  and  Wilson  (Jour- 
nal of  Clinical  Endocrinology  and  Metabolism, 
'Voltime  10,  page  -113,  March  1975)  have  pidi- 
lished  on  “Aromatization  of  Androstenedione 
in  Isolated  Human  Hairs.”  They  state  that  the 
root  of  human  hair  convert  both  testosterone 


and  androstenedrone  to  more  powerful  sub- 
stances; these  two  substances  also  serve  as  the 
basic  material  for  the  manufacture  of  estrogens 
by  some  peripheral  tissties.  Hairs  were  studied 
from  both  the  scalp  and  pubic  region  of  men. 
Their  studies  demonstrated  that  the  hair  root 
cotdd  convert  androstenedrone  to  estrone  by 
aromatization.  The  significance  of  these  con- 
versions in  the  body’s  physiologic  setting  is  not 
ctirrently  known. 

“Regulation  of  Human  Hair  Growth  by 
Steroid  Hormones,  Testosterone  Metabolism  in 
Isolated  Hair”  is  an  interesting  investigation  by 
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Schweikert  aiul  W^ilsoii  (Journal  of  Clinical 
Eiulocrinology  and  Metabolism,  \Mlume  38, 
jxige  811,  May  1971).  They  point  out  four  rela- 
tionships between  hair  and  sex  hormones: 
(1)  Growth  of  beard  and  trunk  hair  by  androgen 
in  high  concentration,  (2)  Auxiliary  and  pubic 
hair  growth  by  hormones  at  j)uberty,  (3)  There 
are  hairs  which  have  no  liormone  relationship 
as  eyebrows,  (1)  Baldness  can  be  due  to  an- 
drogens. Schweikert  and  ^Vilson  further  jxiint 
out  that  hair  goes  through  certain  growth  phases 
and  studies  of  hair  have  to  be  made  with  this 
in  mind.  They  also  emphasize  that  testosterone, 
which  is  a basis  of  this  study,  should  be  con- 
sidered a pro-hormone  that  is  carried  to  certain 
tissues  in  the  bloixl  stream  and  there  converted 
to  the  potent  hormone  as  dehydrotestosterone. 
I'he  authors  found  that  hair  roots  can  form  5 A 
reduced  and  17  ketosteroids.  However,  there 
was  no  relationship  between  the  capacity  to  form 
dehydrotestosterone  and  the  androgen  mediated 
growth  of  hair.  With  regard  to  baldness,  Schwer- 
kert  and  Wilson  did  find  an  interesting  thing; 
balding  men  had  an  increase  5A  reduction  of 
testosterone  compared  to  women  anti  non-bald- 
ing  men;  hair  taken  from  the  bald  spot  in  the 
same  individual  showed  more  5A  reduction  than 
from  non-bald  sites.  They  did  not  know  if  the 


higher  enzymatic  activity  was  a cause  or  an 
effect. 

Estrogens  may  be  derivetl  from  androgens.  It 
is  speculated  that  the  principal  sources  of  estro- 
gens in  post  menopausal  women  are  androgens. 
Wh  iting  in  the  Journal  of  Clinical  Endocrinology 
and  Metabolism,  Volume  40,  page  367,  March 
197.5,  Nimrod  and  Ryan  have  rejxirted  on  “Aro- 
matization  of  Androgens  by  Human  Abdominal 
and  Breast  Fat  Tissues.”  They  concluded  that 
fat  could  convert  circidating  androgens  into 
estrogens.  The  ability  of  lireast  fat  was  com- 
pared to  fat  elsewhere  in  the  body  as  an  aroma- 
tizing agent;  there  was  no  preferential  ability 
of  breast  fat  over  fat  from  elsewhere.  Also  tested 
was  fat  from  breasts  containing  carcinoma;  these 
breasts  converted  androgens  to  estrogens  at  a 
similar  rate  to  normal  breast  fat.  Nimrod  and 
Ryan  were  suipiised  that  lipocytes  could  have 
this  chemical  function  — i.e.  enzymatic  reaction 
— in  the  presence  of  fat  in  tlie  lipocyte;  never- 
theless, the  activity  is  present  and  apparently  not 
disturbed  by  the  fat. 

These  papers  afford  an  interesting  insight  into 
target  tissue  reactions.  The  target  tissue  may 
not  be  just  a passive  recipient.  It  may  alter  the 
hormone  drastically  — and  the  altered  hormone 
may  have  a diverse  effect,  a potentiated  effect, 
or  a reduced  effect. 


O 

B I T U A R Y 

Dr.  Hoyt  Kirkpatrick,  Jr. 

Dr.  Hoyt  Kirkpatrick,  Jr.,  of  Fort  Smith,  died 
June  21,  1975,  at  the  age  of  fifty-three.  He  was 
born  in  Fort  Smith,  December  9,  1921.  Dr.  Kirk- 
patrick was  a 1945  graduate  of  the  St.  Louis 
University  School  of  Medicine. 

Dr.  Kirkpatrick  was  an  Orthopedic  Surgeon 
associated  with  Holt-Krock  Clinic  in  Fort  Smith. 
He  was  1975  president  of  the  Sebastian  County 
Medical  .Society.  Dr.  Kirkpatrick  was  a veteran 
of  W^orld  W'ar  II  and  was  discharged  as  a Lieu- 


tenant Commander  in  the  United  States  Navy. 
He  was  team  physician  for  botli  high  schools  in 
his  community  and  was  an  active  sitpporter  of 
both  ixxister  clubs. 

His  professional  membershijis  include  the  Ar- 
kansas Medical  Scxiety,  Sebastian  County  Medi- 
cal Scxiety,  American  Medical  Association, 
Southern  .Medical  Association,  Arkansas  Ortho- 
paedic Society,  .American  Board  of  Orthopedic 
Surgery,  American  .Vcaclemy  of  Cerebral  Palsy, 
International  .Asscxiation  of  .Vrtliroscopists,  A.s- 
.scxiation  of  I'umor  Clinics,  and  the  Orthopedic 
Letters  Club.  Aside  from  his  medical  work,  Dr. 
Kirkpatrick  was  on  the  lecture  facidty  of  the 
University  of  .Arkansas  Law'  .School  and  the  Flni- 
versity  of  Oklahoma  Law  Schcxil. 

Dr.  Kirkpatrick  is  survived  by  his  wife,  Betty; 
one  daughter,  Terry;  and  fotir  sons,  Neal, 
Dennis,  Michael,  and  Kelly. 
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THE  MONTH  IN  WASHINGTON 

riic  American  Medical  Association  has  urged 
all  members  ol  the  House  of  Representatives  to 
oppose  two  key  provisions  of  a health  manpower 
Itill  that  woidd  extend  federal  control  over  med- 
ical education. 

1 he  controversial  sections  of  the  bill  that  won 
easy  passage  in  tlie  House  Interstate  and  Foreign 
(Commerce  Committee  wotdd: 

^♦Establish  federal  control  of  the  number  and 
location  of  medical  residencies. 

**Retpure  all  medical  students  to  repay  the 
federal  government  for  U.  S.  aid  to  the 
school. 

In  a letter  dis|jatched  to  the  435  lawmakers  in 
the  House,  the  .\MA  stressed  continued  support 
for  federal  assistance  to  medical  schools  and  stu- 
tlents.  However,  the  Association  said  “strong 
ol)jection  is  raised  ' to  “certain  new  concepts” 
that  wotdd  impose  restrictions  on  students  and 
on  residencies. 

Fhe  health  manpower  bill  won  approval  by 
the  House  Commerce  Committee  with  the  two 
disputed  provisions  by  roughly  a 2-1  margin. 
I'he  bill  authorizes  $1.7  billion  for  aitl  to  med- 
ical, dental,  nursing  and  other  schools  with  a 
$2,100  per  student  capitation  subsidy  by  the  fed- 
eral government  for  medical  students. 

House  vote  is  expected  about  mid-summer. 
4‘he  Senate  has  not  yet  considered  the  liill. 

The  AM.\  told  House  members: 

“The.se  reepurements  — that  the  students,  as 
a personal  obligation,  repay  to  the  federal  gov- 
ernment those  amounts  which  tlie  government 
has  given  to  tlie  schools  — are  without  precedent 
and  are  discriminatory  against  health  professions’ 
students,  d hese  conditions  are  not  impo.sed  on 
students  in  other  fields,  nor  shoidd  they  be.  This 
amounts  in  effect  to  a forced  loan  retpiired  of 
all  health  prolessions’  students  under  the  bill. 
Once  again,  througli  the  service  requirements 
attached  to  the  loan  forgiveness  features,  the  low 
income  or  disadvantageil  student  wotdd  cany  a 
disproportionate  burden.  “The  best  way  to  at- 


tract individuals  to  shortage  areas,”  according 
to  AMA,  “is  through  mechanisms  which  allow 
the  individual  voluntarily  to  commit  himself  to 
ser\ice  in  a needy  area.  As  to  government  pro- 
grams, this  coidd  be  done  through  such  programs 
as  the  National  Health  Service  Corps,  scholar- 
ships for  .service  in  shortage  areas,  loan  forgive- 
ness, or  other  incentive  programs. 

“It  shoidd  not  be  done  through  a program 
where  all  students  are  under  the  burden  of  in- 
suring that  the  federal  assistance  given  to  the 
school  is  repaid  by  the  student,”  the  AMA  said. 

d he  proposed  control  of  medical  residency 
Iraining  programs  amounts  to  “the  ratioinng  of 
medican  education  . . . and  poses  many  threats 
to  our  cpiality  education  system,”  according  to 
the  AMA. 

I'he  bill  wotdd  estalilish  two  agencies:  one 
wotdd  be  responsible  for  accretliting  medical 
residency  training  programs  in  the  U.  $.;  the 
other  to  establi.sh  the  number  of  positions  which 
(oidd  be  filled  in  each  residency  program  . 

T he  aggregate  limit  on  tlie  number  of  posi- 
tions which  coukl  be  available  in  years  1978, 
1979,  and  1980,  wotdd  be  an  amount  ecpial  to 
155  percent,  140  percent  and  125  percent,  re- 
spectively, of  the  estimated  number  of  giaduates 
from  accedited  U.  S.  schools  of  medicine  in  the 
year  preceding. 

Priority  for  tlesignation  would  be  the  Idaison 
Committee  for  Graduate  Medical  Edtication  of 
the  Coortlinating  Council  on  Medical  Education 
(CC.ME)  as  the  accrediting  agency,  and  the 
CCME  as  the  agency  to  estaitlish  tlte  ntnnber  of 
residency  positions.  Ihe  latter  agency  would 
determine  the  geographic  distriltution  of  resi- 
dency training  positions,  the  number  of  posi- 
tions in  each  program,  and  an  allocation  of  posi- 
tions among  the  various  specialties.  In  the  ab- 
sence of  designation  of  the  nametl  agencies,  the 
activities  would  be  undertaken  by  another  or- 
ganization designated  by  the  HEW  secretary. 

Included  with  the  .AMA  letter  to  the  Con- 
gre.ssmen  was  a copy  of  an  article  in  the  Journal 
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of  the  I’ennessec  Mccliciil  Association  by  roni 
Nesl)itt,  iM.l).,  Speaker  of  the  AM  A Mouse  of 
Delegates  and  Cdiairinan  of  the  CXiMK.  Dr. 
Nesintt  wrote  that  a (|  nest  ion  ])osed  hy  the 
Icgishitioit  is  “of  the  private  voluntary  sector  re- 
maining voluntary,  as  opposed  to  its  hccoming 
tin  arm  of  the  federal  goveinment,  subject  to 
its  bureaucracy  and  its  political  influences  and 
controls." 

But  the  fight  of  the  A.M,\  ;incl  othei  medical 
orgtniizations,  including  the  .Association  ol  Med- 
ical (Colleges,  to  stiike  or  limit  the  two  contio- 
versial  sections  of  the  hill  appears  to  he  an  up- 
hill battle. 

If  the  sweeping  .service  recpuremeiu  of  the  hill 
is  retained,  the  impact  on  .\meritan  medical 
practice  would  he  marked  with  more  than  10,000 
young  physicians  yearly  heading  into  rural  areas, 
inner-city  slums,  and  otlier  shorttige  areas.  Fur- 
thermore, the  federal  government  — military, 
public  health  service  ;uul  Veterans  Administra- 
tion — would  have  recruiting  worries  erased. 

* * * * 

Aroused  hy  growing  com]:)laints  besides  those 
of  the  AM.V  that  government  is  superseding  Con- 
gressional intent  in  issuing  control  regulations 
in  the  Medicare  program,  the  House  \Vays  and 
Afeans  Committee  has  slated  an  unusual  one-clay 
session  to  “examine  the.se  pcalicies.” 

T he  so-called  “public  c:)versight''  session  will 
deal  with  the  controversial  Utilization  Review 
Regulations  under  comt  challenge  hy  the  AAfA 
(the  first  round  won  hy  the  AAf.A  May  27,  1975), 
the  jtroposed  rules  governing  Medicare  reason- 
able charges  and  economic  indices,  reduction  of 
inpatient  payment  for  hospital  routine  service 
costs  from  the  90th  percentile  to  the  80th  per- 
centile, and  elimination  of  the  sj^ecial  nursing 
differential  for  reimbursement  to  hospitals  and 
skilled  nursing  facilities. 

“.Serious  and  widespread  concerns  have  been 
raised  about  the  policies  in  these  legidtuions, 
including  the  cpiestion  whether  the  s])ecial  char- 
acteristics of  small  rural  hos|ritals  are  adecpiately 
taken  into  account,"  said  Subcommittee  Uhair- 
man  Dan  Rostenkowski  (D.-lll.).  “The  Subcom- 
mittee intends  to  examine  the.se  policies  and 
their  implementation  in  the  light  of  Congres- 
sional intent  relative  to  the  conduct  of  the  Medi- 
care program.” 

The  HEW'^  Department's  ])lan  to  tie  physi- 


cians’ Medicaid  i eiinhin sement  to  a national 
economic  index  has  been  asstuled  hy  the  AMA 
as  “ine(putahle  and  unfair.  " 1 he  “invidious- 

ness" ol  imposing  econmic  contiols  on  one  sec- 
tor of  tlie  economy  “is  intensilietl  when  con- 
sideration is  given  to  the  lact  that  the  controls 
and  limits  on  the  government  financial  contri- 
bution towaids  jxiyment  of  the  medical  c;ue  of  a 
Afcdicare  l)eneficiary  set  arhitrtiy  limits  on  pre- 
vailing (lunges,  .and  thus  shift  an  increasing  l)ur- 
den  onto  the  Medicate  beneficiary,"  said  the 
AMA. 

In  ;i  statement,  .AM.A  Executive  \'ice  Ihesident 
Jtimes  H.  .Sammons,  M.D.,  urged  that  the  regs 
he  withdrawn.  Dr.  Sammons  noted  that  the  two- 
year  time  lag  already  iinajlved  in  the  recogni- 
tion of  physicians'  fees  “is  in  itself  unicpie  and 
has  opeiated  in  such  a way  that  Medicare  fee 
recogniti(jn  lias  long  lagged  behind  current 
trends  in  physicians'  fees." 

Theie  is  no  justification  in  either  the  law  (jr 
its  legislative  history  for  the  imposition  of  "a 
national  ettjnomic  index,"  said  Dr.  Sammons. 
I lie  sttuemeiu  in  the  proposed  regs  that  in- 
creases are  to  he  “fair  to  till  concerned  and  fol- 
low, rather  than  lead,  any  inflationary  trends" 
is  contradictory  and  “when  cotisidered  in  the 
context  of  the  history  of  restrictions  ;uid  limita- 
tions placed  upon  Medicare  fees,  is  an  affront  to 
the  physicians  who  have  cooperated  through  ;i 
long  period  during  which  there  luis  been  im- 
]>osition  of  arbitrary  freezes  and  targeted  eco- 
nomic controls,"  the  .AAfA  official  said. 

Also  attacked  by  the  AAEA  was  the  lower  re- 
imbursement limit  lor  hospital  Afedicare  costs, 
to  be  80  percent  from  the  jMesent  90  percent. 
“ riie  imposition  of  arbitrary  ceilings  on  hospital 
revenues  affects  the  cpiality  of  service  available 
to  Aledicare  patients"  and  may  force  some  hos- 
jjitals  to  treat  Aledicare  patients  at  a loss,  Dr. 
.Sammons  said. 

“Fixing  a ceiling  limitation  on  reimburse- 
ment by  bed  size  ;nid  location  for  all  hospitals 
does  not  establish  the  existence  — or  lack  — ol 
efficiency,”  said  the  .AAIA.  “d'his  simplistic  ap- 
jzroach  provides  no  assurance  that  inefficiency 
will  be  collected  or  that  ellicient  operations  will 
be  rewarded.  Fhe  proposed  system  sinijdy  ap- 
plies pressure  tea  reduce  per  diem  costs  to  a .set 
dollar  amotnit  without  regard  to  how  siuh  re- 
ductions may  be  attained,  and  appear  to  be  pre- 
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clicatetl  upon  ease  of  administration  rather  than 
the  elimination  of  unnecessaiT  costs  flowing 
from  inefficient  oj^eration.” 

# # * # 

State  legislators  from  across  the  nation  meet- 
ing in  ^Vashington  on  malpractice  were  told  that 
“massive  federal  intervention’’  would  cause  “ir- 
reparable harm,”  probably  increase  overall  costs, 
lead  to  federal  strings  attached,  and  simply  at- 
tempt to  “paj^er  the  problem  over  with  dollars.” 

HEW  Assistant  Senetary  for  Health,  Theo- 
dore Coojx;r,  M.D.,  told  the  National  Conference 
of  State  Legislature  that  he  is  confident  the 
the  legislators  “are  not  about  to  relegate  to  the 
IT.  S.  Government  the  states’  responsibility  over 
insurance  and  medical  practice.” 

The  meeting  was  arranged  by  the  National 
Conference  and  the  newly  fonned  Health  Policy 
Center  of  Georgetown  University  to  discuss  mal- 
])ractice  insurance  “as  the  perfect  example  of 
the  need  for  federal-state  coordination,”  in  the 
words  of  Don  Herzberg,  Dean  of  Georgetown’s 
graduate  school. 

'The  sponsoring  organizations  had  hoped  that 
some  form  of  concensus  and  call  for  action  might 
emerge  from  the  three-day  session,  but  the  state 
lawmakers  could  oidy  agree  at  this  time  that  the 
situation  was  serious  and  that  the  remedies  in 
sight  appeared  to  be  short-term  ones.  Several 
s]X)ke  of  the  difficulties  in  persuading  consumer 
atlvocaies  in  their  stale  Legislatures  that  a crisis 
exists  that  affects  patients  as  well  as  physicians 
or  that  legislative  remedies  were  not  aimed  at 
bailing  out  hard-pressed  insurance  companies. 

Dr.  Cooper  urged  the  states  to  enact  new  law's 
covering  professional  liability.  He  said  there  is 
need  for  public  education  to  the  fact  that  there 
are  unavoidable  limitations  to  medical  care,  that 
not  all  injuries  are  iu  fact  malpractice,  that  peo- 
ple are  not  entitled  to  compensation  simply  be- 
cause they  have  suffered. 

# * # * 

Legislation  to  rec[uire  all  clinical  laboratories 
to  meet  specified  federal  standards  is  slated  for 
a close  Congressional  look  this  year.  Physicians’ 
private  office  labs  coidd  be  covered  under  draft 
legislation  if  work  is  done  for  more  than  one 
physician. 

The  measure  backed  by  Sens.  Jacob  Javits 
(R.-N.  Y.)  and  Edw’ard  Kennedy  (D.-Mass.)  gives 
some  discretion  to  HEW  on  the  sw'eep  of  the 


standards  coverage.  However,  all  labs,  including 
those  now'  considered  strictly  intra  state,  would 
have  to  meet  federal  standards. 

The  program  would  be  administered  at  the 
state  level  by  a single  state  agency  which  could 
issue  licenses  in  the  name  of  the  federal  govern- 
ment. 

The  Center  for  Disease  Control,  U.  S.  Public 
Health  Service,  w'ould  provide  assistance  and 
check  on  progress  of  state  efforts,  but  a new 
HEW  Office  of  Clinical  Laboratories  would  be 
the  chief  supervisor. 

The  state  progiams  could  rely  on  professional 
acoediting  and  testing  programs,  but  spot-check- 
ing and  testing  by  the  federal  agency  is  author- 
ized. 

Idle  licensing  standards  cover  cjuality  control, 
record-keeping,  personnel,  and  participation  in 
proficiency  testing. 

Many  features  of  the  legislation  are  certain  to 
arouse  controversy. 

* * # # 

The  American  Society  of  Internal  Medicine 
(ASIM)  has  agreed  to  participate  in  the  Federated 
Council  for  Internal  Medicine  — provided  that 
policy  decisions  by  the  Council  are  made  only  by 
unanimous  vote  of  the  four  member  groups. 

The  Council  would  attempt  to  coordinate 
policies  and  actions  of  the  four  organizations  in 
the  internal  medicine  field  — ASIM,  the  Associa- 
tion of  Professors  of  Medicine,  the  American 
Board  of  Internal  Medicine,  and  the  American 
College  of  Physicians. 

I’he  .\SIM  agreement  to  participate  came  at 
its  annual  meeting  in  Washington. 

According  to  a report  by  the  ASIM's  Board  of 
Trustees,  the  Council  has  the  potential  to: 

**  Identify  internal  medicine  as  a unified  com- 
munity of  physicians  capable  of  collective 
action. 

**Improve  the  quality  of  debate  and  decisions 
on  major  public  issues  of  concern  to  in- 
ternal medicine;  and  provide  a medium  to 
establish  a concensus  w'ithin  the  specialty  in 
advance  of  public  pronouncements. 

ASIM  also  voted  to  support  a national  health 
insurance  measure  that  w'oidd  cover  the  costs  of 
catastrophic  illness.  “This  insurance  should  be 
supplied  by  private  carriers  to  the  greatest  extent 
possible,”  the  resolution  declared. 

Comprehensive  coverage  for  all  medical  care 
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needs  would  he  inllationary  and  add  unneces- 
sary stress  to  an  already  overburdened  economy, 
according-  to  the  resolution. 

E.  Harvey  Estes,  M.I).,  Director  ol  Duke  Uni- 
versity's Department  ol'  Uommunity  Health 
Sciences,  was  named  “Distinguished  Internist  of 
the  Year”  hy  ASIM. 

^Villiam  R.  Eelts,  M.D.,  an  internist  and  rheu- 
matologist practicing  in  Washington,  1).  C.,  was 
elected  ASIM  President-Elect.  Dr.  Felts  is  Di- 
rector of  the  Division  of  Rheumatology  at 
George  W'^ashington  LTniversity  Medical  School. 
He  has  been  one  of  the  Society’s  I’rustees  since 
1969  and  served  as  Chairman  of  its  Liaison  Coun- 
cil. He  will  .serve  as  President  following  the 
one-year  term  of  Ralph  F.  Reinfrank,  M.D.,  who 
assumed  office  during  the  meeting. 

# # * # 

Memorial  Fund  Established  for  Pharmaceutical 
Representative 

Frank  Tarlton,  medical  sales  representative  for 
Lederle  Laboratories,  was  killed  in  a pedestrian 
accident  on  June  6,  1975,  in  Houston,  Texas. 

Mr.  Larlton  had  worked  for  Lederle  for  many 
years  out  of  Hot  Springs,  Arkansas,  covering 
central  and  western  parts  of  the  State. 

Survisors  include  his  widow,  Delores,  one  son 
and  two  daughters,  all  of  the  home. 

A Memorial  Fund  has  been  established  to  help 
finance  the  education  of  the  three  children. 
Checks  for  this  fund  will  be  accepted  through 
December  of  1975.  All  friends  are  urged  to  send 
their  checks  to:  Tarlton  Memorial  Fund,  c/o 
Grand  National  Bank,  Post  Office  Box  1799,  Hot 
Springs,  Arkansas  71901. 


ANSWER  — Electrocardiogram  of  the  Month 

At  postmortem  examination  the  suspected  left  ventric- 
ular enlargement  was  found  with  a left  ventricular  free 
wall  and  septum  weighing  333  grams.  The  right  ventricle 
was  also  significantly  enlarged  with  a right  ventricular 
weight  of  94  grams.  An  early  in  the  right  precordial 
leads,  seen  in  the  absence  of  total  QRS  prolongation  may 
frequently  tip  off  the  possibility  of  right  ventricular  en- 
largement. A supporting  clue  Is  the  rather  impressive  R 
in  lead  aVR.  No  evidence  of  any  myocardial  scarring 
was  seen.  The  left  atrial  enlargement  was  presumably 
from  mitral  incompetence.  The  etiology  of  the  heart  dis- 
ease in  this  case  is  not  known. 


THINGS 


TO 

COME 


Exhibit  A 

SYNOPSIS 

by 

Joe  M.  Parker.  M.D.,  Publicity  Chairman 

American  Cancer  Society,  Oklahoma  Division.  Inc. 

The  Annual  Arkaiusas-Oklahoma  Cancer 
Forum  pre.sent,s  an  out.standing  program  de- 
veloped in  cooperation  with  Memorial  Hospital 
and  Sloan-Kettering  Institute  of  New  York  City. 

A tlay  and  a half  concentrated  discussion  deal- 
ing with  the  ])ractical  management  of  various 
tlifferent  ty|)es  of  cancer  is  planned. 

# * * * 


THE  ANNUAL  ARKANSAS-OKLAHOMA 
CANCER  FORUM 

Sheraton  Inn,  Ft.  Smith,  Arkansas 
September  25-26,  1975 

CURRENT  CONCEPTS  IN  CARE  OF  THE 
CANCER  PATIENT 

Morning  Session:  Thursday,  Sep 
tember  25,  1975 

Chairman:  Frank  H.  McGregor, 
M.D.,  President,  Oklahoma  Di- 
vision, Inc.,  American  Cancer 
Society,  Oklahoma  City 

8:25-  8:30  'W'elcome  and  Opening  Remarks  — 
Frank  H.  McGregor,  M.D. 

8:30-  9:10  IMF  CLINICAL  ROLE  OF  THE 
PA  LHOLOCIST  IN  1 HE  MAN- 
AGEMENT OF  PATIEN'I  S 
WITH  CANCER 
Paul  Rosen,  M.D.,  Associate  At- 
tending Pathologist,  Department  of 
Pathology,  Memorial  Sloan-Ketter- 
ing Cancer  Centei',  New  5’ork  City 
9:10-  9:50  MANAGEMENT  OF  BENIGN 
LESIONS  OF  THE  LOWER  GI 
TRACT 

Stuart  Quail,  M.D.,  Associate  At- 
tending Surgeon,  Rectal  and  Colon 
Service,  Department  of  Surgery, 
Memorial  Sloan-Kettering  Cancer 
Center,  New  York  City 
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9;  50- 10;  05 
10:05-10:45 


10:45-11:25 


11:25-12:05 


1:30-  2:10 

2:10-  2:50 

2:50-  3:30 

3:30-  3:45 
3:45-  4:25 


Intermission 

PRACTICAL  M A N A GE M E N T 
OF  PATIENTS  WITH 
OVARIAN  CARCINOMA 
James  H.  Fred,  M.D.,  Assistant  At- 
tending Surgeon,  Gynecology  Serv- 
ice, Department  of  Surgery,  Me- 
morial Sloan-Kettering  Cancer  Cen- 
ter, New  York  City 
4VTIAT'S  BEST  FOR  THE 
PATIENT 

Cliarles  Kelley,  M.D.,  Assistant  At- 
tending Radiation  Therapist,  De- 
partment of  Radiation  Therapy, 
Memorial  Sloan-Kettering  Cancer 
Center,  New  York  City 
PSYCHIAFRIC  SUPPORT  OF 
I HE  CANCER  PATIENT 
Fred  O.  Flenker,  M.D.,  Associate 
Professor  of  Psychiatry,  Univer- 
sity of  Arkansas  Medical  Center, 
Little  Rock 

Afternoon  Session;  Thursday,  Sep- 
tember 25,  1975 

Chairman:  Kent  4\TstI)rook,  M.D., 
President,  Arkansas  Division, 
Inc.,  American  Cancer  Society, 
Little  Rock,  Arkansas 
RESULTS  OF  BREAST  SCREEN- 
ING IN  OKLAHOMA 
JoAnn  Haberman,  M.D.,  Ph.D., 
Director  of  Oklahoma  Breast 
Screening  Project  and  Associate 
Professor,  Department  of  Radiol- 
ogy, University  Health  Sciences 
Center,  Oklahoma  City 
SPECIMEN  RADIOGRAPHY  IN 
BREAST  CANCER 
Paul  Rosen,  M.D. 

RATIONALE  FOR  MANAGE- 
MENT OE  PATIENTS  WITH 
PO  FEN  I lALLY  CURABLE 
BREAST  CANCER 
Guy  F.  Robbins,  M.D.,  Attending 
Surgeon,  Breast  Service  Depart- 
ment of  Surgery,  Memorial  Sloan- 
Kettering  Cancer  Center,  New  York 
City 

Intermission 

PRACTICAL  MANAGEMENT 
OF  PATIENTS  WITH  ENDO- 


4:25-  5:05 


9:00-  9:40 


9:40-10:20 


10:20-10:35 

10:35-11:15 


METRIAL  CARCINOMA 
James  H.  Fred,  M.D. 
IMMUNOTHERAPY  IN  PEDI- 
ATRIC PATIENTS  WITH 
MALIGNANCIES 
G.  Bennett  Humplirey,  M.D.,  Ghief 
Hemo  tology  -Oncology  Service, 
Oklahoma  Children’s  Memorial 
Hospital,  Associate  Professor,  De- 
partment of  Pediatrics,  Ebiiversity 
of  Oklahoma  Health  Sciences  Cen- 
ter 

Morning  Session:  Friday,  Septem- 
ber 26,  1975 

Chairman:  Robert  Janes,  M.D., 
President,  Sebastian  County 
Elnit,  American  Cancer  Society, 
Arkansas 

MANAGEMENT  OF  MALIG- 
NANT LESIONS  OE  THE 
LOWER  GI  TRACT 
Stuart  Quan,  M.D. 

WHAT’S  NE^V  IN  RADIATION 

THERAPY 

Charles  Kelley,  M.D. 

Intermission 

WHAT’S  NEW  IN  CANCER 

CHEMOTHERAPY 

Richard  H.  Bottomley,  M.D.,  Head 

Oncology  Division,  Department  of 

Medicine,  University  Hospital, 

University  of  Oklahoma  Health 

Sciences  Center 


11:15-11:55  READAPTATION  OF  CANCER 
PATIENTS  TO  SOCIETY 
Guy  F.  Robbins,  M.D. 

1 1 ;55  Adjournment 

* * * * 


Exhibit  B 

SYNOPSIS 

by 

Joe  M.  Pai'ker,  M.D.,  Publicity  Chairman 

.American  Cancer  Society,  Oklalioma  Division,  Inc. 

4’he  Annual  Arkansas-Oklahoma  Cancer 
Eorum  presents  an  outstanding  program  de- 
veloped in  cooperation  with  Memorial  Hospital 
and  Sloan-Kettering  Institute  of  New  York  City. 

A day  and  a half  concentrated  discussion  deal- 
ing with  the  practical  management  of  various 
different  types  of  cancer  is  planned. 

* # * * 
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THE  ANNUAL  ARKANSAS-OKLAHOMA 
CANCER  FORUM 

Sheraton  Inn,  Ft.  Smith,  Arkansas 
September  25-26,  1975 

CURRENT  CONCEPTS  IN  CARE  OF  THE 
CANCER  PATIENT 

S|)cciali,sts  in  the  licUl  ol  Pathology,  Colon 
Snrgeiy,  Breast  Surgery,  Gynecologic  Surgery, 
Radiotherapy,  (ilieinotherapy  and  Innnunither- 
apy  will  discuss  recent  advances  in  these  fields. 

d'he  program  also  stresses  Early  Detection  of 
Breast  Cancer,  Psychiatric  Support  of  the  Cancer 
Patient,  and  Rehabilitation  of  the  Patient. 

Phis  superb  grouj)  of  si^ecialists  from  New 
York  will  be  su|)plemented  by  specialists  from 
the  Arkansas  Medical  Center  and  the  University 
of  Oklahoma  Health  Sciences  Center. 

The  meeting  will  be  held  at  the  Sheraton  Inn, 
Fort  Smith,  Arkansas,  September  25  and  26,  1975. 
Ehere  is  no  registration  fee. 

Room  reservations  should  be  made  by  writing 
directly  to  the  Sheraton  Inn,  Fort  Smith.  Arkan- 
sas 72901. 

All  members  of  the  medical  profession,  reg- 
istered nurses  and  medical  students  are  urged 
to  attend  this  informative  meeting. 

Hot  Springs  Surgeon  Serves  on  Faculty  of 
International  Plastic  Surgery  Symposium 

D.  Bluford  Stough,  111,  M.D.,  Hot  Springs 
dermatologic  surgeon,  was  a major  participant 
in  the  Second  International  Symposium  on  Plas- 
tic and  Reconstructive  Surgery  of  the  Head  and 
Neck,  June  8-13,  in  Chicago. 

Dr.  Stongh  joined  a faculty  of  more  than  150 
leading  practitioners  of  plastic  and  reconstruc- 
tive surgery  from  throughout  the  United  States 
and  fourteen  foreign  nations  who  led  discussions 
and  j)re.sented  papers  on  the  latest  advances  in 
head  and  neck  jjlastic  surgery.  Attendance  at 
the  symposium  was  expected  to  exceed  1000  phy- 
sicians, rejtresenting  many  medical  specialties. 

Dr.  Stough  is  a staff  member  at  St.  Joseph’s 


D.  BLUFORD  STOUGH,  III,  M.D. 


Hospital,  Division  of  Dermatology,  in  Plot 
Springs  and  he  is  a member  of  the  teaching  and 
lecluring  staff  at  the  University  of  Arkansas  Med- 
ic;d  Center  Division  of  Dermatology  in  Little 
Rock.  At  the  symposium.  Dr.  Stotigh  instructed 
a course  entitled  “Hair  Pransplant,"  and,  on 
Phtirsday,  June  12,  he  presenteil  a paper  entitled 
“Plp-Dating  Hair  d ransplantation." 

d'he  Second  International  Symjx)sium  was 
sponsored  by  the  Americati  Actidemy  of  Facial 
Plastic  and  Reconstructive  Surgery,  Inc.,  an  in- 
ternational medical  society  of  more  th;m  1000 
otolaryngologists  and  other  regional  specialists 
who  jjractice  ])lastic  snrgeiy  of  the  head  and 
neck,  d he  American  Academy  is  dedicated  to 
stimulation  of  study,  research  and  .scientific  ad- 
vancement in  the  field  of  plastic  and  leconslruc- 
live  suigery  and  all  related  basic  sciences. 

Phe  Pdist  Intel iiatiomd  Symposium  on  Plastic 
aiui  Reconstructive  Surgery  of  the  Head  and 
Neck  was  held  in  New'  York  City  in  1970. 
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Or.  Mitchell  Named  President 

Dr.  George  K.  Mitchell  of  Little  Rock,  former- 
ly Medical  Director  of  Arkansas  Blue  Cross-Blue 
Shield,  has  been  named  president  and  chief 
executive  officer  of  the  organization.  Dr.  Mitchell 
has  been  serving  as  Vice  President  for  Medicare 
and  Medical  Services  since  1973. 

Fourth  Generation  Doctor  Moulton  Graduates 

\Vhen  Everett  C.  Afoulton,  III,  M.D.,  gradu- 
ated from  the  University  of  Arkansas  School  of 
Medicine  in  June  1975,  he  represented  the  fourth 
generation  of  Moidtons  in  a direct  line  to  receive 
his  M.D.  degree.  His  great  grandfather,  Herbert 
Moulton,  graduated  in  1884;  his  grandfather, 
Everett  C.  Moulton,  graduated  in  1914;  and  his 
father,  Everett  C.  Moulton,  Jr.,  graduated  in 
1941. 

Dr.  Sisco  is  Speaker 

Dr.  Friedman  Sisco  of  Springdale  was  guest 
speaker  at  a meeting  of  the  Washington  County 
Men’s  Club.  He  presented  his  analysis  of  the 
current  controversy  on  the  escalating  cost  of 
medical  malpractice  insurance. 

Dr.  McMinimy  Named  Director 

Dr.  Donald  McMinimy  of  Fort  Smith  has  been 
elected  to  the  Board  of  Directors  of  the  Standard 
Federal  Savings  and  Loan  Association  of  Fort 
.Smith. 

Dr.  Joseph  Relocates 

Dr.  Eugene  A.  Joseph,  who  formerly  practiced 
in  DeQueen,  has  assumed  the  practice  of  Dr. 
B.  R.  Lowery  and  Dr.  Arlis  W.  Loe  of  Searcy. 
Dr.  Lowery  will  take  a residency  in  Ophthalmolo- 
gy at  the  Lhiiversity  of  .South  Florida  in  Tampa. 
Dr.  Loe  will  take  a residency  in  Dermatology  at 
the  University  of  d’exas  Medical  Branch  at 
Galveston. 

Dr.  Lowe  Joins  Medical  School 

Dr.  Betty  A.  Lowe  of  Texarkana  has  joined 
the  University  of  Arkansas  College  of  Medicine 
as  a professor  and  head  of  the  College’s  pediatric 
teaching  unit  at  Arkansas  Children’s  Hospital  in 
Little  Rock. 

Dr.  Pappas  on  Continuing  Education  Program 

Dr.  James  J.  Pappas  of  Little  Rock  presented 
a paper  entitled  “Round  Window  Ultrasonic 


Irradiation  in  Treatment  of  Meniere’s  Disease’’ 
at  the  Baylor  College  of  Medicine,  Houston,  Con- 
tinuing Education  in  Otolaryngology  meeting. 

Dr.  White  Locates 

Dr.  Phillip  White,  a native  of  Nashville,  Ar- 
kansas, has  located  his  medical  practice  in 
Murfreesboro,  associated  with  Dr.  Hiram  T. 
Ward. 

Dr.  Pennington  is  Chief  of  Staff 

The  Board  of  Directors  of  the  Clarksville 
Hospital  has  approved  Dr.  Don  Pennington  as 
chief  of  staff,  and  Dr.  Boyce  West  as  secretary  of 
staff. 

Governor  Pryor  Appoints  Malpractice 
Commission 

Governor  David  Pryor  recently  appointed  the 
three  members  of  the  Professional  Malpractice 
Insurance  Commission  as  directed  by  Act  638. 
The  members  include:  Granger  Williams  of 
Little  Rock,  insurance  executive;  Charles  Cun- 
ningham of  Benton,  director  of  a community 
action  program;  and  Lawrence  Lewis  of  Fayette- 
\ille,  retired  employee  of  the  Federal  Depart- 
ment of  Labor. 

Dr.  Kirkley  Addresses  Rotary  Club 

Dr.  John  Kirkley  of  Jonesboro,  president  of 
the  Craighead-Poinsett  County  Medical  Society, 
recently  spoke  to  the  Jonesboro  Rotary  Club  on 
the  subject  of  standards  and  ethics  in  the  medical 
profession. 

Dr.  Balch  Named  to  Board 

Dr.  James  Balch  of  DeQueen  was  recently 
elected  to  the  Board  of  Directors  of  the  DeQueen 
Chamber  of  Commerce. 

El  Dorado  Pathology  Lab  Accredited 

Fhe  Associated  Pathology  Laboratory  in  El 
Dorado,  under  the  direction  of  Dr.  Kenneth  R. 
Duzan,  was  awarded  a certificate  of  accreditation 
recently  by  the  College  of  American  Pathologists. 
The  certification  is  recognized  as  one  of  the  most 
outstanding  peer  evaluation  systems  in  the  world, 
reflecting  the  accuracy  and  precision  of  the  lab- 
oratory’s services.  Dr.  Wayne  G.  Elliott  is  asso- 
ciated with  Dr.  Duzan. 

Dr.  Harrison  Honored  by  Award 

Dr.  R.  Harvel  Harrison,  Chief  of  Psychiatry 
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:U  the  North  Little  Rock  Veterans  Achninistra- 
tiou  Hospital,  has  been  presented  the  V.  A.  De- 
partment of  Medicine  and  Surgery  Honor  Award 
lor  his  participation  in  a training  program  for 
police  officers. 


Dr.  Whittington  Elected  by  A.C.E.P. 

Dr.  J.  J.  Whittington,  HI,  of  Jonesboro  has 
been  elected  Vice  President  of  the  Arkansas 
Chapter  of  the  American  College  of  Emergency 
Physicians. 


Dr.  Merle  D.  Fox 

I'he  White  County  Medical  Society  has  added 
the  name  of  Dr.  Merle  1).  Fox  to  its  membership 
roll.  He  is  a native  of  Howard,  South  Dakota. 

Dr.  Fox’s  pre-medical  education  was  received 
at  South  Dakota  State  College  of  Arts  and 
Sciences  in  Brookings.  He  received  his  M.D. 
degree  in  1954  from  Northwestern  University 
Medical  School.  His  internship  was  taken  at 
Evanston  Hospital,  Evanston,  Illinois,  and  his 
residency  in  Urology  was  completed  at  Gorgas 
Hospital,  Canal  Zone,  in  1970. 

Dr.  Fox  practiced  for  fifteen  years  in  Bartles- 
ville, Oklahoma,  and  is  a member  of  the  South- 
west Section  of  the  American  Urological  Society. 
He  is  now  practicing  Urology  at  3205  East  Race 
Avenue  in  Searcy. 


Dr.  Benjamin  Harold  Cheek 

The  Jefferson  County  Medical  Society  has 
accepted  Dr.  Benjamin  H.  Cheek  for  member- 
ship. He  is  a native  of  Florence,  South  Carolina. 

Dr.  Cheek  received  his  B.S.  degree  in  1946 
from  the  College  of  Charleston,  Charleston, 
South  Carolina.  He  was  graduated  from  the 
Medical  University  of  South  Carolina  College 
of  Medicine  in  1950  and  completed  his  intern- 
ship at  McLeod  University,  Florence,  South 


Carolina.  He  served  for  two  years  in  the  United 
States  Army  and  since  1955  had  Ijeen  in  practice 
at  the  Pine  Bluff  Arsenal. 

Dr.  Cheek  is  now  in  General  Practice  at  the 
Jefferson  Comprehensive  Care  Center,  1515  West 
42nd  Avenue,  in  Pine  Bluff. 

Dr.  Rustam  All  Malik 

Dr.  Rustam  Ali  Malik  has  been  accepted  for 
membership  in  the  Jefferson  County  Medical 
Society.  He  is  a native  of  Lahore,  Pakistan. 

Dr.  Malik’s  pre-medical  education  was  received 
in  Pakistan  and  he  was  graduated  from  the  King 
Edward  Medical  College,  Lahore,  West  Pakistan, 
in  1968.  He  completed  a General  Surgery  resi- 
dency at  McKeesport  Hospital,  McKeesport, 
Pennsylvania,  in  1972,  and  in  1974,  he  completed 
a residency  in  Anesthesiology  at  West  Pennsyl- 
vania Hospital  in  Pittsburgh.  He  is  a member 
of  the  American  .Society  of  Anesthesiologists. 

Dr.  Malik  is  now  practicing  Anesthesiology  at 
1410  West  42nd  in  Pine  Bluff  with  Dr.  Mary 
Ellen  Jenkins. 

Dr.  Thomas  Richard  Hoberock 

4 he  Boone  County  Medical  .Society  has  ac- 
cejjted  Dr.  Thomas  R.  Hoberock  for  member- 
ship. He  is  a native  of  Wichita,  Kansas. 

Dr.  Hoberock  attended  the  University  of 
Missouri  and  was  graduated  from  the  University 
of  Missouri  School  of  Medicine,  Columbia,  Mis- 
souri, in  1966.  His  internship  was  completed  at 
Triplet  Ihiited  States  Army  Hospital,  Honolulu, 
Hawaii.  He  received  his  residency  training  in 
General  Surgery  at  Tulane  University  Hospitals, 
William  Beaumont  Ihiited  States  Army  Hospital, 
El  Paso,  4'exas,  and  the  University  of  Louisville 
Hospital,  Louisville,  Kentucky. 

Dr.  Hoberock  is  practicing  General  Surgery  at 
651  North  Spring  Street  in  Harrison. 
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Dr.  James  Lee  Miller 

l)i.  James  Lee  Miller  has  been  added  to  the 
memljership  roll  of  the  Crittenden  County  Medi- 
cal Society.  He  is  a native  of  Brinkley,  Arkansas. 

He  received  his  B.S.  degree  in  1965  from  the 
Lhiiversity  of  Arkansas  and  his  M.S.  degree  in 
1969  from  the  University  of  Minnesota.  He  was 
graduated  in  1973  from  the  University  of  Arkan- 
sas .School  of  Medicine.  Dr.  Miller  completed 
his  internship  at  the  University  of  Arkansas 
Medical  Center  in  Little  Rock. 

He  is  in  General  Practice  at  the  Hamilton 
Clinic,  300  Rhodes  Street,  in  W^est  Memphis.  He 
is  associated  with  Dr.  Ralph  B.  Hamilton  and 
Dr.  Bedford  ^V.  Smith. 

Dr.  Sandra  Lee  Sindel  Young 

The  Pope  County  Medical  .Society  has  accepted 
Dr.  Sandra  Lee  Young  for  membership.  She  is  a 
native  of  Kansas  City,  Missouri. 

Dr.  Young  received  her  B..A.  degree  in  1968 
from  Hendrix  College  in  Conway,  Arkansas.  .She 
was  graduated  from  the  LIniversity  of  Arkansas 
School  of  Medicine  in  1972,  and  completed  her 
lotating  internship  at  St.  Vincent  Infirmary  in 
Little  Rock.  She  is  a member  of  the  American 
Association  of  Family  Physicians. 

Dr.  Young  is  in  Family  Practice  at  the  Ashcraft 
Medical  Clinic,  2524  West  Main,  Russellville, 
associated  wdth  Dr.  l ed  E.  Ashcraft. 

Dr.  Warner  B.  Dunlap 

Dr.  Warner  B.  Dunlap  has  been  accepted  for 
membership  in  the  Jackson  County  Medical 
.Society.  He  is  a native  of  Nashville,  Tennessee. 

Dr.  Dtmlap  attended  the  University  of  Tennes- 
see and  was  graduated  from  the  University  of 
Tennessee  College  of  Medicine,  Memphis,  in 
1968.  He  completed  both  his  internship  and 
residency  at  the  City  of  Memphis  Hospitals. 
After  two  years  in  the  United  States  Navy,  1971 
until  1973,  Dr.  Dunlap  located  in  Newport.  He 
is  a member  of  the  Arkansas  Academy  of  Pedi- 
atrics. 

Dr.  Dunlap  is  practicing  Pediatrics  at  the 
Harris  Hospital  and  Clinic,  1205  McLain  Street, 
Newport. 

Dr.  Michael  Dortch  Coleman 

The  .Sebastian  County  Medical  Society  has 
added  the  name  of  Dr.  Michael  Coleman  to  its 


membership  roll.  He  is  a native  of  Jackson, 
Fennessee. 

Dr.  Coleman  received  his  B.A.  degree  in  1966 
from  the  University  of  Arkansas  and  was  gradu- 
ated from  Duke  University  School  of  Medicine, 
Durham,  North  Carolina,  in  1970.  He  completed 
both  his  internship  and  residency  at  the  Duke 
Medical  Center  in  Durham.  He  is  Board  Certi- 
fied in  Internal  Medicine. 

Dr.  Coleman  is  practicing  Internal  Medicine 
and  Nephrology  at  Holt-Krock  Clinic,  1500 
Dodson  Avenue,  Fort  Smith. 

Dr.  Charles  Morris  McClain,  Jr. 

File  Wdiite  County  Medical  Society  has  ac- 
cepted Dr.  Charles  M.  McClain,  Jr.,  a native  of 
Little  Rock,  Arkansas,  for  membership. 

Dr.  McClain  received  his  B.S.  degree  in  1963 
from  Little  Rock  University.  He  was  graduated 
from  the  University  of  Arkansas  School  of  Medi- 
cine in  1967,  and  interned  at  St.  John’s  Hospital 
in  Tulsa,  Oklahoma.  He  completed  a General 
Practice  residency  at  Community  Hospital  of 
Sonoma  County,  Santa  Rosa,  California,  in  1970. 
In  1974  he  completed  his  Radiology  residency 
at  the  University  of  Arkansas  Medical  Center. 
He  is  a member  of  the  American  College  of 
Radiology  and  the  Radiology  Society  of  North 
America. 

Dr.  McClain  is  practicing  Radiology  with  the 
Arkansas  Radiology  Group,  P.A.,  1400  West 
Pleasure,  .Searcy,  associated  with  Dr.  John  Bell. 

Dr.  Beuford  Durmon 

I he  Hot  Spring  County  Medical  Society  has 
accepted  Dr.  Beuford  Durmon  for  membership. 
He  is  a native  of  Mobile,  Alabama. 

Dr.  Durmon  attended  the  LIniversity  of  Arkan- 
sas at  Monticello  and  was  graduated  from  the 
LIniversity  of  Arkansas  School  of  Medicine  in 
1969.  He  also  received  his  B.S.  in  Medicine 
in  1969.  His  internship  was  completed  at  the 
University  of  Arkansas  Medical  Center  and  he 
completed  a Family  Practice  residency  at  the 
University  of  Oklahoma  Hospitals  in  Oklahoma 
City. 

Dr.  Durmon  is  in  Family  Practice  at  the 
Malvern  Medical  Clinic,  1004  Dyer,  Malvern, 
associated  with  Dr.  Robert  H.  White  and  Dr. 
James  A.  Lindsey. 
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Dr.  Robert  Alton  (Tony)  Council,  Jr. 

Dr.  Tony  Council  has  l)een  accepted  lor  inein- 
bersiiip  in  tlie  Saline  County  Medical  Society. 
He  is  a native  ol  Fort  Smith.  Arkansas. 

Dr.  Council  is  a l‘)(i2  graduate  ol  Washington 
and  Lee  Fhiiversity,  Lexington,  \'irginia,  rvhere 
he  received  a B.S.  degree.  He  was  graduated 
from  the  lhii\ersity  of  .\rkansas  School  of  Medi- 
cine in  1971.  He  completed  a straight  internship 
in  Obstetrics  and  Ciynecology  and  a residency  in 
Obstetrics  and  (iynecology  at  the  University  of 
•Arkansas  Medical  Cienter  in  Little  Rock. 

Dr.  Council  is  now  practicing  Obstetrics  and 
Civnecologv  at  910  North  Fast  Street  in  Benton, 
associated  with  Dr.  Frank  G.  Lhibault,  Jr. 

Dr.  Robert  Edward  Price 

Lite  Jackson  County  Medical  .Society  has  ac- 
cepted Dr.  Robert  E.  Price,  a native  of  Muncie, 
Indiana,  for  member.ship. 

Dr.  Price  received  his  B.S.  degree  in  1950  from 
the  Fhiiversity  of  Ball  State,  Muncie,  Indiana. 
He  was  graduated  from  the  Fhiiversity  of  Cin- 
cinnati College  of  Medicine,  Cincinnati,  Ohio, 
in  1954.  Dr.  Price  completed  both  his  internship 
and  residency  at  St.  Mary’s  Flospital  in  Cincin- 
nati. He  practiced  for  eighteen  years  in  Cin- 
cinnati, and  he  is  a member  of  the  American 
.Academv  of  Familv  Physicians. 

Dr.  Price  is  in  Family  Practice  at  the  Harris 
Hospital  and  Clinic,  1205  McLain  Street,  New- 
port. 

Dr.  E.  Jane  Mauch 

The  Pope  County  Medical  Society  has  accepted 
for  membership  Dr.  Jane  Mauch,  a native  of 
Sapulpa,  Oklahoma. 

Dr.  Mauch  attended  the  Lhiiversity  of  Tulsa 
and  the  Lhiiversity  of  Oklahoma  at  Norman. 
She  was  graduated  from  the  Lhiiiersity  of  Iowa 
College  of  Medicine,  Iowa  City,  in  1970  and 
completed  her  internship  at  Geisinger  Medical 
Center.  Dr.  Mauch  completed  her  F'aniily  Prac- 
tice residency  in  1973  at  the  Hunterdon  Medical 
Center,  Flemington,  New  Jersey. 

.She  is  in  Family  Practice  at  the  Millard-Henry 
Clinic,  3005  FVest  Main  Place,  Russellville. 

Dr.  Linda  Odum  Bell 

Dr.  Linda  Bell  has  been  accepted  for  member- 
ship in  the  Pope  County  Medical  Society.  She 
is  a native  of  Beebe,  Arkansas. 


Dr.  Bell  receiied  her  B.M.  degree  in  lOOti  from 
the  Fhiiversity  of  Arkansas.  She  was  graduated 
from  the  Fhiiiersity  of  .Vrkansas  .School  of  Medi- 
cine in  1966.  Dr.  Bell  interned  at  the  Baptist 
Mediial  Center  in  Little  Rock  and  she  completed 
her  Psychiatry  residency  at  the  University  of 
Arkansas  Medical  Center  in  Little  Rock  in  1970. 

Fhoin  1970  until  1972,  Dr.  Bell  was  Clinical 
Instructor  at  the  University  of  Arkansas  Medical 
Center  and  since  1972,  she  has  served  as  Assistant 
Clinical  Prolessor.  She  was  Psychiatry  Chief  of 
Staff  at  St.  Vhneent  Infirmary  in  Little  Rock 
from  1972  until  1974.  She  is  a member  of  the 
Arkansas  Psychiatry  Society  and  the  American 
Psychiatry  As.sociation. 

Dr.  Bell  now  practices  Psychiatry  in  the  Sky- 
line Medical  Buildina;  in  Russellville. 

Dr.  James  A.  Lindsey 

The  Hot  Spring  County  Medical  .Society  has 
added  the  name  of  Dr.  James  Lindsey  to  its 
mendtership  roll.  He  is  a native  of  Bearden, 
Arkansas. 

Dr.  Lindsey  received  his  B.S.  degree  in  1965 
from  .Southern  State  College,  Magnolia,  Arkan- 
sas. He  was  graduated  from  the  Lhiiversity  of 
Arkansas  School  of  Medicine  in  1969.  His  intern- 
ship was  completed  at  the  Confederate  Memorial 
Hospital  in  Shreveport,  Lotiisiana,  and  his 
F'amily  Practice  residency  was  completed  in  1974 
at  the  Fhiiversity  of  Oklahoma  Hospitals,  Okla- 
homa City.  Fie  is  a member  of  the  American 
Academy  of  Family  Physicians. 

Dr.  Lindsey  is  in  Family  Practice  at  the  Mal- 
vern Medical  Clinic,  1004  Dyer  Street,  Malvern, 
associated  with  Dr.  Robert  H.  White  and  Dr, 
Beuford  Durnion. 

Dr.  Jon  R.  Ewing 

Ihe  Fhanklin  County  Medical  Society  has 
accepted  for  membership  Dr.  Jon  R.  Fwing,  a 
native  of  Kennett,  Missouri. 

Dr.  Ewing  is  a 1968  graduate  of  Ouachita 
Baptist  lhiiversity  in  Arkadelphia,  Arkansas.  He 
was  graduated  from  the  Lhiixersity  of  Arkansas 
School  of  Medicine  in  1973.  He  completed  his 
internship  at  Baptist  Memorial  Hospital  in  Little 
Rock. 

Dr.  Ewing  is  in  General  Practice  at  the  Ozark 
Medical  Clinic,  604  West  Commercial  in  Ozark, 
associated  with  Dr.  Rebecca  A.  Ewing. 
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Dr.  James  W.  Basinger 

1 lie  Craighead-Poinsett  County  Medical  So- 
ciety has  added  the  name  of  Dr.  Janies  \V. 
Hasinger  to  its  inembership  roll.  He  is  a native 
of  Rudy,  .\rkansas. 

He  was  graduated  from  Arkansas  State  Uni- 
\ersity  in  1954  with  a B.S.  degree.  Dr.  Basinger 
was  graduated  from  the  University  of  Arkansas 
School  of  Medicine  in  1958.  Following  his  in- 
ternshi])  at  Tampa  General  Hospital,  Tampa, 
Florida,  Dr.  Basinger  completed  a General  Sur- 
gery residency  in  1960  at  the  University  of  South 
Florida  Medical  School,  d’ampa.  Following 
general  practice  in  Dade  City,  Florida,  he  re- 
turned to  the  University  of  South  Florida  Medi- 
cal School  where  he  completed  a residency  in 
Obstetrics  and  Gynecology  in  1972. 

He  is  a Junior  Fellow,  American  College  of 
Obstetrics  and  Ciynecology. 

Dr.  Basinger  is  practicing  Obstetrics  and 
Gynecology  at  the  Jonesboro  Medical  Center, 
505  Fast  Matthews,  Jonesboro,  associated  with 
Drs.  Donald  Berry,  John  Kirkley,  and  John 
St.  Clair,  Jr. 

Dr.  George  W.  Dickinson 

Dr.  C feorge  W.  Dickinson  is  a new  member  of 
the  Sevier  County  Medical  Society.  He  is  a 
native  of  Horatio,  Arkansas. 

Dr.  Dickinson  is  a graduate  of  the  Flniversity 
of  Arkansas  and  he  was  graduated  from  the 
Uni\ersity  of  Arkansas  School  of  Medicine  in 
1929.  He  completed  his  internship  at  the  United 
States  Naval  Hospital,  Mare  Island,  California. 
Dr.  Dickinson  retired  in  1955  following  twenty- 
five  years  of  ser\ice  in  the  United  States  Navy, 
at  the  rank  of  Rear  Admiral.  He  was  in  solo 
practice  for  twenty-one  years  in  Palmyra,  New 
Jersey. 

Dr.  Dickinson  is  now  in  General  Practice  with 
the  Dickinson  Clinic,  Fourth  and  Heynecker, 
DeQueen,  associated  with  Drs.  Richard  and 
Rodger  Dickinson. 

Dr.  William  Combs  Culp 

The  Sabastian  County  Medical  Society  has 
accepted  Dr.  Whlliam  C.  Culp  for  membership. 
He  is  a native  of  McAlester,  Oklahoma. 

Dr.  Cidp  is  a 1963  graduate  of  the  University 
of  Oklahoma.  He  was  graduated  from  the 
University  of  Oklahoma  School  of  Medicine, 


Oklahoma  City,  in  1967.  His  internship  was 
completed  at  the  FTniversity  of  Oklahoma  Hos- 
pitals in  Oklahoma  City.  Dr.  Culp  completed  a 
Radiology  residency  at  the  University  of  Texas 
Medical  Branch  at  Galveston.  He  is  Board  Cer- 
tified by  the  American  Board  of  Radiology. 
Memberships  include  the  American  College  of 
Radiology  and  Southern  Medical  Association. 

He  is  now  practicing  Radiology  with  Radiolo- 
gists, P..\.,  318  North  Greenwood  in  Fort  Smith, 
associated  with  Drs.  Paul  L.  Rogers,  I'homas 
Parker,  and  Whlliam  Huskison. 

Dr.  Arnett  Draughan  Smith,  Jr. 

I'he  Miller  County  Medical  Society  has  ac- 
cepted for  membership  Dr.  Arnett  D.  Smith,  Jr., 
a native  of  Farmerville,  Louisiana. 

Dr.  Smith  received  his  B.S.  degree  from  Louisi- 
ana 'Lech  Unitersity,  Ruston,  Louisiana.  He  was 
graduated  from  I'ulane  University  School  of 
Medicine,  New  Orleans,  Louisiana,  in  1965,  and 
his  internship  was  taken  at  Charity  Hospital  in 
New  Orleans.  Dr.  .Smith  was  a resident  in  Gen- 
eral and  I'horacic  Surgery  from  1966  through 
1972  at  Tidane  University  Charity  Hospital  in 
New  Orleans. 

He  is  Board  Certified  by  the  American  Board 
of  Surgery  and  the  American  Board  of  Thoracic 
Surgery.  He  was  an  instructor  in  surgery  at 
Louisiana  State  University  School  of  Medicine, 
Shrevejjort,  and  holds  memberships  in  the  South- 
western Surgical  Society  and  the  American  Col- 
lege of  Surgeons. 

Dr.  Smith  is  practicing  General  and  Thoracic 
Surgery  at  4800  'I'exas  Boulevard,  Texarkana, 
associated  with  Dr.  Robert  S.  McGinnis,  Sr. 

Dr.  Robert  L.  Prosser,  III 

The  Desha  County  Medical  Society  has  ac- 
cepted for  membership  Dr.  Robert  L.  Prosser, 
111.  He  is  a native  of  St.  Louis,  Missouri. 

Dr.  Prosser  attended  Arkansas  A and  M Col- 
lege, Pine  Bluff,  and  was  graduated  from  the 
University  of  Arkansas  School  of  Medicine  in 
1970.  He  completed  his  internship  and  residency 
in  General  Practice  at  John  Peter  Smith  Hos- 
pital, Fort  Worth,  Texas. 

Dr.  Prosser  is  in  General  Practice  at  the  Mc- 
Gehee  Family  Clinic,  P..\.,  600  Holly  Street  in 
McGehee. 
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Dr.  Charles  Paul  Sisco 

Dr.  C'.liarle.s  1*.  Sisco  has  been  accepted  ior 
membership  in  the  \\'ashin<>l()n  Ciomity  Medical 
Society.  He  is  a native  ot  San  .\ntonic),  'I’exas. 

He  graduated  Irom  the  Ihiicersity  ol  Arkansas 
in  1965  with  a IkS.  degree.  His  M.l).  degree  was 
received  from  tlie  I'niversity  of  .\ikansas  School 
of  Medicine  in  1967.  His  internship  was  com- 
pleted at  St.  John’s  Hospital,  d’nlsa,  Oklahoma. 
Dr.  Sisco  completed  his  residency  program  at  the 
St.  Louis  University  Hospitals,  St.  Louis,  Mis- 
souri. Dr.  Sisco  is  Board  Uertified  in  Internal 
Medicine  by  the  American  Board  of  Internal 
Medicine  and  he  is  also  Board  Uertified  in 
.\llergy  by  the  American  Board  of  .Allergy.  He 
is  a member  of  the  .American  College  of  Phy- 
sicians and  the  .American  .Academy  of  .Allergy. 

Dr.  Sisco  is  practicing  Internal  Medicine  and 
.\llergy  at  the  Sisco  Clinic,  100  South  Shilo, 
Springdale,  associated  with  Dr.  Friedman  Sisco. 

Dr.  Jorge  H.  Johnson 

The  Washington  Comity  Medical  Society  has 
added  the  name  of  Dr.  Jorge  H.  Johnson  to  its 
membership  roll.  He  is  a native  of  Chicago, 
Illinois. 

Dr.  Johnson  received  a B.A.  degree  in  1957 
from  the  University  of  Colorado,  Boulder.  He 
was  graduated  from  the  University  of  Colorado 
School  of  Medicine,  Denver,  in  1963.  His  intern- 
ship was  taken  at  Indiana  University  Medical 
Center,  Indianapolis.  From  1964  until  1968,  Dr. 
Johnson  was  a resident  in  Xeurosurgery  at  the 
University  of  Kansas  Medical  Center.  He  served 
in  the  United  States  .Army  Medical  Corps  from 
1968  until  1971.  He  is  a member  of  the  Congress 
of  Neurological  Surgeons. 

Dr.  Johnson  is  practicing  Neurology  at  the 
Orthopaedic-Neurological  Clinic,  Ltd.,  1673 
North  College,  Fayetteville.  He  is  associated 
with  Drs.  l orn  Coker,  Coy  Kaylor,  Carl  Ken- 
drick, and  James  Moore. 

Dr.  James  F.  Moore 

The  4Vashington  County  Medical  Society  has 
accepted  Dr.  James  F.  Moore  for  membership. 
He  is  a native  of  Hodge,  Louisiana. 

Dr.  Moore  is  a 1965  gi  aduate  of  the  University 
of  Arkansas  and  was  graduated  from  the  Uni- 
versity of  .Arkansas  School  of  Medicine  in  1969. 
He  interned  at  the  University  of  Florida  Hos- 


pital, (;aines\  ille.  He  was  a resident  in  Ortho- 
pedic Smgety  from  1970  until  1971  at  the 
Ihiiveisity  of  .Vrkansas  .Medical  (ietiter  in  Little 
Rock. 

Dr.  Moore  is  practicing  OrthoiJaedic  Sttrgery 
;it  the  Ol  thopaedic-Neurological  Cilinic,  Ltd., 
1673  North  College,  Fayette\ille.  He  is  asso- 
ciated with  Drs.  4 Om  (ioker.  Coy  Kaylor,  Carl 
Kendrick,  atid  Jorge  Johnson. 

Dr.  Marvin  J.  Roesler 

Dr.  Marxin  J.  Roesler  is  a new  member  of  the 
Fhiion  County  Medical  Society.  Fle  is  a native 
of  .Albert  I.ea,  Mintiesota. 

Dr.  Roesler  received  his  B.S.  degree  in  1951 
from  the  University  of  4Visconsin,  Madison.  He 
xvas  graduated  from  the  Ihiiversity  of  4\4scotisin 
Medical  School,  Madison,  in  1954.  His  intern- 
ship was  taken  at  the  Unixersity  of  Oregon 
Medical  School  Hosjritals  in  Portland.  He  was 
a resident  iti  Radiology  at  Columbia  Milxvaukee 
Lutherati,  and  Milwaukee  Children’s  Flospitals, 
affiliated  xvith  the  ITnixersity  of  Whsconsin  Medi- 
cal Schcrol. 

Dr.  Roesler  is  Board  Certified  by  the  .American 
Board  of  Radiology.  He  is  a member  of  the 
.American  College  of  Radiology  and  the  Radio- 
logical Society  of  North  Atnerica. 

Dr.  Roesler  is  tiow  practicitig  Radiology  at 
799  4Vest  Crove  Street  in  F.l  Dorado. 

Dr.  James  H.  Davis 

1 he  Gailand  County  Medical  .Society  has 
acce])tecl  Dr.  James  H.  Davis,  a native  of  Little 
Rock,  for  membership. 

Dr.  Davis  attended  Hendrix  College  in  Con- 
xvay,  .Arkansas,  and  received  a B.S.  degree  from 
the  Ihiixensity  of  .Arkansas.  He  xvas  graduated 
horn  the  Ihiixersitx  of  .Arkansas  School  of  Medi- 
cine in  1962,  and  he  completed  his  internship 
at  Baptist  Medical  Center  in  Little  Rock.  He 
practiced  in  Salem,  .Arkansas,  for  seven  years. 

Dr.  Daxis  is  noxv  in  General  Practice  in  Mount 
Ida. 

Dr.  J.  Richard  Gardial 

Dr.  J.  Richard  Gardial  is  a nexv  member  of 
the  Garland  County  Medical  Society.  He  is  a 
native  of  Little  Rock,  .Arkansas. 

Dr.  Gardial  received  his  B.S.  degree  in  1969 
from  the  University  of  .Arkansas  at  Monticello. 
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He  was  graduated  from  the  University  of  Ar- 
kansas School  of  Medicine  in  1973.  His  intern- 
ship was  completed  at  Baptist  Medical  Center 
in  Little  Rock. 

Dr.  Cardial  is  in  General  Practice  at  the 
Doctors  Clinic  of  Hot  Springs,  125  Greenwood, 
associated  with  Dr.  George  P.  Queen. 

Dr.  Michael  R.  Platt 

d'he  Washington  County  Medical  Society  has 
accepted  Dr.  Michael  R.  Platt,  a native  of  Fort 
Smith,  Arkansas,  as  a new  member. 

Dr.  Platt  received  his  B.S.  degree  in  1965  from 
the  LTniversity  of  Arkansas  at  Fayetteville.  He 
was  graduated  from  the  Uni\ersity  of  Arkansas 
School  of  Medicine  iti  1967.  He  completed  his 
internship  at  Hillcrest  Medical  Center,  Tulsa, 
Oklahoma,  and  his  residency  in  Radiology  was 
taken  at  the  University  of  Oklahoma  Health 
Sciences  Center  in  Oklahoma  City.  He  is  Board 
Certified  hy  the  American  Board  of  Radiology 
and  is  a member  of  the  American  College  of 
Radiology. 

Dr.  Platt  is  practicing  Radiology  at  1109 
Camino  Real,  Springdale. 

Dr.  Thomas  Peter  Harper 

Dr.  d'homas  P.  Harper  is  a new  member  of 
the  Craighead-Poinsett  County  Medical  Society. 
He  is  a native  of  Maynard,  Arkansas. 

Dr.  Harper  is  a 191-1  grailuate  of  the  Utii\er- 
sity  of  Arkansas  School  of  Medicine.  He  was  iti 


general  practice  for  thirty-two  years  in  Peach 
Orchard,  Arkansas,  and  for  twenty-nine  years  in 
Monette,  Arkansas.  He  is  Board  Certified  by  the 
American  Board  of  Family  Practice. 

Dr.  Harper  is  in  General  Practice  at  the 
Harper  Clinic  in  Motiette. 

Dr.  George  William  Smith 

The  Lhiion  County  Medical  Society  has  added 
the  name  of  Dr.  George  W.  Smith  to  its  member- 
ship roll.  He  is  a native  of  El  Dorado,  Arkansas. 

He  graduated  from  Louisiana  Tech  University, 
Rnstin,  in  1968  with  a B.S.  degree.  Dr.  .Smith 
was  graduated  from  the  Tulane  University 
.School  of  Medicine,  New  Orleans,  Louisiana,  in 
1972.  His  internship  was  taken  at  the  City  of 
Memphis  Hospitals,  Memphis,  d'ennessee. 

Dr.  Smith  is  now  in  Family  Practice  at  427 
W’est  Oak  in  El  Dorado. 

Lite  following  are  new  intern  and  resident 
members  of  the  Pulaski  County  Medical  Society: 

University  of  Arkansas  for  Medical  Sciences: 

Ronald  1).  Hardin— Intern 

Htigh  E.  Btirnett,  Resident— Surgery 

Christopher  E.  Wiggins,  Resident— Orthopedics 

James  A.  McMillan,  Resident— Internal 
Medicine 

(iregory  S.  Krulin,  Resident— Psychiatry 

Donald  R.  Gtiinn,  Resident— Medicine 

Frank  Vderas,  Resident— Nuclear  Medicine 
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iioth  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  {not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Nalium' 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


r\  Roche  Laboratories 
ROCHE  X Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 
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Hysteria  - Clarification  of  Definitions  and  Dynamics 

Frank  B.  Minirth,  M.D.* 


T„c  term  hysteria  is  used  in  many  ways.  It 
not  only  has  various  meaiiiugs  within  the  med- 
ical profession,  hut  it  also  has  various  meanings 
among  the  general  popidation.  The  definition 
varies  from  meaning  someone  who  is  very  dra- 
matic and  excitable  to  meaning  someone  with  a 
case  of  amnesia.  Depending  on  how  it  is  used, 
it  may  refer  to  an  explosive  episode,  jrersonality 
disorder,  or  a specific  psychopatholog7  restdting 
in  a neurosis.  Using  the  term  in  a broad  medical 
sense,  it  does  encompass  a significant  proportion 
of  the  mental  problems  that  are  seen  by  medical 
doctors.  During  a six-month  rotation  on  the 
psychiatric  ward,  this  writer  found  that  25%  of 
his  patients  had  some  form  of  hysteria. 

I'he  use  of  the  term  hysteria  dates  back  to  the 
Greeks  who  used  the  term  to  refer  to  a problem 
seen  in  women.  It  was  felt  that  this  problem 
was  due  to  a migrating  uterus.  During  the  mid- 
dle ages  many  hysterics  were  no  doubt  diagnosed 
as  being  demon  jx^ssessed.  In  relatively  more 
recent  times  men  such  as  Charcot,  Freud  and 
Janet  have  been  responsible  for  the  upsurge  of 
interest  in  hysteria. 

When  the  term  hysteria  is  used  in  the  medical 
sense,  it  refers  essentially  to  one  of  three  prob- 
lems. These  are: 

1.  Hysterical  personality. 

2.  Hysterical  neurosis,  conversion  type. 

3.  Hysterical  neurosis,  dissociative  type. 

Hysterical  Personality 

'Fo  tinderstand  what  hysterical  personality  is, 
one  mttst  first  understand  personality  disorder. 
A personality  disorder  is: 

1.  Characterized  by  being  life-long. 

2.  Characterized  by  a partictdar  life-style  or 
pattern. 

3.  Characterized  by  the  excessive  tise  of  cer- 
tain predictable  defense  mechanisms  in 
order  to  handle  stress. 

•C.hief  Resident,  Department  ot  Psychiatry’,  University  of  Ar- 
kansas College  of  Medicine,  4S01  West  Markham,  Little  Rock, 
Arkansas  72205. 


I he  diagnostic  and  statistical  manual  of  psy- 
chiatry uses  ten  terms  to  descrilye  a hysterical 
pei'-souality.  I hese  are: 

1.  Fxcitaltility 

2.  Emotional  instability 

3.  Over-reactivity 

4.  Self-dramati/ation 

5.  Attention  seeking 

6.  Seductive 

7.  Immature 

8.  Self-centcrcd 

9.  Vain 

10.  Dependent 

Thus,  an  individual  with  a hysterical  jrersonal- 
ity,  at  an  early  age  develops  a life  style  char- 
acterized by  being  .self-centered,  theaterical, 
manipulative,  and  seductive.  This  life-style  has 
j>ersistcd  with  the  patient  throughout  life. 

Case  # 1 : 

A typical  example  of  hysterical  personality  is 
that  of  a young,  attractive,  white  female  who  is 
brought  to  the  hospital  because  of  a stiicide  at- 
tempt. Manipulation  seemed  to  be  a factor  in 
the  suicide  attem[)t.  The  doctor  found  that  the 
patient  was  dramatic,  theatrical  and  scdtictive. 

Dynamics: 

As  in  many  cases  in  medicine,  the  opinion  as 
to  the  cause  ol  the  problem  varies  depending 
upon  the  author.  The  view  of  the  dynamics  of 
hysterical  jteisonality  varies  from  those  who 
propose  that  tlie  cause  of  hysterical  personality 
is  a pnxluct  of  our  ctdture  and  age  to  those  who 
favor  dynamic  concepts  put  forth  by  Freud. 

I’he  psychoanalytical  explanation  for  some  of 
the  .svmptoms  of  hysterical  personality  wotild  be 
similar  to  the  following: 

1.  Seductiveness  — the  patient  is  sedtictive  be- 
catLse  as  a young  child  she  learned  that  she  could 
get  attention  from  her  father  by  behaving  this 
way.  She  learned  this  pattern  of  behavior  and 
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later  carried  this  pattern  on  to  her  relationship 
with  other  men. 

2.  Frigidity  — as  a young  child  the  little  girl 
had  incestiioiis  rvishes  toward  her  father.  The 
little  girl  felt  imich  guilt  over  this  and  repressed 
it.  I'liese  feeling  are  still  with  her  and  she  has 
carried  these  over  in  her  feelings  toward  other 
men.  I’herefore,  as  an  adult,  her  forbidden  in- 
cestuous feelings  would  make  her  frigid  in  sexual 
intercourse. 

3.  Ambivalence  for  men  — as  a young  child 
the  little  girl  idealized  her  father  but  at  some 
time  felt  rejection  from  him  or  resented  sexual 
advances  toward  her  by  him.  In  either  case,  she 
developed  an  ambivalence  for  men.  The  hys- 
terical pecsonality  often  looks  for  an  idealized 
male  image  but  when  she  finds  him  she  feels 
hatred  for  him  at  the  same  time. 

While  there  is  validity  to  some  of  Freud’s  con- 
cepts, other  concepts  as  the  ones  above,  are 
(piestionable.  It  has  been  suggested  that  hys- 
terical per.sonality  should  be  described  in  terms 
of  behavior  rather  than  dynamics  as  above.  The 
writer  finds  this  thought  useful. 

Differentiatiori: 

Finally,  before  making  a diagnosis  of  hysterical 
jtcrsonality,  one  should  consider  the  following 
factors  which  could  alter  the  diagnosis: 

1.  Cultural  factors  — when  making  any  cliag- 
Tio.sis  of  abnormality,  the  culture  from  which  a 
})erson  comes  is  of  major  importance. 

2.  Acute  stress  — under  an  acutely  stressful 
situation  many  jteople  may  appear  to  have  a 
hysterical  personality. 

Hysterical  Neurosis  — Conversion  Type 

Before  desadbing  hysterical  neurosis,  once 
again,  a definition  of  neurosis  in  general  would 
be  heljrlul.  A neurosis  is  a mental  disorder  which 
significantly  imjtairs  the  patient’s  ability  to  func- 
tion; however,  the  patient  remains  in  good  con- 
tact with  reality.  The  neurosis  is  caused  by  un- 
conscious anxiety  and  how  that  anxiety  is  han- 
dled will  often  determine  the  type  of  neurosis 
that  is  diagnosed.  In  hysterical  neurosis,  con- 
version type,  the  patient  handles  his  anxiety  by 
displacing  it  to  a body  part.  The  body  then 
suffers  a psychogenic  loss  of  function.  This  loss 
of  function  may  be  iilindness,  deafness,  paralysis, 
paresis,  hemiplegia,  aphonia,  convulsions,  etc. 


Case  -#  2: 

An  example  of  hysterical  neurosis,  conversion 
type,  was  demonstrated  l)y  a young  lady  who 
was  admitted  to  the  psychiatry  ward  because 
of  intense  pain  in  her  left  leg.  The  pain  was 
not  related  to  any  anatomical  nerve  distribution 
anti  no  significant  organic  jrathology  could  be 
found  on  physical  examination  or  by  x-ray.  The 
young  lady  gave  a life-long  history  of  various 
body  aches,  pains  and  symptoms. 

Dynamics: 

In  general,  the  dynamics  of  any  emotional 
problem  could  be  explained  as  follows:  A per- 
son is  born  with  certain  genetic  endowments. 
Much  of  his  development  depends  on  his  en- 
vironment. His  environment  in  this  case  mean- 
ing psychological,  social  and  physical  develop- 
ment. Because  of  problems  in  one  of  these  areas 
(genetic,  environment)  detrimental  defense 
mechanisms  may  develop.  When  in  later  life  the 
patient  is  subject  to  acute  stress  he  may  become 
psychotic  or  neurotic.  In  the  case  of  hysterical 
neurosis,  conversion  type,  this  dynamic  formu- 
lation could  be  represented  by  the  following 
diagram: 

Genetic  Endowment 

i 

Environment 

(Factors  such  as  psychological, 

social,  physical  development) 

i 

Detrimental  Defense  Mechanisms 
(Tends  to  deal  with  anxiety  by  displacing 
it  on  to  body  functions) 

i 

Stress 

i 

Anxiety 

(Unconscious  anxiety  aroused  secondary  to 
repressed  conflict,  wish  or  fear) 

Anxiety  displacetl  on  to  body  part  under  the 
control  of  the  voluntary  nerve  system. 

i 

Loss  of  function  of  body  part. 

Free  floating  anxiety  relieved. 


In  considering  the  dynamics  of  hysterical  neu- 
rosis, conversion  type,  three  factors  should  be 
considered: 


1.  Symptoms  may  be  symbolic  of  repressed 
uncon.scious  conflicts,  wishes  or  fears.  These 
symptoms  also  represent  a symbolic  expression 
of  these  conflicts,  wishes  or  fears.  For  example. 
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a .soklici  in  battle  may  clevclo])  parttly.sis  ol  his 
liglit  turn,  riuis,  he  can  no  longer  light  and 
w'oidcl  he  taken  to  the  hospital;  his  lear  ol  being 
killed  was  relieved.  Also,  the  .soldier  cotdd  have 
had  the  tear  of  killing  others  and  l.)y  not  being 
able  to  use  his  right  hand  he  thus  coidd  not  do 
this,  and  he  wonld  be  relieved  of  this  distressing 
responsibility. 

2.  The  terms  primary  gain  and  .secondary 
gain  are  often  used  when  discussing  hysterical 
neurosis,  conversion  tyj^e.  The  primary  gain  in 
the  case  listed  above  woidd  be  that  of  reduced 
anxiety.  I he  secontlary  gain  the  soklier  would 
gain  would  be  the  attention  he  wonld  receive  at 
the  hospital  and  also  the  release  of  his  responsi- 
bility in  his  job. 

3.  Labelle  indifference  — it  has  often  been 
noted  that  patients  with  hysterical  neurosis,  con- 
version type,  have  an  expression  which  reflects  a 
lack  of  concern  for  their  apparent  jthysical  ill- 
ness. d'his  relates  to  the  redtiction  of  anxiety 
that  the  ]tatient  has  experienced.  Psychoanalytic 
interpretations  of  the  dynamics  of  this  phe- 
nomenon have  also  been  put  forth,  but  they 
will  not  be  dealt  with  here. 

Differenliation: 

Hysterical  neurosis,  conversion  type,  should 
be  differentiated  from  the  following  problems: 

1.  A problem  with  an  organic  or  neurological 
cause. 

2.  Malingering. 

3.  Psychophysiologic  disorder.  In  psycho- 
physiologic  disorder  there  is  a problem  with  the 
automatic  nervous  system,  whereas  in  hysterical 
neurosis  conversion  type,  there  is  a problem  with 
the  voluntary  nervous  system.  In  psychophysio- 
logic  disorder  there  is  actual  organ  pathology 
secondary  to  psychological  cause  whereas  in 
hysterical  neurosis,  conversion  type,  there  is  no 
organ  pathology.  In  psychophysiologic  di.sorder 
symbolism  is  not  important  whereas  in  hysterical 
nettrosis,  conversion  type,  .symbolism  is  im- 
portant. 

Hysterical  Neurosis  — Dissociative  Type 

Hysterical  neurosis,  dissociative  type,  is  a 
neurotic  condition  in  which  there  is  an  altered 
state  of  consciousness.  This  altered  state  of  con- 
sciousness or  identity  is  characterized  by  such 
.symptoms  as:  amnesia,  multiple  personality  and 
fugue.  Janet  wrote  about  this  condition  in  the 
early  19tK)'s  and  noted  the  dissociation  or  block- 


ing-olf of  cerlaiu  portions  of  the  ego  Irom  llie 
rest  ol  the  usual  and  logical  cousdous  state. 

Case  # 3: 

.\  young  female  was  admitted  to  the  psychi- 
ati  ic  ward  because  of  episodes  dtiring  which  her 
jx'rsonality  would  completely  change.  She  would 
develop  a peisonality  type  mtich  different  than 
her  usual  jxrsonality  type.  The  patient  was 
usually  a moral  and  conscientious  yotitig  lady, 
but  thiring  these  states  she  would  ctu.se,  smoke 
and  act  in  a manner  contrary  to  her  itstial  per- 
sonality. Hecause  of  variotis  factors  there  was 
some  cjtiestion  in  the  diagnosis  of  this  case.  But 
if  this  case  did  prove  to,  indeed,  be  a case  of 
mtiltiple  personality,  it  would  be  similar  to 
that  of  the  three  faces  of  Eve. 

Dynamics: 

.\s  stated  earlier,  in  hysterical  neurosis  there 
is  a blocking-off  by  dissociation  of  parts  of  the 
ego  from  the  rest  of  the  ego,  jn'oditcing  an  al- 
tered state  of  consciousness.  This  dissociation 
takes  place  because  of  unconscious  anxiety.  It 
may  be  that  the  patient  is  facing  a difficult  situa- 
tion in  life  and  all  of  the  possible  sohitions  seem 
disasterous.  Since  there  .seems  to  Ite  no  possible 
.solution,  the  ego  deals  with  the  problem  of 
dis.sociatiou.  Thus,  the  dissociation  symbolizes 
an  undeilying  conflict  and  an  attempt  to  deal 
with  anxiety. 

Differenliation : 

A doctor  would  need  to  iliflerentiate  hysterical 
neurosis,  dissociative  type,  with  the  following 
conditions: 

1.  Malingering. 

2.  Schizophrenia  — althotigh  there  is  little  dif- 
ficulty in  differentiating  this  from  schizoplu enia, 
many  peojde  in  the  general  ]X)pulation  think  of 
schizophrenia  in  terms  of  a multi])le  personality. 
This,  of  comse,  is  not  true.  .Mtiltiple  personality 
relates  tt)  a nemosis  and  schizophrenia  relates 
to  psychosis. 

Summary 

Hysteria  is  a confusing  term  and  has  had 
various  meanings  through  the  years.  Metlically 
speaking,  hysteria  refers  to  one  of  three  con- 
ditions: 

1.  Hysterical  personality. 

2.  Hysterical  neurosis,  conversion  type. 

3.  Hysterical  neurosis,  dissociative  type. 
I’hese  problems  are  different  and  may  be  dif- 
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ferenliated  l)y  the  symptoms  listed  under  each 
category  altove.  Dynamics  of  each  condition  are 
also  discussed  above. 
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Prevention  of  Postpartum  Breast  Engorgement: 
Double-Blind  Comparison 
of  Chlorotrianisene  72  mg.  and  Placebo 

W.  P,  Phillips,  M.D.* 


The  use  of  some  form  of  medication  for  the 
purpose  of  preventing  postpttrtum  Itreast  en- 
gorgement in  the  non-nursing  mother  has  be- 
come an  expected  part  of  the  jrractice  of  ol)- 
stetrics  in  the  United  States.  The  multitude  of 
preparatiotis  available  testifies  to  the  lack  of 
utiiform  good  results  with  any  one  preparation. 
Steiti'  reviewed  the  variability  in  preparations, 
dosage,  regimens,  and  results  reported  in  19 
separate  studies.  For  the  past  several  years,  the 
obstetrical  group  with  whom  1 am  associated 
used  an  injectable  estrogen-androgen  prepara- 
tion.** However,  several  instances  of  disturb- 
ing side  effects,  such  as  acne  and  voice  changes, 
recurred  with  the  use  of  this  preparation. 

AVe  did  not  wish  to  sacrifice  the  convenience 
of  administration  enjoyed  with  the  injectable 
product.  We  felt  that  any  suijstitute  shoidd  not, 
preferaljly,  recjuire  the  patient  to  be  discharged 
without  completion  of  her  medication  schedule. 

The  opportunity  became  available  for  the 
evaluation  of  a short-term  oral  treatment  utiliz- 
ing a high  dose  capsule  containing  a sul)stance 
which  had  been  used  for  a number  of  years.^’S 
I’liis  promised  to  be  free  of  androgen  and  its 
undesirable  side  effects.  The  medication  was 
chlorotriani,sene  (TACE),f  a synthetic,  non- 
steroidal, orally  effective  substance  with  a jrro- 
longed  estrogenic  effect.**'®  We  decided  to  test 
the  effectiveness  of  a 72  mg.  capside  formulation 
(I’ACE  72  mg.)-|-  administering  one  capside  twice 
daily  for  2 days.  Since  none  of  our  patients  are 
discharged  prior  to  the  third  postpartum  day, 
medication  coidd  be  administered  entirely  by 
the  hospital  staff. 

Methods  and  Materials 

Two  hundred  private  postjjartum  patients 

•4(t8  South  Ihth  Street,  Fort  Smith.  Arkansas  72901. 

••Supported  in  part  by  a j^rant  from  MerrclI-National  Labo- 
ratories, Division  of  Richardson-  Merrell  Inc.,  Cincinnati,  Ohio. 

•Testosterone  enanthate  (360  mg.)  and  estradiol  valerate  (16 
mg.)  injection  (Deladumone  OB),  E.  R.  Squibb  & Sons,  New 
York.  N.  Y. 

tMerrell-National  Laboratories,  Division  of  Richardson-Merrell 
Inc.,  Cincinnati,  Ohio. 


who  chose  not  to  breast  feed  were  randomly  a.s- 
sigued  on  a doidrle-blind  basis  to  chlorotriani- 
sene 72  mg.  (TRACE  72  mg.)  or  a placebo.  They 
received  medication  twice  daily  for  2 days  for 
a total  dose  of  4 capsules.  The  first  dose  was 
given  as  soon  as  possilrle  after  delivery  (mean 
of  3.27  hours  from  delivery  to  ingestion  of  first 
capsule:  range  of  0.2.5  hours  to  12  hours).  The 
.second,  third,  and  fourth  doses  were  given  at 
the  standard  12-hourly  medication  time  of  the 
hospital. 

The  patients  were  advised  to  avoid  mechanical 
stiniidation  to  the  Itreasts  and  advi.sed  against 
drinking  excessive  amount  of  fhuds. 

Severity  of  engorgement,  lactation,  and  dis- 
comfort weie  each  graded  daily  by  scores  from 
0 to  2 while  the  patients  remained  in  hospital 
(none  = 0;  mild  to  moderate  =1;  severe  = 2). 
Concurrent  therapy  such  as  breast  binders,  ice 
bags,  and  analgesics  was  also  recorded. 

Approximately  11  days  after  delivery  the  pa- 
tients either  completed  a tpiestionnaire  or  were 
contacted  In  telephone  or  in  person  to  determine 
whellier  any  problems  had  occurred  regarding 
breast  discomfort  and  leakage  or  amount  and 
color  of  vaginal  discharge. 

In  the  (piestionnaire  the  patients  were  asked 
to  rate  their  proiilems  as  follows: 

1 b east  discom fort : 

None  = 0. 

Uncond'ortable  l)ut  not  sufficient  to  woriy 
al)OUt  1. 

Uncomfortable  enought  that  you  had  to  take 
something  to  relieve  the  pain  =:  2. 

EIncom  for  table  enough  that  you  had  to  call 
iloctor  for  advice  = 3. 

Leakage: 

None  = 0. 

Some,  but  not  enough  to  worry  about  = I . 

Enough  to  be  (piite  troulde.some  = 2. 

So  much  that  you  had  to  call  doctor  for  ad- 
vice — 3. 
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Amount  of  vaginal  discharge: 

None  = 0. 

Hardly  any  = 1. 

Less  than  a normal  menstrual  period  = 2. 

.Vbout  the  same  as  a normal  menstrual 
period  = 3. 

So  much  that  you  had  to  call  doctor  for  ad- 
vice = 4. 

Color  of  vaginal  discharge: 

Colorless  = 0. 

Pink  = 1. 

Pink  with  dark  flecks  z=  2. 

Red  = 3. 

At  the  6-week  checkup,  the  degree  of  uterine 
and  breast  involution,  the  amount  and  character 
of  the  lochia,  and  the  date  when  menses  resumed 
were  recorded.  If  menses  had  not  recurred  by 
this  time,  the  date  of  resumption  was  oljtained 
by  telephone  at  a later  date. 

Results 

Four  patients  took  fewer  than  the  protocol 
specified  and  were  excluded  from  the  statistical 
analysis.  Thus  a total  of  196  patients  — 98  on 
each  treatment  — were  availalile  for  analysis.  The 


average  age  was  23.6  years  for  patients  on  chloro- 
trianisene 72  mg.  and  24.7  years  for  those  on 
placebo. 

Statistical  analysis  (ordered  chi-square  tests^'^) 
performed  on  the  data  obtained  demonstrated 
that  chlorotrianisene  72  mg.  was  significantly 
(p  < 0.05)  more  effective  than  a placebo  in  re- 
ducing engorgement  and  discomfort  in  the  post- 
partum patients  while  in  the  hospital  (Table  1). 
The  drug  was  also  significantly  more  effective 
than  placebo  in  reducing  lactation  on  postpartum 
days  2 and  3. 

The  percentage  of  patients  who  received  at 
least  one  fomi  of  concurrent  supplemental  ther- 
apy on  at  least  one  day  in  the  hospital  was  about 
8 times  higher  for  the  placebo-treated  patients 
than  for  the  drug-treated  patients.  Of  the  pa- 
tients who  received  concurrent  therapy  — breast 
binders,  ice  bags,  and/or  analgesics  — 4 of  96 
(4.2%)  patients  on  chlorotrianisene  72  mg.  had 
at  least  one  form  of  concurrent  therapy,  in  com- 
parison to  31  of  96  (32.3%)  patients  on  placebo. 
Talile  2 shows  the  percentage  of  patients  who 
used  a breast  binder  and/or  ice  bag  and  the  per- 
centage who  used  analgesics.  The  analgesics 


TABLE  1 


RESULTS 

OF  TREATMENT  DURING 

THE  HOSPITAL 

STAY 

Symptom 

Day 

Medication 

Chlorotrianisene  72  mg. 

No.  of  pts.  Mean 

reporting  score* 

Placebo 

No.  of  pts.  Mean 

reporting  score* 

Difference 
(Placebo  minus 
chlorotriat}isene 
72  mg.) 

Engorgement 

1 

98 

0 

97 

0 

0 

2 

96 

0.03 

97 

0.35 

0.32 

3 

77 

0.25 

77 

0.90 

0.65 

4 

18 

0.33 

23 

1.09 

0.76 

All 

— 

0.10 

— 

0.44 

0.34 

Lactation 

1 

98 

0.01 

97 

0 

—0.01 

2 

96 

0.06 

98 

0.20 

0.14 

3 

77 

0.22 

78 

0.72 

0.50 

4 

18 

0.44 

23 

0.74 

0.30 

All 

— 

0.11 

— 

0.32 

0.21 

Discomfort 

1 

98 

0 

97 

0.01 

0.01 

2 

96 

0.01 

96 

0.26 

0.25 

3 

75 

0.20 

78 

0.76 

0.56 

4 

18 

0.28 

23 

0.96 

0.68 

All 

— 

0.08 

— 

0.36 

0.28 

*Scores  range  from 

0 to  2.  0 = none.  1 = mild  to  moderate.  2 = 

severe. 
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givcMi  were  Demerol,*  Pliena]>lien,f  and  codeine. 
Some  patients  used  analgesics  as  well  as  breast 
binders  and/or  ice  bag's.  Ciompletc  information 
on  concurrent  therapy  was  not  available  lor  2 
patients  on  each  treatment  (drug  and  placebo). 

One  patient  (placebo-treated)  failed  to  answer 
any  questions  at  M days  portjxtrtum  about  breast 
discomfort,  leakage,  and  vaginal  discharge.  .Some 
patients  did  not  airswer  all  the  tpiestions  about 
vaginal  discharge.  Fifty-six  percent  of  the  pa- 
tients who  had  received  drug  reported  no  breast 
discomfort,  30%  reported  mild  discomfort,  8% 
reported  moderate  discomfort,  aiul  6%,  severe 
discomfort.  Of  patients  who  had  received  place- 
bo, 2.5%  re|X)rted  no  breast  di.scomfort,  36%  re- 

•Winthrop  Laboratories,  New  York,  N.  V. 

t.\.  H.  Robins  Company.  Ritlirnonil.  Va. 


ported  mild  di.scomfort,  20%,  moder;i(e  discom- 
lort,  and  10",',,  severe  discomfort.  Fable  3 shows 
the  aveiiige  .score  in  each  category  and  the  dif- 
lerence  in  the  means  between  the  2 medications. 
Ordered  chi-.sipiare  tests^"  |)erformed  in  e;ich 
category  to  determine  any  difference  between  the 
2 medications  indicated  that  chlorotriani.sene  72 
mg.  was  significantly  (p  < 0.05)  more  effective 
than  placebo  in  alleviating  breast  tliscomlort  and 
suppressing  breast  leakage,  d’here  wars  no  sig- 
nificant difference  between  drug  and  jilacebo  in 
the  categories  of  amount  and  color  of  vaginal 
discharge. 

Results  with  drug  and  placebo  were  compar- 
able in  the  3 categories  investigated  at  the  6-week 
checkup:  lochia,  uterine  iiu'olution,  and  breast 
involution  (Table  4). 


TABLE  2 

PERCENTAGE  OF  PATIENTS  USING 
CONCURRENT  SUPPLEMENTAL  THERAPY  IN  HOSPITAL 


Postpartum  Day 

Concurrent  Therapy 

Medication  1 andjer  2 

3 and  lor  -/ 

.Iny 

Breast  binder 

Chlorotrianisene  72  mg.  0%  (0/66  pis.) 

1.3%  (1/76  pLs.) 

1.0%  (1/96  pts.) 

and/or  ice  bag 

Placebo 

6.1%,  (6/98  pts.) 

22.4%,  (17/76  pts.) 

20.8%,  (20/96  pts.) 

Analgesic 

Chlorotrianisene  72  mg.  0%  (0/96  jrts.) 

3.9%  (3  /76  pts.) 

.3.1%,  (3/96  pts.) 

Placebo 

9.2%  (9/98  pts.) 

19.7%,  (15/76  pts.) 

21.9%,  (21/96  pts.) 

TABLE  3 

MEAN  SCORES 

OF  REPORTS  ON  14-DAY  QUESTIONNAIRE 

Medication 

Difference 

Chlorotrianisene  72  mi;;. 

Placebo 

iPlaceho  .Minus 

Chlorotrianisene 

Category 

No.  Pis. 

Mean  Score  N( 

).  Pis.  Mean  Score  12  mg.) 

Breast  di.scomfort* 

98 

0.64  ! 

)7  1.25 

0.61 

Leakage* 

98 

1.00  97  1.41 

0.41 

Vaginal  discharge 

Amountf 

98 

1.71  ‘ 

17  1.85 

0.14 

Color/J; 

94 

1.33  96  1.44 

0.11 

^.Scored  according  to 

severity  from  1)  to  ii. 

-(-Scored  according  to  severity  from  t)  to  4. 
+Scored  from  0 (colorless)  to  .S  (red). 

TABLE  4 

LOCHIA,  UTERINE  INVOLUTION,  AND  BREAST  INVOLUTION  AT  6 WEEKS  POSTPARTUM 

Results  (Expressed  in 

Percentage  of  Patients) 

Symptom 

Medication 

Normal 

.4  hnormal 

Not  Slated 

Lochia 

Drug 

93.9%,  (92/98  pt.s.) 

2.0%,  (2/98  pts.) 

4.1%  (4  /98  pts.) 

Placebo 

87.8%,  (86/98  pts.) 

4.1%,  (4/98  pts.) 

H.2%  (8  /98  pt,s.) 

Uterine 

Drug 

92.9%,  (91  /98  pts.) 

3.1"/,  (3/98  pts.) 

1.1%,  (4/98  pts.) 

involution 

Placebo 

89.8%,  (88/98  pts.) 

2.0%,  (2/98  pts.) 

8.2%,  (8/98  pts.) 

Breast 

Drug 

94.9%,  (93/98  pts.) 

1 0%  (1/98  pts.) 

4.1%  (4/98  pts.) 

involution 

Placebo 

90.8%,  (89/98  pts.) 

0%,  (0/98  pt,s.) 

•>■-%  pts-) 
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Preveniion  of  Postpartum  Breast  Engorgement:  Double-Blind 
Comparison  of  Chlorotrianisene  72  mg.  and  Placebo 


One  patient  each  on  cling  and  placebo  re- 
ported alniormal  lactation. 

The  average  postpartum  day  (and  standard 
deviation)  of  resumption  of  menses  was  Day  53 
(:+;  f2)  for  93  patients  who  had  taken  chloro- 
trianisene 72  mg.  and  Day  53  (±  19)  for  92  pa- 
tients wlio  liad  taken  placebo.  The  median  for 
the  185  jjatients,  regardless  of  medication  was 
51  days.  As  of  6 weeks  jiostpartnm,  menses  had 
not  returned  in  2 patients  on  chlorotrianisene 
72  mg.:  one  underwent  Iiysterectomy,  and  the 
other  became  pregnant  again.  No  data  regard- 
ing resumption  of  menses  were  received  for  3 
patients  on  drug  and  6 patients  on  placebo. 

One  patient  on  chlorotrianisene  72  mg.  had 
postpartum  urinary  retention  which  was  treated 
witli  an  indwelling  catheter  and  nitrofurantoin 
macrocrystals  (Macrodantin).*  Another  patient 
on  chlorotrianisene  72  mg.  had  severe  post- 
partum hemorrhage  on  the  seventh  postpartum 
day  and  retpiired  a D and  C for  control. 

Two  patients  on  placebo  received  additmnal 
drtig  therapy  aside  from  analgesics:  one  took 
ampicillin  trihydrate  (Polycillin)f  during  the 
hospital  stay  for  possible  influenza,  and  one  was 
given  progesterone  for  postpartum  amenonhea 
about  4 months  after  delivery. 

Discussion 

In  our  experience,  obvious  breast  engorge- 
ment is  usually  reported  in  approximately  20% 
of  untreated  non-nursing  mothers;  approximate- 
ly 10%  complain  of  painful  breasts.  If  a non- 
nnrsing  woman  expects  to  receive  treatment  to 
relieve  her  distress  from  these  symptoms  but  does 
not  get  it,  she  may  feel  neglected.  She  may  won- 
der why  her  physician  did  not  prescribe  a medi- 
cation such  as  the  patient  in  the  next  bed  re- 
ceived. The  obstetrician  must,  therefore,  be  pre- 
pared to  consider  the  use  of  a medication  for 
tlie  prevention  of  painful  postpartum  breast  en- 
gorgement. In  his  responsibility  to  select  one 
from  the  many  preparations  offered,  he  is  obliged 
to  balance  effectiveness  against  cost  (including 
hospital  charge  for  parenteral  administration), 
convenience  of  administration,  and  possible  side 
effects. 

Suppression  of  lactation,  jx>stpartnm  engorge- 
ment, and  pain  defies  measurement  by  objective 
methods.  In  many  studies,  including  the  one 

‘Eaton  Laboratories,  Division  of  the  Norwich  Phartnaral  Com- 
pany, Norwich,  N,  Y. 

tBristoI  Laboratories,  Division  of  Bristol-Mvers  Co,,  Syracuse, 
N.  V, 


reported  by  ns  in  this  pajrer,  postpartum  admin- 
istration of  various  other  drugs,  such  as  anal- 
gesics, must  be  considered  in  the  final  evalua- 
tion, As  Markin  and  Wolst^i  have  pointed  out, 
reactions  to  the  symptoms  are  subjective  to  a 
great  extent,  and,  therefore,  the  final  evaluation 
of  medication  must  depend  largely  on  the  in- 
fonnation  given  by  the  patients  concerning  the 
preparations  used.  The  same  authors  demon- 
strated the  necessity  of  a follow-up  of  the  pa- 
tient after  she  leaves  the  hospital,  to  be  certain 
that  suppression  of  breast  symptoms  has  not  been 
merely  temporary. 

be  valid  and  to  minimize  the  fore-men- 
tioned disadvantages,  any  experiment  to  evaluate 
prevention  of  engorgement  must  be  a double- 
blind study  and  include  a placebo  identical  in 
appearance  with  the  test  drug.  Engorgement  is 
a difficult  symptom  to  manage,  and  unless  pain 
is  jne.sent,  it  is  not  significant.  Minor  leakage 
will  occur  in  most  patients  with  or  without 
therapy.  The  patient’s  pain,  therefore,  becomes 
the  important  criterion. 

In  this  study  chlorotrianisene  72  mg.  was  sig- 
nificantly more  effective  than  placebo  in  the 
alleviation  of  breast  engorgement  and  discom- 
fort both  during  the  hospital  stay  and  approxi- 
mately 14  days  postpartum.  The  results  are  gen- 
erally similar  to  those  of  two  other  studies.^-' 

Administration  of  chlorotrianisene  72  mg.  was 
convenient  because  all  medication  could  be  given 
while  the  patient  was  still  in  the  hospital.  Estro- 
gen withdrawal  bleeding  was  not  a problem  in 
the  patients  receiving  chlorotrianisene  72  mg. 
4 his  study  would  indicate  that  withdrawal  bleed- 
ing from  chlorotrianisene  72  mg.  is  not  a sig- 
nificant complication. 

Summary 

Two  htindred  {x>stpartnm  patients  who  chose 
not  to  breast  feed  their  babies  were  randomly 
assigned  on  a double-blind  basis  to  chlorotriani- 
sene 72  mg.  (TACE  72  mg.)  or  a placebo  b.i.d. 
for  2 days;  196  were  available  for  statistical 
analysis.  The  purpose  of  the  study  was  to  in- 
vestigate wdiether  the  drtig  would  suppress  lacta- 
tion and  diminish  breast  engorgement  more  ef- 
fectively than  placebo.  .Statistical  analysis  of  the 
combined  scores  (used  to  rate  severity  of  symp 
toms)  for  day  2 -|-  day  3 of  the  hospital  stay  in- 
dicated that  chlorotrianisene  72  mg.  was  sig- 
nificantly (p  < 0.05)  more  effective  than  place- 
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ho:  there  a\;is  less  eiigorgeinem,  laet;itioii,  and 
(liscoinrort  in  the  drug-treated  group.  The  per- 
centage of  patients  who  received  at  le;tst  one  form 
of  concurretit  supplemental  therapy  oti  at  least 
1 day  iti  the  hospital  was  ahout  8 times  higher 
for  the  placeho-treated  patients  than  for  the 
drug-treated  patients.  ,\t  11  days  ])ostpartum, 
chlorotrianisene  72  mg.  w'as  significantly  more 
effective  than  placebo  in  the  alleviation  of  hreast 
discomfort  atid  the  su|>pression  of  hreast  leakage, 
ritere  was  no  significant  difleretice  helween  the 
two  medications  in  amount  and  color  of  vaginal 
discharge.  At  the  h-week  pf)stpartnm  check-up,  re- 
sults with  the  two  medications  were  comparahle 
in  the  categories  of  lochia,  uterine  involution, 
and  hreast  invohitioti.  Mensus  returned  ahout 
the  same  time  in  both  treatment  groups. 

Recjuests  for  re]>rints  to  William  P.  Phillips, 
M.I).,  108  South  Kith  Street,  Fort  Smith,  Arkan- 
sas. 
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Comparison  of  Cervical  Pap  Smears  with  Subsequent 
Diagnosis  of  Cervical  Carcinoma 
An  Analysis  of  Arkansas  Health  Department 
Pap  Smears  for  1970  and  1971 

Ruth  C.  Steinkamp,  M.D.,  F.A.C.P,,  V. Anthony  Harden,  James  S.  Deneke,  B.S., 

and  Carl  K.  Uyeda,  Ph.D.* 


11  integral  part  of  the  Arkansas  Health  De- 
[lartment’s  Family  Planning  Program,  begun  in 
late  19()4,  is  screening  and  follow-np  for  cervical 
cancer.  During  the  first  year  of  the  program, 
fewer  than  20  Papanicolaou  smears  were  ob- 
tained; in  1973,  almost  30,000  were  taken.  A 
significant  impact  on  earlier  diagnosis  has  re- 
sulted. Proportion  of  in  situ  cervical  carcinoma 
rejxirted  to  the  Arkansas  Cancer  Registry  in- 
creased by  more  than  11%  in  the  second  three- 
year  period  of  the  program. ^ During  the  same 
period,  there  was  a 4.0%  decrease  in  the  number 
of  acceded  patients  with  extension  to  nodes  or 
distant  or  diffuse  involvement.  Despite  these  en- 
couraging trends,  21.0%,  of  all  1908-70  acceded 
cervical  carcinoma  patients  had  regional  and 
nodal  extension,  or  distant  or  diffuse  involve- 
ment. Periodic  screening  of  cervical  cancer  of 
all  women  at  risk  is  needed  to  reduce  further 
the  jnojxntion  of  late  diagno.ses. 

4’he  ]>resent  report  analyses  the  follow-up 
status  of  all  women  with  Papanicolaou  smear 
readings  of  Class  II,  III,  anti  IV  reported  by  the 
University  of  Arkansas  Metlical  Center’s  Cyto- 
pathology  Laboratory  for  smears  obtained  in  the 
years  1970  and  1971.  Maximum  follow-up  in- 
terval is  31/9  years,  allowing  for  a 6-9  month  lag 
time  for  accession  to  the  registry  and  3 months 
for  the  other  sources.  Particidar  emphasis  is 
given  to  the  significance  of  Class  II  smears. 

Methods 

.A.  total  of  23,224  Pap  smears  were  obtained  for 
study  during  the  years  1970  and  1971  in  the 
Family  Planning  Clinics  conducted  by  the  Ar- 
kansas Health  Department  and  the  reporting 

*I)ocU)r  Steinkamp  is  a IMiysician  Administrator.  MCH,  Arkan- 
sas Health  Department,  and  Chairman  of  the  Arkansas  State  Cancer 
Society  Uterine  Cancer  Task  Foice.  Mr.  Harden  and  Mr.  Deneke 
are  U.XMC  medical  students.  Doctor  Uyeda  is  Associate  Professor 
of  Pathology  and  Director  of  the  UAMC  Cytopatholog^  Laboraton. 
Reprints  may  be  obtained  from  Dr.  Steinkamp.  Arkansas  Health 
Department,  4815  West  Markham  Street,  Little  Rock.  Arkansas 
72201. 


clinics  of  the  Office  of  Economic  Opportunity. 
Of  these,  a total  of  18,423  readable  smears  were 
studied  by  the  University  of  Arkansas  Medical 
(ienter’s  Cytopathology  Laboratory  and  are  re- 
ported here.  The  remainder,  reported  by  re- 
gional private  laboratories,  are  not  included  in 
the  present  analysis. 

4 he  majority  of  patients  screened  were  less 
than  45  years  of  age,  the  upper  limit  for  family 
planning  clinics.  A few  older  women  in  chronic 
disea.se  clinics  were  also  screened. 

Smear  specimens  were  obtained  by  scraping 
the  scpiamocohunnar  junction  of  the  cervix  with 
a wooden  spatida.  Slide  specimens  were  im- 
mediately fixed,  forwarded  to  and  screened  by 
the  Cytopathology  Laboratory  ol  the  University 
of  Arkansas  Medical  Center.  All  abnormal  and 
10%,  of  Class  I smears  were  confiimed  by  the 
cytopathologist  (C.  K.  U.). 

1 he  UAMC  Cytopathology  Laboratory  classi- 
fication of  Pap  smear  Class  follows: 

1.  Negative 

II.  Atypical 

Mild  Atypia 

Moderate  Atypia 

III.  Stispicious 

Severe  Atypia 

Few  Malignant  Cells  (Equivocal) 

IV.  Positive 

In  Situ  Carcinoma  \ 

Stiuamous  Cell  f ,,,  . 

' \ (Unequwocal) 

Carcinoma  / 

Adenocarcinoma  ) 

Follow-up  of  all  Class  II,  III,  and  IV  indi- 
vidual cytology  reports  was  performed  by  check- 
ing the  Arkansas  Cancer  Registry  for  the  years 
1970  through  August,  1974. 

T hose  patients  not  so  identified  were  searched 
for  the  same  years  in  the  UAMC  Gynecology 
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limior  Clinic  iccoids  and  addilional  UAMC 
(iMiccology  C'.linic  liles. 

riie  search  tor  all  reniainin;>  unidentilied 
individual  cytology  rc])orls  was  continued  by 
checking  the  on  going  county  health  department 
(|uarterly  reports.  The  cpiai  terly  reports  arc  com- 
pleted by  the  county  health  department  nnrsitig 
stall  lor  all  Cdass  111  and  1\'  |)atients  alter  jta- 
tient  home  visit  or  other  means  ot  personal  con- 
tact. I'he  pathology  diagnosis  is  recorded  by 
the  nurse  if  available  from  the  patient's  physi- 
cian or  the  clinic. 

Only  those  patients  having  a definitive  diag- 
nosis of  carcinoma  by  pathological  study  of  tissue 
were  so  recorded.  Date  of  definitive  diagnosis 
was  noted. 

For  each  patient  identified  with  a diagnosis 
of  cancer,  the  first  recorded  Pap  smear  in  the 
two-year  period  was  taken  as  the  “initial  " class. 
.A.  comparison  was  made  between  the  number  of 
patients  with  a diagnosis  of  cervical  carcinoma 
and  the  “initial”  class  reading. 

Results  and  Discussion 

'Fable  1 presents  the  number  of  smears  by  ex- 
amination year  for  all  readable  slides  and  for 
all  abnormal  clas,ses.  .Average  age  for  patients 
with  abnormal  smears  and  with  cancer  are  pre- 
sented. 

Internal  consistency  for  pathology  reading  is 
suggested  by  the  comparable  abnormal  smears 
per  1,000  readable,  24.7  and  25.0  for  the  respec- 


Table  I 

Abnormal  Papanicolaou  Smears 
of  Uterine  Cervix 

Number  and  Percent  by  Class  and  Year  of  Study 

1970  1971 


Class 

Number 

Percent 

Number 

Percent 

.All  readable 

7,5S2 

100.0 

10,841 

100.0 

11 

163 

2.2 

228 

2.1 

111 

23 

0.3 

36 

0.3 

I A' 

2 

0.03 

17 

0.16 

■All  .Abnormal 

188 

2.53 

281 

2.56 

■Abnormal  Smears 
])er  1,000  readable 
Average  age  of 
patient  with 
abnormal  .smear 
At  erage  age  of 
patient  with 
cervical  carcinoma 
by  1074 


24.7 


26.7  years 


20.2  years 


25.0 


26.0  years 


20.4  years 


ti\e  yeais.  by  class,  there  was  also  a consistent 
jxitteiii.  Fhe  relatively  young  age  reflects  the 
age-biased  po|)ulation  group.  Patients  identilied 
with  cancer  averaged  31/2  years  oldei  than  all 
patients.  In  the  live-year  pet  iod,  10()5-()0,  70% 
ol  all  acceded  .Arkansas  cases  of  cervical  carci- 
noma were  in  women  35  years  of  age  01  older.^ 
Kecanse  of  repeat  smears,  taken  over  varying 
periods  of  time  with  differing  results,  the  460 
abnoiinal  smears  in  1070  and  1071  represent  a 
total  of  SOS  individual  patients.  Chart  1 jjie- 
.sents  the  “initial"  abnormal  Pap  .smear  class 
together  with  the  number  of  patients  found  on 


CH.ART  I 

I’ATIEXTS  WITH  C.\RCINO.\r.\  OF  CERVIX 
DIACxNO.SF.n  WITHIN  Si/g  YEARS 
AFTER  PAP  SMEAR 

ACCORDING  TO  INITIAL  PAP  SMEAR  CLASS 


FOR  1970  AND  1971 


Total 
Pati ents 


Number  Patients 
With  Carcinoma 
of  Cervix 


INITIAL  PAP  SMEAR  CLASS 
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search  of  follow-iip  materials  to  have  carcinoma 
of  the  cervix.  Forty-six,  or  14%  of  Class  II  pa- 
tients, 20,  or  42%  of  Class  III  patients,  and  10, 
or  71%,  of  Class  IV  patients  were  so  diagnosed 
witliin  the  maximum  Si/o  year  follow-up  period. 
The  number  of  cases  presented  is  insufficient 
for  statistical  analysis  or  comparison  with  other 
studies. 

The  76  patients  identified  with  cervical  carci- 
noma may  be  considered  the  mininum  number 
of  total  po,ssible  cases  in  this  grotip;  a ratio  of 
4.1  cases  per  1,000  smears.  Of  the  76  cases,  65 
had  carcinoma  in  sitir,  7 had  localized  disease  at 
diagnosis;  4 had  no  diagnostic  staging  recorded. 
For  the  in  situ  group,  there  were  45  “initial” 
Class  II  smears:  12  with  Class  III  smears,  and 
8 with  Class  IV.  Two  of  those  staged  with  local- 
ized disease  had  an  “initial”  Class  II  smear  and 
5 patients  had  Cla.ss  III  smears. 

Subsequent  status  of  “initial”  Class  I patients 
was  not  identified  for  this  study.  No  effort  was 
made  to  ascertain  how  many  patients  were  lost 
to  follow-up  by  moving  to  another  state,  by  ob- 
taining care  at  a hospital  not  reporting  to  the 
Arkansas  Cancer  Registry  or  other.  In  other  Ar- 
kansas public  health  nursing  activities,  85%  or 
Iiigher  follow-up  has  been  attained.  Our  ratio 
of  diagnoses  to  smears  is  well  within  the  range 
of  3.08  to  7.69  cases  per  1,000  smears  summarized 
by  Owens-  for  14  U.S.  A.  localities,  and  the  range 
of  2.26  to  4.34  cases  per  1,000  smears  for  the 
Texas  Laboratory  reported  by  Owens.  The  latter 
laboratory  claims  a 75  to  80%  follow-up. 

It  is  well  known  that  first  Pap  smears  detect 
a higher  ratio  of  diagnoses  per  total  smears  than 
sub,seqttent  testing.  Calculations  by  Owens-  for 
5 studies  show  an  initial  detection  rate  of  5.99 
per  1,000  .smears  and  a return  rate  of  1.63  per 
1,000.  Kaiser  and  colleagues^  found  at  first 
screening  unsuspected  carcinoma  in  situ  in  3.1 
])er  1,000  white  and  4.0  per  1,000  black  residents 
and  unsuspected  invasive  carvical  carcinoma  in 
1.3  per  1,000  white  and  1.8  per  1,000  black  resi- 
dents in  a population  of  151,000  women  in  Shel- 
by County,  Tennessee.  Our  population  repre- 
sents a mix  of  first  and  subsequent  Pap  smears. 

Follow-up  of  Class  I,  or  negative.  Pap  smears 
is  outside  the  scope  of  this  brief  paper.  It  is 
important  to  recognize,  however,  that  negative 
first-year  cytology  on  second-year  examination 
will  become  positive  in  4.9  women  per  1,000 


restudied. ^ At  the  present  time,  all  women  in 
the  Family  Planning  Program  receive  a yearly 
Pap  smear.  If  they  leave  the  program,  they  are 
encouraged  to  continue  the  yearly  check. 

Knowledge  of  the  significance  of  Class  II  find- 
ings of  any  one  pathological  laboratory  is  of 
great  importance  to  the  clinician.  The  number 
of  patients  with  this  finding  who  subsequently 
develop  cancer  within  a short  interval  empha- 
sizes the  need  for  aggressive  follow-up.  Our  re- 
sult of  14%  in  this  category  known  to  have  a 
diagnosis  of  cervical  cancer  within  a 31%  year 
period  compares  to  12.7%  in  Owens’-  1970 
series. 

The  earlier  study  by  Richart  and  Barron-^  on 
the  natural  history  of  cervical  dysplasias,  fol- 
lowed without  biopsy  or  treatment,  calculated 
the  time  for  mild,  moderate  and  severe  dysplasias 
to  complete  a transition  to  carcinoma  in  situ. 
Median  times  ranged  from  86  months  for  pa- 
tients with  mild  dysplasia  to  12  months  for  a 
patient  with  severe  dysplasia.  The  media  transit 
time  for  all  dysplasias  to  carcinoma  in  situ  was 
44  months. 

I’he  Arkansas  Flealth  Department’s  current 
policy  in  following  Class  II  smears  is  designed 
to  bring  these  patients  to  earlier  diagnosis.  For 
the  patient  with  Class  II  smear,  treatment  for 
vaginitis  is  carried  out  over  a 2 to  3 week 
period.  A repeat  Pap  smear  is  then  performed. 
Those  with  Class  I on  repeat  examination  are 
retested  within  one  year.  The  woman  with  a 
repeat  Class  II  or  greater  result  is  immediately 
referred  to  her  identified  private  physician,  or, 
if  she  has  none,  to  the  nearest  clinic  for  colpo- 
scopy-directed examination.  Biopsy  is  performed 
if  indicated.  Our  policy  also  calls  for  immediate 
referral  and  biopsy  for  all  patients  with  Class  III 
and  IV  smears.  This  approach  is  consistent  with 
that  of  Nyirjesy.® 

In  this  way,  we  hope  to  reduce  the  time  in- 
terval prior  to  definitive  diagnosis  and  to  de- 
velop greater  effectiveness  in  the  detection  and 
follow-up  program.  By  improved  communica- 
tion between  the  laboratory,  the  clinic,  the  pa- 
tients and  the  private  physician,  earlier  detection 
and  treatment  can  be  enhanced  to  benefit  the 
patient. 

Summ0ry 

We  have  presented  a brief  report  on  the 
cervical  cancer  detection  program  of  the  Arkan- 
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sas  Health  Department.  Attention  is  called  to 
the  tmmber  of  patients  with  Cdass  II  Pap  smears 
who  become  carcinoma  j)ositive  within  a 3i/o 
year  period.  The  current  policies  for  follow-up 
of  abnormal  smears  are  presented.  Earlier  diag- 
nosis of  cervical  carcinoma  at  a curable  stage  is 
a gc:)al  of  the  Arkansas  Health  Department  for 
all  .Arkansas  tvomen. 
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cologv,  E'.AMC;  Glen  F.  Itaker,  Af.D.,  .Acting  Director, 
.Atiatomical  Services,  LTAMC;  .Afrs.  I.ncy  R.  F’tterback, 
Director  of  the  .Arkansas  Caticer  Registry;  Mrs.  Gladys 
Dttncan  and  Mrs.  .Aliene  Martin,  .Arkansas  Cancer  Regis- 
try; Miss  Gwen  Cross,  LkAMC  Ttimor  Registry;  Mrs.  Dor- 
othy Wright,  L’.AAfC  Gynecology  Ttimor  Clinic;  the  Ar- 
kansas Public  Health  Nurses;  Health  Department  Clini- 
cians, and  Mrs.  Carolyn  Baxter.  AfCH,  .Arkansas  Depart- 
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Pathology  Laboratory 

922  Lexington  Avenue 
Fort  Smith.  Arkansas  72901 
Telephone:  785-1447 

T3  and  T4 

Diagnostic  Isotope  Studies 
Amniocentesis  Analysis 
Serum  Electrophoresis 
Immunoglobulins 
Urinary  Ketosteroids 
Serum  Cortisol 
Pregnancy  Tests 
Hormone  Assays 
Lipid  Profiles 

Antibiotic  Sensitivity  Tests 
Tissue  Examinations 
Cytology 

Medico-Legal  Consultants 


OBJECTIVE  ADVISORS 
FOR  THE 

HEALTH  CARE  PROFESSIONS 

Professional  Pract-ice 
Consultants,  Inc. 

2510  Central  Avenue  — Suite  1 
Hot  Springs,  Arkansas  71901 
(501)  624-6877 

“THE  KEY  TO  SUCCESS” 


Medical  Personnel  INceded 


Dedicated  Health  Professionals 
needed  to  serve  the  Developnientally 
Disabled  at  the  Arkansas  Children’s 
Colony,  Conway,  Ark. 

Immediate  openings  for: 

Medical  Services  Administrator 
— House  furnished  — Salary 
Open. 

Staff  Physician  — Salary  Open. 
Please  contact  Hurlis  V.  Graham, 
Suite  300,  Professional  Bldg.,  No. 
Little  Rock,  Ark.  72116.  Tele- 
phone: 501-371-1268. 


Pro-Barithine® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G,  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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Subluxating  and  Luxating  Patellae 

H.  Austin  Grimes,  M.D.* 


re([uently  a misdiagnosis  of  medical  menis- 
cus tear  is  made  in  knee  injuries  of  the  adoles- 
cent female.  More  often,  it  is  a subluxating 
patella  or  a dislocated  patella  which  has  spon- 
taneously reduced,  which  gives  the  patient  her 
complaints.  I'he  pain  is  indicated  to  Ite  along 
the  medial  Ijorder  of  the  patella  because  of 
stretching  of  the  capsule  and  retinaculum  and 
can  occur  any  time  after  10  years  of  age. 

Most  authors  state  that  females  have  a higher 
incidence  of  subluxating  and  dislocating  patellae. 
However,  Hughston^  states  that  the  incidence  is 
about  equally  divided  between  male  and  female 
athletes. 

Many  activities  contribute  to  the  subluxating 
and  dislocating  patellae,  i.e.,  cheerleading,  jump- 
ing with  the  foot  planted  in  neutral  or  internally 
rotated  position  with  upper  l)ody  external  rota- 
tion, a dance  craze  years  ago  called  the  “Twist,” 
and  the  “turn-ont”  in  ballet  when  done  im- 
properly, (Fig.  1)  and  other  activities  which  re- 
quire similar  rotation  extension  stress  from  a 
knee  flexed  or  partially  flexed  position. 

.\natomicallv  the  female  is  more  likely  to  have 
unstable  patellae  due  to  an  increased  angle  of 
femoral-tibial  joint  because  of  a wider  pelvis 
than  the  male.  (Fig.  2)  Other  contributing  fac- 
tors are: 

1.  Poorly  developed  vastus  medialis  muscle 
(Fig.  3) 

•Little  Rock  Orthopedic  Clinic,  P.A..  Post  Office  Box  5270, 
Little  Rock,  Arkansas  72205. 


2.  Fligher  than  normal  insertion  of  the  vastus 
medialis  muscle  on  the  patella 

3.  Laterally  angulated  infrapatellar  tendon 

4.  Poorly  developed  lateral  femoral  condyle 

5.  Flyperelasticity  of  the  joint  capsule 


FIG.  1 
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().  A high  riding  patella 

7.  A knock-knee  deformity 

Not  all  of  the  above  factors  need  to  be  present 
and  freipiently  only  two  or  more  are  demon- 
strated on  examination  in  the  symptomatic  pa- 
tient. 

d'he  Fairlianks  or  “apprehension  test”  is  per- 
formed liy  lateral  pressure  on  the  45  degree 
flexed  knee  and  occasionally  is  elicited  in  full 
extension  as  well.  (Fig.  4)  When  positive  the 
patient  becomes  apprehensive  and  states  “it  is 
about  to  happen  again,”  meaning  that  the  patella 
is  about  to  dislocate. 

X-ray  examination  in  the  usual  views,  the 
antero-posterior  and  lateral  view  of  the  knee, 
plus  a tangential  view  of  the  patella  (Fig  5)  will 
suffice.  I’he  lateral  x-ray  may  confirm  the  high 
riding  patella  and  the  tangential  view  may  show 


the  subluxated  state  of  the  patella  and/or  the 
deficient  lateral  femoral  condyle.  (Fig.  6)  Oc- 
casionally arthrograms  are  helpful  in  pre-opera- 
tive evaluation  of  the  knee. 

Treatment  consists  initially  of  immobilizing 
the  knee  in  the  post  operative  knee  splint  which 
is  removable  and  is  worn  for  tw’o  to  three  weeks 


PePICiE/VT  vastus 

MBDIALIS  Aa/D 

W/GW  PCSITIO/V£J>  PATELLA 


K/VEE-  EXAAM/VATIO/V 
WITH  PATlE/YT  SlTriA'S 
MOLD//V&  K/V&&  flexed 
AT  4 5' 


FIG.  3 


APPLyiArG 
lateral  pressure 

FIE.  4 
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along  with  quad  setting  exercises.  Later  if  the 
condition  persists  or  the  symptoms  are  of  pain 
and  a feeling  of  apprehension  on  extension  of 
the  leg  under  forced  conditions,  15  to  20  degrees 
of  flexion  and  progressive  resistance  exercises  are 
instituted.  Avoidance  of  the  aggravating  activity 
would  be  the  logical  solution,  if  desired  by  the 
patient.  If  the  patient  desires  to  continue  with 
the  same  activity  and  subluxation  or  dislocation 
recurs  then  surgery  may  lie  necessary  to  correct 
the  abnormal  pull  of  the  {piadriceps  mechanism. 

Transfer  of  the  infrapatellar  tendon  medially 
along  with  release  of  the  tight  lateral  capside  are 
the  basic  steps  of  most  all  methods  of  repair.  It 
may  be  prudent  to  open  the  joint  to  look  for 
joint  mice  which  may  lie  detached  cartilage  frag- 
ments of  the  patella  or  lateral  femoral  condyle. 


A/Of?MAL  cpN 
PAT&LLA 
M OR  AAA  L (L  ) 
CO/VD  YLt 


/VOR  MAL 

co/vj>yLe 
AB/voraaal  or 
SUeLUXATBJ) 
?ATEL_L-A 


Sl/BLUXATED 
PATEL  LA- 
AB/VORAAAL- 
LAT&RAU 
COA/  DyLE- 


APP&AKAAJCF  OF 


ON  tang&ntialxray 
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Some  knee  joint  symptoms  may  persist  post 
operatively  due  to  traumatic  arthritis  which  re- 
sidts  from  repeated  altnormal  pressures  ovei'  tlie 
lateral  femoral  condyle  and  patellar  articidai 
surfaces.  (Fig.  7) 
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The  Department  of  Cardiology,  University  of  Arkansas  Medical  Center 


(See  Answer  on  Page  180) 

JBB— This  is  a 42-year-old  male  who  had  rheumatic  heart  disease  with  a 
clinical  impression  of  mitral  stenosis  and  possible  aortic  insufficiency. 


Robert  T.  Bulloch,  M.D. 
Professor  of  Medicine 
Chief,  Cardiology  Section 
University  of  Arkansas  Medical  Center 
Little  Rock,  Arkansas  72205 
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Preventing  Botulism  in  Home-Canned  Foods 

Miss  Carol  Hopkins 


food  prices  soar,  more  and  more  people 
have  turned  to  home  canning  as  a less  expensive 
means  of  keeping  food  on  the  table.  The  new- 
comer to  canning,  as  well  as  the  more  experi- 
enced, should  review  the  problems  of  home-can- 
ning and  realize  that  the  very  deadly  organism, 
Clostridiutn  boinUnuin  is  a threat  to  any  improp- 
erly canned  product. 

Commonly  referred  to  as  botidism,  this  type 
of  food  poisoning  is  rare  but  often  fatal.  The 
disease  is  not  caused  by  the  organism  itself  but 
by  a toxin  produced  as  the  organism  midtiples. 
When  taken  into  the  body  by  way  of  contami- 
nated food,  this  toxin  produces  symptoms  of 
nausea,  vomiting,  diarrhea,  doidile  vision,  dif- 
ficulty in  speaking  and  swallowing,  respiratory 
paralysis  and  death.  These  symptoms  may  ap- 
pear as  soon  as  a few  hours  or  up  to  eight  days 
later. 

Most  people  do  not  care  to  eat  or  even  taste 
spoiled  foods,  canned  or  otherwise:  but  here  is 
wliere  the  danger  of  botulism  lies.  Toxic  foods 
may  or  may  not  appear  to  be  spoiled.  By  no 
means  should  the  food  be  “test-tasted”  to  check 
for  spoilage.  This  “test-tasting”  has  often  been 
fatal.  If  in  doubt  discard  any  food  that  appears 
to  be  spoiled  or  when  the  canning,  home  or  com- 
mercial, appears  to  be  spoiled  or  faulty. 

d he  organism  that  produces  the  botulinal 
toxin  is  a spore  former  that  occurs  naturally  in 
the  soil.  By  producing  sjxjres,  it  is  able  to  resist 
destruction  by  freezing  or  inadecpiate  heating 
(boiling  for  an  hour  is  not  enough!).  To  thrive, 
the  organism  recjuires  a lack  of  oxygen.  Canned 
food  is  an  ideal  environment. 

AVT  see  that  the  threat  of  botidism  is  not  to 

‘I’liblir  Health  Educator,  Arkansas  Department  of  Health,  4815 
West  Markhatn,  Little  Rock,  Arkansas  72205. 

‘'Microbiologist  II,  Food  Laboraton',  Division  of  Public  Health 
Laboratories,  .Arkansas  Department  of  Health,  4815  West  Markham, 
Little  Rock,  .Arkansas  72205. 


and  Mrs.  Fleeta  I.  Fore** 

l)e  taken  lightly.  Proper  canning  to  destroy  the 
organism  is  the  first  step.  The  second  step  is 
to  destroy  the  toxin  formed,  if  any,  while  the  can 
or  jar  was  in  storage.  It  is  as  easy  to  destroy  the 
heat-sensitive  toxin  as  it  is  difficult  to  destroy 
the  heat-resistant  spores.  Boiling  the  food  for  15 
minutes  should  destroy  the  toxin,  thereby  pre- 
venting illness  or  death. 

If  it  is  so  ea.sy  to  destroy  the  toxin,  why  all 
the  fuss  about  canning?  Because  there  are  other 
organisms  that  will  grow  in  canned  foods  and 
spoil  appearance  and  taste.  Some  of  these  could 
also  cause  food  poisoning  but  are  less  dangerous. 
Steps  taken  to  destroy  botulism  will  also  destroy 
others. 

Here  as  some  points  to  remember  when  can- 
ning or  preparing  canned  foods; 

1.  Clean  all  utensils  and  working  areas. 

2.  Wash  foods  thoroughly. 

3.  Use  only  jars  and  lids  designed  for  can- 
ning. Others  may  not  withstand  the  high 
temperatures. 

4.  Never  use  old,  stale  rubber  rings  or  re-use 
lid  seals.  They  will  not  give  a perfect  seal. 

5.  Let  jars  cool  slowly.  Cooling  them  quickly 
might  cause  the  seal  to  break. 

6.  Use  a pressure  cooker  when  possible. 

7.  Beware  of  canned  foods  that  are  improperly 
sealed,  show  signs  of  leakage  or  swelling. 

8.  Follow  canning  directions. 

While  it  is  true  that  Clostridium  botuliniim 

favors  low'-acid  foods  such  as  green  beans,  corn, 
okra,  meats  and  dairy  products,  some  high  acid 
foods  such  as  home-canned  tomatoes,  peaches  and 
blackijerries  have  also  been  the  source  of  bot- 
ulinal poisoning.  Do  not  take  chances.  Botu- 
lism can  be  prevented  easily  and  effectively  by 
properly  canning  and  preparing  foods. 
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Cataracts  as  a Model  of  the  Aging  Process 

Alfred  Kahn,  Jr.,  M.D. 


y^ging  carries  with  it  the  loss  of  or  the  de- 
crease of  the  acuity  of  the  special  senses.  These 
changes  have  been  looked  on  as  inevitable  and 
the  therapy  of  these  conditions  has  been  directed 
at  treating  the  developed,  mature  disease  rather 
than  prophylaxis.  The  only  hope  of  preventing 
cataracts,  for  example,  is  to  perform  good  basic 
research  into  the  catise  of  cataracts. 

The  Ciba  Foundation  Symposium  No.  19  was 
devoted  to  the  aging  changes  of  the  eye  and  is 
entitled  “The  Human  I.ens  — In  Relation  to 
Cataract.”  It  was  chaired  by  Antoinette  Pirie  of 
the  Nuffield  Laboratory  of  the  University  of 
Oxford.  The  participants  are  for  the  most  part 
distinguished  ophthalmologists.  Although  this 
book  is  of  particular  interest  to  the  eye  physician, 
it  is  of  some  interest  to  all  who  deal  with  an  aged 
population. 

In  Dr.  Pirie’s  introductory  remarks,  she  states 
that  the  lens  consists  of  a cortex  and  a nucleus; 
her  colleagues  have  studied  nuclear  cataracts  and 
believe  that  they  result  from  unfolding  of  nu- 
clear proteins  which  polymerye  and  form  brown 
proteins.  Most  nuclear  cataracts  involve  only 
the  foetal  lens;  it  is  a rare  cataract  that  involves 
the  whole  lens. 

R.  A.  Weale  has  reviewed  the  effects  of  the 
aging  lens  on  vision.  Aside  from  the  gradual  loss 
of  accommodation,  Weale  says  that  there  is  a 
decrease  in  the  transmission  of  light;  he  goes 
on  to  state  that  the  change  in  visual  performance 
may  be  caused  by  an  increase  in  short  wave 
length  absorbance.  One  interesting  point  in  this 
paper  is  the  statement,  with  proof  to  support  it, 
that  the  lens  protects  by  screening  out  ultra  violet 
light  which  has  an  adverse  effect  on  the  vitreous 
humour. 

Weekers,  Delmarcelle,  Luyckx-Bacus,  and  Col- 


lignon  discussed  the  “Morphological  Changes  of 
the  Lens  Witli  Age  and  Cataract  Formation.” 
They  found  that  the  lens  thickens  as  humans 
age.  Cataracts  may  slow  this  growth  rate  and 
may  even  reduce  lens  thickness.  Lenses  may 
undergo  intumescence  which  ino'eased  the  thick- 
ness of  the  lens.  Some  lens  undergo  litpnfication. 
Whether  a lens  undergoes  liquification  (Phakoly- 
sis)  or  intumescence  has  a bearing  on  the  type  of 
surgery  which  is  likely  to  be  successful;  cryo- 
surgery is  suggested  for  intumescent  lenses. 

Philipson  and  Fagerhome  have  a chapter  on 
“I.ens  Changes  Responsible  for  Increased  Light 
Scattering  in  Some  Types  of  Senile  Cataract.” 
Opacification  is  due  to  light  scattering;  they  re- 
port that  in  early  cataracts  changes  in  organic 
material  of  protein  nature  is  the  cause  of  changes 
in  refraction.  Stibcapsular  cataracts  start  as 
vacuoles  that  coalesce  and  give  an  irregular  layer. 
The  lens  containing  lens  tends  to  have  a lower 
than  normal  protein  content  and  water.  Supra- 
nuclear cataracts  are  characterized  by  water  clefts, 
which  contain  less  protein  and  thus  have  altered 
refractive  indices.  Nuclear  cataracts  are  accom- 
panied by  pigmentation  and  generalized  light 
scattering  throughout  the  nucleus;  the  scattering 
is  ajrparently  due  to  dense  collections  of  cell 
matrix. 

Differences  in  proteins  and  in  the  water  bal- 
ance of  tlie  lens  in  nuclear  and  cortical  types 
of  .senile  cataract  wars  the  subject  of  the  report  of 
Maraini  and  Mangli.  They  state  that  lenses 
whiclt  develop  cataracts  show'  a decrease  in  pro- 
tein content  and  the  amount  of  protein  wJiich  is 
water  soluble  decreases;  gamma  crytallin  shows 
most  of  the  al)solute  decrease,  and  it  is  not  known 
if  this  is  due  to  protein  loss,  decreased  synthesis  or 
con\’ersion  to  fewer  but  more  complex  molecules. 
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Sodium  content  of  cataract-containing  lenses  is 
above  normal. 

George  Duncan's  paper  was  the  role  of  mem- 
branes in  controlling  ion  and  water  movement  in 
the  lens.  Duncan  describes  the  lens  as  a densely 
packetl  mass  of  fiber  cells  with  a layer  of  epi- 
thelial cells  on  tlie  anterior  surface  only.  The 
lens  membrane  is  responsible  for  keeping  the 
different  concentration  of  ions  in  the  lens  from 
the  surrounding  fluid;  the  lense  is  more  perme- 
able to  potassium  and  chloride  than  sodium. 
Thus,  sodium  retpiires  more  force  to  move  than 
potassium  and  chloride.  Duncan  describes  the 
dri\’ing  force  as  the  negative  charge  on  the  macro 
molecules  in  the  lens.  If  the  ion  pump  is  dam- 
aged, tlie  lens  swells.  It  ftirther  appears  that 
sugars  and  amino  acids  cross  membranes  as  in 
the  lens,  with  a direct  relationship  to  the  flnx 
of  .sodium  — jierhaps  this  can  happen  across  the 
posterior  as  well  as  the  anterior  lens  membrane. 

Friedburg  has  found  enzymatic  difference  in 
clear  lenses  and  cataract  containing  lenses.  In 
totally  opacjue  cataracts  most  enzymes  decrease 
esjrecially  glyceraldehyde  phosphate  dehydro- 
genase and  sorbitol  dehydrogenase.  In  the  nu- 
clear cataract  lens,  there  is  a deficiency  of  glu- 
close  phosphate  dehydrogenase.  Do  these  en- 
zyme changes  lead  to  cataractous  changes  due  to 
decrease  protein  synthesis? 

Broekhurzse  states  that  significant  deviations 
in  lipid  composition  have  not  been  found  in 
cataractous  lenses,  but  alterations  in  membrane 
structure  and  lipid  metabolism  were  found.  For 
a good  discussion  of  normal  liiologic  membranes 
the  reader  .should  see  the  article  by  R.  A.  Capaldi 
in  .SCIENTIFIC  AMERICAN,  Vol.  230,  page  26, 
March,  1974. 

Kmoshita  and  Merola  have  presented  a paper 
on  thiol  groups.  They  prostulate  that  gluthathi- 
one  keeps  the  protein  thiol  groups  in  reduced 
form  in  normal  lenses;  cataractous  lenses  may 
not  have  this  ability.  The  oxidation  of  thiols 
leads  to  disulfide  bonds.  This  intermolecular 
cross-linking  in  tnrn  leads  to  high  molecular 
weight  proteins  which  are  less  soluble.  This  may 
play  a role  in  cataract  formation. 

The  proteins  in  the  lens  were  reported  in 
several  papers.  L.  R.  Croft  suggests  that  gamma 
crystallin  which  is  a low  molecular  weight  pro- 
tein could  not  be  isolated  in  cataractous  lenses; 
it  might  be  altered  in  cataract  to  an  insoluble 


fraction  through  oxidation  and  devaturation.  In 
any  event,  it  is  clear  that  the  cataractous  lenses 
are  relatively  deficient  in  low  molecular  weight 
proteins. 

Immunologic  studies  on  lenses  have  been  made 
and  reported  by  W.  Manshi.  The  lens  has  organ 
specific  properties.  It  is  difficult  to  induce  an 
atito-immune  reaction  by  lense  extracts  without 
using  an  adjuvant.  Immunogenic  cataracts  have 
never  been  confirmed  by  direct  tests  for  immuno- 
globulins within  the  lens.  Using  immunological 
methods,  the  lens  has  been  studied  for  abnormal 
proteins  in  cataract  formation.  Manshi  suggests 
that  cataracts  of  very  different  origins  have 
similar  protein  changes  and  these  protein  changes 
involve  only  a very  small  number  of  proteins. 
In  short,  clinically  different  cataracts  may  have 
a similar  molecular  mechanism.  The  mechanism 
is  probalily  one  of  degradation  and  not  synthesis. 

The  importance  of  tliese  studies  is  that  the 
investigation  of  cataracts  may  well  provide  a 
simple  model  for  sttidying  aging  using  a very 
limited  specimen  both  ([ualitatively  and  qualita- 
tively speaking. 


ANSWER  — Electrocardiogram  of  the  Month 

The  electrocardiogram  of  2/7/66  showed  atrial  fibrilla- 
tion with  a satisfactory  ventricular  response,  right  ven- 
tricular enlargement  as  documented  by  a right  axis  devi- 
ation of  -r  95  degrees,  an  early  R in  leads  VI  and  V2 
with  a drop  in  R/S  ratio  between  VI  and  V2  and  an 
absolute  R/S  ratio  in  VI  of  greater  than  1.  The  deep 
prominent  S waves  in  V5  and  V6  further  support  the 
diagnosis  of  right  ventricular  enlargement.  The  T waves 
are  abnormal  in  many  leads,  suggesting  some  element 
of  digitalis  effect  in  leads  II,  III,  and  aVF  and  a non- 
specific ST-T  abnormality  in  lead  V6.  The  ST  and  T wave 
is  difficult  to  evaluate  in  leads  VI  and  V2  because  of 
the  coarse  atrial  fibrillation.  Leads  V4  and  V5  are  at 
half  standard  and  the  T waves  would  be  within  the 
limits  of  normal  in  those  leads. 

At  postmortem  examination  the  expected  right  ven- 
tricular enlargement  was  found  with  a right  ventricular 
weight  of  128  grams.  However,  the  left  ventricle  was 
also  enlarged  with  a free  wall  and  septal  weight  of  221 
grams.  Tricuspid  stenosis  and  insufficiency  were  also 
present  in  addition  to  the  expected  lesions.  Thus,  an- 
other example  of  the  enlargement  of  one  ventricle  ob- 
scuring concomitant,  though  relatively  less  enlargement 
in  the  other. 
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THE  MONTH  IN  WASHINGTON 

'riie  unusual  one-clay  “public  oversight”  hear- 
ings o£  the  Mouse  "Ways  and  Means  Connnitle’s 
Health  Subcounnittee  to  determine  if  the  De- 
partment of  Health,  Education  and  \Velfare  is 
superseding  (Ictugressioual  intent  in  an  increas- 
ing number  of  Medicare  cost-control  regulations 
was  marked  throughout  by  angry  confrontation 
between  the  HE^\"  Secretary  and  health  pro- 
viders. 

Ibulaunted  by  a solid  array  of  heated  opposi- 
tion from  medical  and  hospital  groups,  Secretary 
Casper  Weinberger  told  the  Subcommittee  that 
the  four  disputed  Medicare  regulations  will  save 
al)out  $2r;0  million  a year  and  “improve  the 
cpiality  of  care.” 

d’he  hearing  bringing  together  '\\’'einberger 
and  his  nitics  was  called  by  Subcommittee  Chair- 
man Dan  Rostenkowski  (I). -1 11.)  who  said  he  was 
sorry  the  confrontation  had  to  take  place.  “I 
hope  the  Sidjcommittee  can  remove  roadblocks. 
We  should  really  try  to  get  the  government  and 
the  health  care  industry  out  of  the  courtroom 
and  into  the  conference  room  where  the  debate 
belongs.” 

Four  lawsuits  have  been  filed  against  the  HEW 
Department  to  overturn  the  regulations.  Mem- 
bers of  hospital  and  psysicians’  groups  including 
the  American  Medical  .\ssociation,  urged  the 
lawmakers  at  the  hearing  to  crack  down  on  HEW 
for  going  beyond  the  intent  of  law.  But  there 
was  little  indication  from  the  Subcommittee  that 
any  swift  action  is  contemplated. 

^Veinberger,  easily  fielding  most  of  the  Sub- 
committee's (juestions,  refused  to  acknowledge 
any  merit  in  the  private  sector’s  slashing  attacks 
on  the  regulations,  insisting  the  regulations  fol- 
lowed the  intent  of  Congress  and  were  needed 
to  curb  costs.  He  suggested  the  remedy  woidd 
be  in  seeking  to  have  Congress  change  the  laws, 
rather  than  in  suing  HEW. 

The  regulations  under  fire: 

Social  .Security’s  Utilization  Review  (UR) 
final  regulations  retjuiring  elaborate  insti- 


tutional post  admission  review  meciianisms. 
Reducing  the  schedule  of  limits  on  hospital 
inpatient  general  routine  service  costs  from 
the  90th  to  the  <S0th  percentile. 

Limitation  on  recognition  of  physicians’  pre- 
vailing charge  increases,  based  on  att  eco- 
nomic index. 

Termination  of  the  inpatient  routine  nursing 
salary  cost  differential. 

Stressing  a common  theme  among  the  wit- 
nesses, the  AM.V  cited  “a  general  feeling  of 
futility  coticerning  administrative  action  felt  by 
the  public  as  a whole,  but  especially  by  groups 
subject  to  and  particularly  affected  by  federal 
regulation.”  Ernest  T.  Livingstone,  M.D.,  Chair- 
man of  the  .\i\rA  Council  on  Legislation,  said 
many  professional  associates  display  “an  attitude 
often  of  exasperation,  consternation  and  indigna- 
tion with  resjrect  to  the  bureaunatic  administra- 
tion of  government  programs. 

“.Vdministrative  regidations,”  Dr.  Liviitgstone 
said,  “often  expand  upon  or  subvert  the  intent 
of  Congress.”  This  is  why,  he  explained,  the 
AM.\  for  the  first  time  in  its  history  recently 
sued  the  HEW'^  Department,  over  the  IH-l  regula- 
tions. Federal  Judge  Julius  Hoffman  upheld  the 
AMA’s  conteutions  and  issued  a restraining  order 
against  carrying  out  the  UR  rules.  The  HE^V 
Department  has  recommended  that  the  case  be 
ajrpealed. 

key  .\M.\  argument  was  that  admission  re- 
view within  21  hours  is  directed  almost  solely 
to  protect  hospitals  against  ])ossible  non-reim- 
bursement  — not  the  patient’s  health.  Judge 
Hoffman  said  that  if  “patients  who  catniot  pay 
cannot  be  hospitalized  when  diagnosis  is  unclear, 
the  potential  injury  to  the  ]>atieut’s  health  may 
be  irreparable.” 

Edgar  T.  Bedtlingfield,  M.D.,  \hce  Chairman 
of  the  .\MA  Council  on  Legislation,  said  HFAV^ 
barged  ahead  on  the  physicians’  Medicare  fee 
index  without  giving  interested  parties  a chance 
to  cpiestion  the  details  of  the  regulations.  There 
is  no  justification  in  eitlier  the  law  or  its  legisla- 
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ti\e  history  for  imposition  of  a national  eco- 
nomic index,  Dr.  Beddingfield  told  the  panel, 
noting  that  Medicare  fee  recognition  “has  long 
lagged  behind  current  trends  in  physicians’  fees. 
Becatise  of  the  tinitpie  two-year  delay,  he  said 
the  index  limitations  cotild  result  in  shifting  the 
fitiancial  btirtlen  to  Medicaie-Afedicaid  patients 
l)y  tlriving  reimbtirsement  further  below  realistic 
fees. 

.Mso  criticizing  the  Medicare  fee  constraints, 
|ohn  Alexander  McMahon,  President  of  the 
.-\merican  Hospital  Association,  said  “this  uni- 
lateral arbitrariness  is  jrrecisely  the  problem  with 
the  geneial  approach  to  progi'am  economic  con- 
trols adopted  by  the  .Social  Security  Administra- 
tion in  carrying  otit  its  responsibilities.  It  clear- 
ly stiggests  that  SSA  continues  to  utilize  law  to 
sitit  its  own  concerns  and  not  to  reflect  in  a 
careftil  and  pitblicly  acknowledged  way  a com- 
mitment to  honor  legitimate  costs  in  the  delivery 
of  health  care.” 

* # # # 

I'he  physicians’  Medicare  fee  index  angrily 
debated  by  the  AMA  and  the  HEW  Secretary 
during  the  Ways  and  Means  Health  Subcom- 
mittee “public  oversight”  hearing,  limits  reim- 
bursement to  17.9  percent  above  levels  prevail- 
ing in  fi.scal  year  1973. 

Now  in  effect,  the  new  payment  formula,  ac- 
cording to  HEW  Secretary  Weinberger,  will  save 
the  government  an  estimated  $26  million  during 
this  fiscal  year  otit  of  a total  Medicare  Part  B 
outlay  of  §3.2  billion. 

Most  of  the  objections  to  the  national  formula 
which  is  pegged  to  various  cost-of-living  indexes 
were  brtished  aside  by  HEW  and  Social  Security 
in  issuing  the  regulations  in  final  form. 

Ehe  AMA  has  charged  that  Congress  intended 
local,  rather  than  national  indexes;  that  the 
limitation  was  not  supposed  to  be  on  a pro- 
cedure-by-]irocedure  basis  btit  an  aggi'egate;  and 
that  HEW^  allowed  insufficient  time  for  discirs- 
sion  on  the  manner  in  which  it  has  decided  to 
draw  up  the  index.  The  control  will  simply  force 
more  physicians  to  abandon  the  assignment 
method,  A.\I.\  warned. 

Weinberger  argued  that  while  the  Senate  Ei- 
nance  Committee  rejrort  suggested  that  a sep- 
arate index  for  each  locality  be  calcidated,  “a 
national  index  is  being  used,  at  least  initially, 
because  tlie  data  recjuired  to  construct  local 
indices  are  not  now  availaltle.” 


I’he  index  will  be  applied  to  every  prevailing 
charge  in  each  locality.  It  will  also  be  applied 
on  a cumulative  basis  with  fiscal  1973  serving  as 
the  base  year.  Increases  in  prevailing  charges 
over  the  1973  Irase  year  level  cannot  exceed  the 
rate  justified  by  the  economic  index  calculated 
for  that  period. 

Any  individual  prevailing  charge  that  would 
inaease  by  more  than  17.9  percent  over  the  1973 
base  level  will  have  its  rate  of  increase  limited 
to  17.9  percent.  Prevailing  charges  that  have 
inaeased  by  less  than  17.9  percent  will  be  un- 
affected. Any  portion  of  the  allowable  increase 
not  used  will  be  carried  foiTvard  to  ftiture  years. 

Because  physicians  are  incorporating  in  in- 
creasing ntimbers.  Internal  Revenue  Service  data 
are  no  longer  a good  sotirce  of  information  about 
changes  in  physicians’  office  practice  expenses, 
Weinberger  said.  Pertinent  components  of  the 
Consumer  Price  Index,  the  Wholesale  Price  In- 
dex, Bureau  of  Labor  Statistics  wage  indices,  and 

data  from  Medical  Economics  were  trsed  instead. 
* # # * 

E.  David  Mathews,  39-year-old  President  of 
the  University  of  Alabama,  has  been  selected  by 
President  Eord  to  be  the  new  Secretary  of  the 
Health,  Education  and  Welfare  Department. 

Incumbent  Secretary  Casper  Weinberger  has 
said  repeatedly  in  recent  months  he  wished  to 
rettirn  to  California.  He  was  not  otisted  from 
the  post.  His  resignation  is  effective  August  10, 
1975. 

Mathews  is  supposed  to  be  more  liberal  than 
Weinberger  whose  chief  forte  was  economy  and 
rigid  controls  to  effect  economy.  Completely  un- 
known on  the  national  political  scene,  the  youth- 
ful University  President  has  described  himself  as 
an  indejrendent.  Rumor  has  it  that  he  is  at  odds 
with  Alabama  Governor  George  Wallace. 

A Phi  Beta  Kappa  graduate  of  the  University 
of  Alabama,  Mathews  holds  a Ph.D.  in  history 
from  Columbia  LIniversity.  He  has  been  with 
the  state  university  since  receiving  his  doctorate. 

Whatever  Mathews’  other  (pialifications,  the 
White  House  obviotisly  had  some  1976  political 
considerations  in  mind  in  tapping  the  southerner 
from  Wallace's  state. 

The  Senate  must  confirm  Mathews  for  the 
post,  but  no  troultles  are  seen. 

As  HEW"  Secretary,  Mathews  will  be  at  the 
center  of  domestic  controversies,  including  wel- 
fare, social  security,  education  and  the  big  fed- 
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cnil  hcaltli  |)r()<>rains.  He  will  speai  head  ihc  Ford 
Administration's  expected  diive  lor  its  own  na- 
tional health  insniance  pro<>rain  next  yeai.  He 
will  also  have  to  cojje  with  the  lawsuits  liled  hy 
medical  and  hos])ital  oiy>ani/at ions  against  coti- 
trol  regidations  imposed  hy  Weinberger.  And 
there's  always  the  vexing  and  ajtparently  in- 
solnble  problem  ol  straightening  out  the  organi- 
zational mess  at  HEW. 

# * # * 

I he  Association  of  American  Medical  Col- 
leges (AAMC)  has  filed  snit  to  prevent  the  De- 
partment of  Health,  Education  and  Welfare  from 
implementing  Medicare-Medicaid  hospital  cost- 
control  regtilations,  that  became  effective  Jtdy  1, 
1975. 

The  action  seeks  a preliminary  injunction 
against  regidations  which  set  limits  on  rotitine 
service  costs  in  short-tenn,  non-federal  hospitals. 

.\.\MC  says  the  regidations  fail  to  consider 
factors  in  hospital  cost  measurement  that  Con- 
gress wrote  into  law;  namely,  the  scope  of  serv- 
ices offered,  the  tjuality  and  intensity  of  care, 
and  hospitals'  educational  programs.  As  a re- 
sult, many  hospitals'  daily  costs  will  .soar  far 
beyond  the  amounts  allowed,  AAMC  says. 

HEW's  reimbursement  schednle  for  these 
routine  daily  costs  gionps  hospitals  according  to 
their  urban  or  non-nrban  location,  area  jrer- 
capita  income,  and  bed  number.  Similar  interim 
regulations  have  been  in  effect  for  the  past  year, 
but  at  a higher  reimbursement  rate. 

“If  these  new  regidations  are  allowed  to  stand. 
Medicare  patients  could  lo,se  np  to  $68  million 
worth  of  hospital  services  next  year,”  said  John 
A.  D.  Cooper,  M.D.,  President  of  AAMC. 

Medicaid  charges  also  will  be  affected,  he 
points  out,  since  by  law,  Medicaid  hospital 
charges  cannot  exceed  those  of  Medicare.  Other 
third-party  payers  are  likely  to  use  the  new 
schedules  in  setting  payment  rates,  he  adtled. 

“I’he  new  ceilings  for  payments  will  work  a 
tremendous  hardship  on  H.  S.  hospitals,”  he  said. 
“More  importantly,  they  will,  for  the  first  lime 
since  Meilicare  began,  place  many  Medicare  pa- 
tients in  jeopardy  of  having  to  pay  for  a portion 
of  their  hospital  costs.” 

Particularly  hard  hit  would  be  the  nation's 
teaching  hospitals,  said  Charles  Wolman,  Ad- 
ministrator of  Yale-New  Haven  Hospital,  New 
Haven,  Connecticut.  AAMC  estimates  733  hos- 


pitals, about  12.8  percent  of  the  total,  would  be 
advei  sely  affected. 

“jolms  Hopkins  University  Hos|Mtal,  in  Halli- 
moie,  would  liave  a maximum  (lor  daily  routine 
.services)  of  $120,”  lie  said,  “while  I).  C.  Cencral 
Hosjjital,  $1  miles  away,  would  be  allowed  $171. 

“Duke  University  Hospiltil  (in  Durham,  N.  Ci.) 
would  be  allowed  $89  while  nearby  Charlotte, 
N.  C.,  Memorial  Ho.s]iital  w'ould  receive  $120.” 

Wolman's  own  hospital,  Yale-New  Haven,  has 
beeti  .allotted  :i  daily  allowable  charge  of  $171. 

“Duke  suffers,  for  instance,  because  of  a low 
pcr-capita  iticome  level  in  its  area.  Duke's  costs 
are  probably  10-15  jiercent  less  than  ours,  due 
to  lower  labor  costs,”  said  Wolman,  “but  they 
certainly  are  far  more  than  half  as  much.” 

Interim  regulations  have  been  in  effect  for 
the  past  year  which  .set  Medicare  daily  hospital 
charges  at  the  90th  percentile  of  the  national 
total.  1 he  new'  regidations  low'er  this  to  the 
80th  percentile. 

“ I he  interim  regulations  . . . have  many  ol 
the  serious  faults  of  the  new  regulations,”  .said 
Dr.  Cooper.  “We  decided  to  live  with  them  for 
a year,  and  not  take  legal  action  earlier,  because 
the  Secretai7  promised  in  a press  release  June  6, 
1974,  that  the  revisions  would  incorporate  cri- 
teria which  woidd  make  them  le.ss  arbitrary  and 
capricious.  It  is  olivious  that  he  has  not  kept 
his  jiromise,  and  our  only  recourse  is  in  the 
courts.” 

# # * # 

REPORT  OF  AMA  ANNUAL  CONVENTION 
June  1975 

Atlantic  City,  New  Jersey 
Purcell  Smith,  Jr.,  M.D.,  Delegate 

In  a most  important  session,  the  delegates  at 
the  121th  Annual  Convention  urged  vigorous 
AMA  action  in  a number  of  medical  problem 
areas,  including  malpractice  and  federal  inter- 
vention, and  approved  a substantial  dues  in- 
crease to  assure  the  necessary  financial  support. 
Re]ieatedly  emjilutsi/ing  stronger  ,\M.\  involve- 
ment in  coid'ionting  problems  facing  local  physi- 
cians, an  overwhelming  majority  of  the  House 
voted  to  raise  annual  dues  of  regular  members 
to  $259,  intern-resident  dues  to  $35,  and  main- 
tain student  dues  at  $15. 

4 Ids  summary  covers  many  of  the  subjects  con- 
sidered during  tlie  twenty-two  hour  and  thirty- 
seven  minute  meeting,  the  longest  in  recent  mem- 
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ory,  but  it  is  not  meant  to  be  a complete  report 
of  all  actions  taken. 

ELECTIONS: 

Delegates  selected  Richard  E.  Palmer  of  Alex- 
andria, Virginia,  as  president-elect.  Trustees 
elected  were  Joe  T.  Nelson  of  Texas,  Robet't 
Hunter  of  ^Vhashington,  and  Jere  Annis  of 
Elorida,  all  of  whom  were  re-elected;  Joseph  M. 
Boyle  of  California  and  Lowell  Steen  of  Indiana 
are  newly  elected  trustees. 

REPORT  OE  THE  AMA  PRESIDENT: 

Dr.  Max  Parrott,  in  his  inaugural  address, 
warned  that  medically  speaking,  efficiency  which 
is  ojitimum  production  at  the  least  cost  in  time 
and  money,  means  something  far  different  from 
qtiality.  Such  efficiency  could  subvert  quality 
of  medical  care,  whidt  he  defined  as  “giving  the 
best  appropriate  service,  regardless  of  the  time 
required,  and  regardless  of  cost.”  He  also  tvarned 
about  tlie  clear  prospect  that  in  any  squeeze  play 
between  federal  regidators  of  medicine  and  the 
regidated,  the  patient,  too,  will  be  crushed. 

Dr.  Parrott  expressed  concern  that  physicians 
have  so  much  to  do  and  say  in  Washington,  and 
across  tlie  land,  witli  so  little  time.  He  spoke  for 
an  AMA  determined  enough  to  save  tlie  indi- 
vidual spirit  of  medicine  and  pre.serve  the  qual- 
ity of  care.  The  best  way  to  maintain  a spirited 
and  determined  AMA,  according  to  Dr.  Parrott, 
is  to  give  it  “a  voice  which  is  clear  and  distinct 
amid  tlie  hubbub  of  controversy.”  Thus  Dr. 
Parrott  proposed  abolishing  the  offices  of  AMA 
president,  president-elect,  vice  president,  and  im- 
mediate past  president.  He  further  urged  that 
the  speaker  and  vice  speaker  of  the  House  of 
Delegates  he  given  votes  on  the  Board  of  Trust- 
ees, and  that  the  chairman  of  the  board  be 
elected  directly  by  the  Plouse  after  nomination 
by  the  Board.  Thus,  according  to  Dr.  Parrott, 
the  chief  leaders  and  spokesmen  of  the  AMA 
would  he  the  board  chairman,  acting  for  the 
elected  officers  and  the  House,  and  the  execu- 
tive vice  president  acting  for  the  staff.  His  rec- 
ommendations were  referred  to  the  Cotmcil  on 
Long-Range  Planning  and  Development,  which 
is  studying  possible  reorganization  of  the  AMA. 

SUMMARY  OP  ACTIONS  OP 

I HE  HOUSE  OE  DELEGATES 
1.  ASSOCIATION  AND  INTERNAL 
MATTERS  OE  THE  HOUSE: 

Dues  Increase  and  Related  Priorities:  In  in- 


creasing annual  dues  of  regular  members  from 
$110  to  $250,  delegates  also  served  clear  notice 
of  a new  and  aggressive  stance  by  the  AMA  in 
dealing  with  the  many  problems  facing  the  na- 
tion's physicians.  In  the  malpractice  problem, 
the  Hoirse  called  for  the  AMA  to  take  immedi- 
ate actions  to  help  ease  the  crisis,  including  the 
formation  of  an  AMA-sponsored  professional 
liability  reinsurance  company.  This  company 
will  provide  backup  or  second-level  coverage  for 
those  state  medical  societies  that  have  sponsored 
their  own  medical  liability  insurance  programs. 

Delegates  also  endorsed  a substitute  resolution 
applatiding  the  recent  suit  filed  by  the  AMA 
against  HEW  regulations  which  mandate  post- 
admission certification  of  hospital  patients,  and 
left  no  dotiln  that  a primary  reason  for  approv- 
ing the  dues  increase  was  to  provide  fiscal  sup- 
port not  only  for  the  present  suit,  but  for  similar 
actions  as  well.  Thus  the  second  resolve  of  the 
resolution  reads:  “That  the  Board  be  encouraged 
to  continue  to  take  such  action  in  the  future  on 
further  legislation  or  government  regulations 
that  threaten  the  availability  of  physicians  to 
provitle  quality  medical  care  to  patients.”  The 
House  was  informed  that  the  Board  of  Trustees 
has  instructed  the  AMA  Office  of  General  Coun- 
sel to  lay  the  legal  groundwork  for  possible  suits 
against  the  new  federal  health  planning  pro- 
gram, HEW  regidations  for  the  projxised  “Maxi- 
mum Allowalile  Cost”  purchase  of  drugs,  and 
o1)jectional  features  of  proposed  health  man- 
power legislation  should  those  features  be  en- 
acted. 

In  other  priorities  related  to  the  dues  increase, 
the  House  called  for  continuing  efforts  to  re- 
Imild  the  AMA  on  a sound  financial  basis,  and 
strongly  siqrported  a reshaping  of  the  AMA  pub- 
lishing program  as  well  as  a restructuring  of  the 
organization  itself. 

Advertising-Publications:  Acting  on  further  in- 
formation provided  by  the  Special  Committee  of 
the  House  aj^pointed  at  Portland  last  December, 
delegates  endorsed  “a  policy  of  aggressive  adver- 
tising promotion”  in  AMA  publications.  The 
House  also  urged  that  the  10  specialty  journals 
lie  placed  on  a self-sustaining  subscription  basis, 
or  that  ajrpropriate  arrangements  be  reached  with 
the  specialty  societies  involved.  It  will  be  left 
to  the  Board  to  determine  the  eventual  fate  of 
Prism,  so  long  as  the  disposition  is  to  the  fi- 
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nancial  advantage  ol  the  AMA.  rims,  Prism 
coulil  lie  sold,  or  it  could  be  continued  if  it 
can  be  put  on  a jKising  basis.  I be  House  also 
autbori/ed  the  Board  to  set  subscri]>tion  rates 
lor  all  publications,  including  Today's  llealtb, 
excepting  only  J.\M.\  and  .American  .Medical 
News. 

Ormnizational  Structure:  I be  House  endorsed 

O 

the  concept  of  restrncluring  the  A.M.A,  including 
Councils  and  Committees,  and  directed  its  Coun- 
cil on  I.ong-Range  Planning  and  Development 
to  submit  a definitive  rejtort  at  the  fall  Clinical 
Meeting.  Key  elements  in  the  report  are  expected 
to  be  the  197,a  AMA  Plan,  and  its  clustering  of 
.\M.\  priorities  into  five  major  areas:  (1)  orga- 
nizational structure:  (2)  resolving  the  malpractice 
crisis;  (3)  fighting  increased  government  inter- 
vention: (4)  maintaining  .AAf.A’s  leadership  role 
in  medical  education;  (5)  and  strengthening  AMA 
resources. 

In  other  actions  on  Association  and  Internal 
Matters,  the  House:  (1)  adopted  a resolution 
to  permit  newly-elected  delegates  to  begin  their 
terms  on  January  1 or  on  July  1 at  the  discretion 
of  state  societies;  (2)  amended  the  delinquency 
provisions  of  the  Constitution  and  Bylaws  to 
include  future  assessments,  as  welf  as  dues;  (3) 
and  urged  constituent  societies  to  provide  full 
membership  pri\ileges  for  medical  students  at 
nominal  dues. 

If.  PHYSICI.AN.S  AND  GOVERNMENT; 

Remibursement  Under  Government  Health 
Programs:  The  House  strongly  reaffirmed  the 
■AMA's  long-standing  position  that  physicians 
participating  in  government  health  insurance 
programs  should  be  reimbursed  on  the  basis  of 
usual,  customary  and  reasonable  charges.  The 
delegates  also  requested  the  Council  on  Medical 
.Service  to  examine  the  Medicaid  and  Medicare 
programs  to  see  if  reimbursement  did  meet  AMA 
policy,  and  to  report  back  at  the  Honolulu  Clin- 
ical Meeting.  The  House  also  adopted  report  JJ 
of  the  Board,  which  updates  Board  actions  in 
objecting  to  the  proposed  payment  erf  usual,  cus- 
tomary and  reasonable  Medicare  fees  based  on  a 
national  economic  index  as  recently  jrromul- 
gated  in  regulations  published  in  the  Federal 
Register. 

Federal  Health  Planning  Program:  The  House 
unanimously  supported  the  Board  in  its  recent 
actions  to  oppose  implementation  of  the  Na- 


tional Health  Planning  and  Re.source  Develf)j> 
ment  Act  enacted  by  the  last  Congress.  Ehe  dele- 
gates pledged  stipport  for  “any  action,  including 
legal  action,”  that  the  Board  deems  appropriate 
and  effective  in  preventing  imjdementation  of 
the  new  planning  law. 

PSRO  Policy  Reaffirmed:  Delegates  reaffinned 
|jreseut  .AM.A  policy  on  P.SRO’s,  and  defeated  a 
call  lor  repeal  of  the  P.SRO  law.  The  policy 
basically  calls  for  AMA  action  to  seek  construc- 
tive amendments  to  the  law  and  appropriate  reg- 
ulations  and  directives,  and  to  support  continued 
monitoring  of  the  program.  The  policy  also  holds 
that  should  the  P.SRO  program  become  too  re- 
strictive, however,  the  Board  can  seek  repeal. 
And  here  again,  the  hou.se  cited  the  possibility 
of  legaf  opposition  if  it  becomes  appropriate. 

In  other  actions  related  to  peer  review,  dele- 
gates urged  physicians  to  “continue  to  perform 
j)eer  review  directed  at  increasing  the  tpiality  of 
jjatient  care  and  reducing  its  cost,”  and  also 
urged  physicians  not  to  seek  compensation  for 
non-government  jteer  review  participation  as  es- 
tablished in  hosjtitals.  The  Board  endorsed 
compensation  for  government-connected  peer  re- 
view programs,  however. 

In  other  actions  related  to  Physicians  and  Gov- 
ernment, the  House:  (1)  urged  that  the  AMA 
seek  repeal  of  an  amendment  to  fetferal  law 
which  ecpiates  ])sychologists  and  optometrists 
with  physicians  in  the  provision  of  mecfical  care 
to  government  employees  under  health  insurance 
programs;  (2)  and  endorsed  continued  effort  for 
adoption  of  the  .AAf.A’s  Current  Procedural 
Eerminology  in  government  health  progTams; 
(3)  and  encouraged  the  Board  to  speed  up  ef- 
forts to  rectify  abuses  in  the  promulgation  of 
regulations  in  the  Federal  Register. 

HI.  PHV.SIC1.\N.S  AND  THE  Pl’BElC: 

Professional  Liability  Proposals:  In  endorsing 
a .series  of  proposals  aimed  at  mitigating  mal- 
practice problems,  the  House  stressed  that  the 
continued  ability  of  physicians  to  provide  care 
to  patients  was  a prime  motivating  factor.  ^Vdlile 
adopting  a substittite  resolution  siqrporting  the 
use  of  “all  available  legal  means”  by  local  jdiy- 
sicians  in  seeking  reforms  in  profe,ssional  liability 
insurance,  for  example,  it  was  emphasized  that 
work  slowdowns  were  basically  a commitment  to 
continued  patient  care  rather  than  personal  fi- 
nancial gain  in  the  traditional  sense  of  a strike. 
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The  final  version  of  the  resolution  reads:  “The 
AMA  recognizes  that  physicians  are  entitled  to 
use  all  available  legal  means,  without  jeopardiz- 
ing the  medical  care  of  their  patients,  to  protest 
when  intoleralile  and  unwarranted  burdens  are 
placed  upon  their  patients,  the  Association,  or 
its  memliers.”  The  resolution  also  recognizes 
that  “the  primary  commitment  of  the  AMA  and 
its  physician  members  is  to  the  essential  medical 
needs  of  the  people  of  this  nation.” 

In  other  malpractice  actions,  the  House  urged 
renewed  AMA  assistance  to  state  societies  in  seek- 
ing legislative  enactment,  and  public  endorse- 
ment of,  mechanisms  such  as  voluntary  arbitra- 
tion plans,  and  changes  in  tort  law  to  relieve 
statutoi7  elements  which  contributed  to  mal- 
practice problems.  The  House  also  reaffirmed 
its  stand  against  claims-made  types  of  insurance 
coverage,  and  voted  to  encourage  the  federal  gov- 
ernment to  provide  coverage  for  physicians  em- 
ployed by  government. 

Xational  Health  Insurance:  Delegates  sup 
ported  the  national  health  insurance  bill  of  the 
AMA  which  has  been  introduced  in  Congress. 
The  bill  would  provide  both  basic  and  compre- 
hensive benefits  for  all  Americans,  but  would 
minimize  federal  administration  and  financing. 
During  a health  insurance  debate  in  the  House, 
considerable  sentiment  was  expressed  for  a na- 
tional catastrophic  insurance  coverage  program, 
but  the  subject  was  referred  to  the  Board  for 
further  study. 

IV.  PHYSICIANS  AND  HOSPITALS 
AND  MEDICAL  SCHOOLS: 

Medical  Staff  Prerogatives  in  Patient  Care:  A 
joint  report  of  the  Councils  on  Medical  Educa- 
tion and  Medical  Service  provided  a detailed 
study  of  possible  medical  staff  problems  posed 
by  the  increasing  appointment  of  salaried 
chiefs  of  staff  and  department  heads  by  hospital 
governing  bodies.  The  report  pointed  out  that 
medical  staff  rights  and  prerogatives  could  thus 
be  shifted  to  governing  boards,  and  made  sev- 
eral recommendations  for  local  medical  staffs 
and  medical  societies  to  counter  the  trend. 

The  House  also  endorsed  a Board  report  urg- 
ing AMA  members  on  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  seek  to  amend 
JCAH  standards  to  provide  due  process  for  phy- 
sicians employed  in  medico-administrative  posi- 
tions. In  related  actions,  delegates  supported 


measures  to  prevent  local  or  regional  duplication 
of  JCAH  functions,  and  urged  that  JCAH  be  re- 
quested “to  limit  requirements  for  medical  audit 
or  other  quality  assurance  activities  by  medical 
staffs”  to  those  whose  necessity  can  be  “docu- 
mented” by  the  AMA  Board  of  Trustees. 

Medical  Schools:  The  House  voted  to  continue 
opposition  to  medical  manpower  legislation  now 
before  Congress  which  would  require  medical 
students  to  repay  capitation  gi'ants  to  their 
schools  or  else  provide  “in-kind”  service  in  areas 
stipulated  by  government,  and  which  would  pro- 
vide federal  control  of  the  number  and  distribu- 
tion of  residencies.  At  the  same  time,  delegates 
endorsed  efforts  to  increase  the  $10,000  maxi- 
mum limit  on  federally-insured  loans  to  medical 
students,  and  to  encourage  a continuation  of 
federal  support  for  medical  and  health  man- 
power programs. 

V.  MISCELLANEOUS  ACTIONS 
OF  THE  HOUSE: 

Miscellaneous  House  actions  included:  (1)  en- 
couragement of  the  development  of  medical-legal 
symposia  involving  medical  and  law  students  by 
AMA  and  ABA  representatives;  (2)  and  a recom- 
mendation that  all  medical  students  be  given 
opportunities  for  primary  care  experiences  in 
inner  city  or  rural  areas. 

O 

B I T U A R Y 

Dr.  Louis  U.  Rushing 

Dr.  Louis  U.  Rushing  of  Texarkana  died  July 
6,  1975,  at  the  age  of  fifty-six.  He  was  born  in 
Little  Rock,  May  1,  1919,  and  was  a 1950  grad- 
uate of  the  University  of  Arkansas  School  of 
Medicine. 

Dr.  Rushing  was  a general  practitioner  and 
had  been  plant  physician  at  the  D and  Z Army 
Ammunition  plant  in  Texarkana.  He  was  a 
member  of  the  Miller  County  IMedical  Society, 
Arkansas  Medical  Society,  the  American  Medical 
Association,  and  he  was  a veteran  of  World  War 
II. 

Dr.  Rushing  is  survived  by  his  wife,  Margaret, 
and  three  daughters. 
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I lie  18ih  Annual  Meeting  of  the  South  Cen- 
tral Association  of  Rlood  Banks  will  he  held 
February  18-20,  1076,  at  the  Astroworld  Hotel, 
Houston,  Fexas. 

For  additional  information,  please  contact: 
(Mrs.)  Floyd  Bleker,  Executive  Secretary 
South  Central  Association  of  Blood  Banks 
4300  North  Lamar  Boulevard 
Austin,  Texas  78756 


# # # * 

Symposium  on  Cancer  Chemotherapy 

A one-day  Symposium  on  Cancer  Chemother- 
apy will  be  held  November  5,  1975,  at  the  Conrad 
Hilton  Hotel  in  Chicago,  Illinois.  The  Sym- 
posium is  sponsored  by  the  University  of  Chicago 
Cancer  Research  Center.  The  program  will  con- 
sist of  addresses  and  round  tables  by  Dr.  Vincent 
T.  DeVita,  Director,  Division  of  Cancer  Treat- 
ment, National  Cancer  Institute;  Dr.  Saul  A. 
Rosenberg,  Professor  of  Medicine  and  Radiology, 
Stanford  University  School  of  Medicine;  Dr. 
Joseph  R.  Bertino,  Director,  Cancer  Research 
Center,  Yale  University  School  of  Medicine; 
Dr.  Gianni  Bonadonna,  Instituto  Nazionale  Per 
Lo  Studio  e La  Cura  Dei  Tumori,  NCI,  Milan, 
Italy;  Dr.  Charles  A.  Coltman,  Jr.,  Chief  Hema- 
tologist, Oncology  Department  of  Medicine, 
Lackland  Air  Force  Base,  Texas;  and  Dr.  James 
K.  Luce,  Mountain  States  Tumor  Institute,  Boise, 
Idaho. 

The  following  topics  will  be  discussed;  Com- 
bined Modality  Therapy,  Pharmacologic  Con- 
siderations of  Chemotherapeutic  Agents,  Adria- 
mycin.  Bleomycin,  Breast  Cancer,  Lymphoma, 
Acute  I,eukemia  and  Sarcomas  and  Carcinomas 
Other  Than  Breast  Cancer.  Registration  forms 
may  be  obtained  by  writing;  John  E.  Ultmann, 
M.D.,  Director,  University  of  Chicago  Cancer 
Research  Center,  Box  444,  950  East  59th  Street, 
Chicago,  Illinois  60637. 

The  Cardiopathy  of  Aging  III 

A Symjx)sium  on  The  Cardiopathy  of  -^ging 
III  will  be  presented  by  the  Veterans  Administra- 
tion and  the  University  of  Arkansas  College  of 
Medicine,  co-sponsored  by  the  Council  on  Clin- 


ical Cardiology  of  the  American  Heart  Associa- 
tion and  the  Arkansas  Heart  .Association. 

'Lite  Symposium  will  be  held  .March  18-19, 
1976,  in  the  Worthen  .Auditorium,  Capitol  .Ave- 
nue ;u  Center  Street,  Little  Rock,  .Arkansas. 
Registratiem  fee,  which  covers  expenses  of  the 
cotnse  and  includes  coffee,  luncheon  and  social 
hour,  is  .520  for  A-'eterans  .Administration  em- 
ployees and  ,'i>10  for  other  physicians.  The  course 
has  been  apprcjved  for  8 hours  credit  In  the 
Arkansas  .Academy  of  Eamily  Physicians. 

I'or  inlormation  and  registration  form,  plea.se 
write:  Program  Director,  Cardiopathy  of  Aging 
III,  .Arkansas  Heart  Association,  909  West  Second 
Street,  Box  1610,  Little  Rock,  Arkansas  72203. 

Southwest  Allergy  Forum 

The  Southwest  Allergy  Eorum  will  hold  its 
next  annual  meeting  at  the  Hilton  Palacio  del 
Rio  Hotel  in  San  Antonio,  Texas,  May  22-25, 
1976.  Eor  information,  write  Publicity  Chair- 
man, Dr.  Peter  B.  Kamin,  601  Oak  Hills  Medical 
Building,  San  Antonio,  Texas  78229. 

1976  New  Orleans  Graduate 
Medical  Assembly 

4’he  thirty-ninth  annual  New  Orleans  Grad- 
uate Medical  As.sembly  will  be  held  Maixh  29  - 
April  1,  1976,  at  the  Eairmont-Roosevelt  Hotel, 
d he  program  is  accredited  by  the  American 
College  of  Emergency  Physicians.  Eor  informa- 
tion relating  to  the  meeting,  write:  Miss  Lois 
Neary,  Executive  Director,  The  New  Orleans 
Graduate  Medical  Assembly,  1430  Tulane  .Ave- 
nue, New  Orleans,  Louisiana  70112. 

Clinical  Neuro-Otolaryngology  Course  Slated 

The  University  of  Pittsburgh  School  of  Medi- 
cine announces  the  Third  Course  in  Clinical 
Netiro-Otolaryngology,  March  25-27,  1976,  at 
the  Eye  and  Ear  Hospital  in  Pittsburgh.  The 
course  is  designed  for  the  practitioner  of  Otorhi- 
nolaryngology or  Neurology  and  residents  in 
training,  to  aid  in  the  understanding  of  the 
various  neurological  aspects  of  otorhinolaryngo- 
logical  disorders.  The  focus  will  be  on  practical 
clinical  evaluation  and  management.  The  course 
is  acceptable  for  American  Afedical  Association 
credit  hours  in  Category  1.  For  further  informa- 
tion write:  Sidney  N.  Busis,  M.D.,  Course  Di- 
rector, Eye  and  Ear  Hospital  of  Pittsburgh,  Pitts- 
burgh, Pennsylvania  15213. 

Inter-American  Symposium  on 
Internal  Medicine 

Sponsored  by  the  Department  of  Medicine, 
The  University  of  Oklahoma  in  association  with 
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llic  National  Academy  of  Medicine  of  Mexico. 
To  be  held  at  the  Centro  Medico  Nacional  of 
the  Institiito  Mexicano  Del  Segnro  Social  in  Mex- 
ico City,  Mexico,  Jannary  12-15,  1976. 

rhe  (heme  of  this  course  will  be  “What’s  New 
in  Diagnosis  and  d’herapy.’’  The  facidty  will  in- 
clude the  memiters  of  the  Department  of  Medi- 
cine, I’he  University  of  Oklahoma,  and  re- 
nowned educators  from  Mexico  and  Canada. 
Suitject  material  will  feature  discussions  in 
gastroenterology,  cardiovasctdar,  renal,  pulmo- 
nary, hematology-oncology,  endocrinology  and 
infectious  diseases. 

For  further  details  on  the  course,  group  air 
fares,  hotel  accommodations  and  ]X)st-symposium 
tours  contact:  James  F.  Flarnmarsten,  M.D.,  and 
Solomon  Papper,  .M.D.,  Co-directors,  the  Uni- 
versity of  Oklahoma  Flealth  Science  Center,  Col- 
lege of  Medicine,  Department  of  Medicine,  Post 
Office  Pox  26901,  Oklahoma  City,  Oklahoma 
73190. 


Psychiatry,  Jewish  Institute  for 
Geriatric  Care,  Associate  Profes- 
sor of  Psychiatry,  State  Univer- 
sity of  New  York,  Stony  Brook, 
New  York 

11:30-12:00  “Research  on  Obscenity  and 
Pornography” 

Dr.  Roger  W.  Libby,  Visiting  As- 
sociate Professor  and  Acting  Re- 
search Director,  The  Institute  for 
Family  Research  and  Education, 
Syractise,  New  York 

12:00-  1:30  Box  Lunch  — Small  group  meetings 
with  guest  speakers  — sign  up  at 
registration 

1:30-  2:00  “Hypnosis  in  Treatment  of  Pain” 
Dr.  Fred  T.  Kolouch 


2:00-  2:30  “Psychosexual  Evaluation  of 
Patients” 

Dr.  Michael  J.  Daly 


# # * # 

PSYCHOSOMATIC  SYMPOSIUM 

Saturday,  October  4,  1975 

9:30-10:00  “Choice  of  Patients  for 
I lysteret  tomy” 

Dr.  Michael  J.  Daly,  Professor 
and  Chairman,  Department  of 
Obstetrics  and  Gynecology,  I’em- 
ple  FIniversity  Medical  Center, 
Phi ladel phia,  Pennsylvania 

10:00-10:30  “P.sychiatrists'  View  of  the  Role  of 
the  Surgeon  as  a Medical  School 
Teat  her" 

Dr.  Fred  T.  Kolouch,  Adjunct 
Assistant  Professor  of  Surgery, 
Assistant  Professor  of  Psychiatry, 
University  of  FTtah  Medical 
Scliool,  Salt  Lake  City,  Utah 

11:00-11:30  “Brain  Syndromes  and  Their 
■Management” 

Dr.  Fred  B.  Charatan,  Chief  of 


3:00-  3:30  “Sexual  Function  in  Old  Age” 

Dr.  Fred  B.  Charatan 

3:30-  4:00  “Fmerging  Sexual  and  Marital  Life 
Styles” 

Dr.  Roger  W.  Libby 

Meeting  will  be  over  in  plenty  of  time  for  you 
to  have  dinner  and  ite  early  for  the  Arkansas- 
TCU  football  game. 

Registration  Fee:  .S5.00  — includes  box  lunch. 
Course  Credit:  Pro, gram  is  accejrtable  for  8 
hours  by  AA  of  F.  P. 

Acknowledgment:  Merck  Sharp  Dohme,  Roche 
Laboratories,  Pfizer  Laboratories. 

For  further  information  contact: 

Fred  O.  Flenker,  III,  M.D., 

Program  Director 

University  of  Arkansas  Medical  Center 
4301  West  Markham  Street 
Little  Rock,  Arkansas 
Telephone:  664-5000,  Ext.  203 
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Members  Named  to  EMS  Advisory  Council 

(iovcinor  David  Pryor  recently  appointed  13 
members  of  the  Emergency  Medical  Services 
Advisory  Council.  The  Council  was  created  by 
the  Ceneral  Assemblv  to  regulate  and  coordinate 
emergency  medical  programs.  Representing  the 
Medical  Society  on  the  Council  are  Dr.  "Warren 
Murry  of  Fayetteville,  Dr.  Samuel  Landrum  of 
Fort  Smith,  Dr.  Eugene  Towbin  of  Little  Rock, 
and  Dr.  James  Blackmon  of  Arkadelphia. 

Prescott  Family  Clinic  Opens 

Dr.  [antes  I".  Rit,ssell,  Dr.  Michael  C.  Young, 
and  Dr.  Richard  P.  Portis  have  announced  the 
opening  of  the  Prescott  Family  Clinic,  301  Hale 
Avenue,  in  Prescott. 

Doctors  Speak  to  Nashville  Rotary 

Six  Nashville  doctors  spoke  to  the  local  Rotary 
Club  recently  on  proltlems  facing  community 
medical  care  and  the  Howard  County  Memorial 
Hospital.  Physicians  on  the  progranr  included 
Drs.  Joe  King,  Roltert  Sykes,  Edwin  Dildy,  Her- 
schel  Whhnoth,  John  Wesson,  and  Samuel 
Peebles. 

Dr.  Collie  Honored  for  Thesis 

Dr.  Whlliam  R.  Collie  of  Little  Rock  was 


awarded  the  New  Orleans  Neurological  Society 
prize  for  the  best  scientific  paper  of  the  year 
lor  his  .senior  thesis  presentation  this  June.  Fhe 
paper  was  entitled  “A  New  Dominant  Gene 
Causing  Striated  Muscle  Atrophy,  Arthrogryposis 
Multiplex  Congemta,  and  Frequent  Perinatal 
Death.” 

Dr.  Ferguson  Addresses  Chamber 

Dr.  1'.  .Murray  Ferguson  of  ^Vest  Memphis 
spoke  to  the  members  of  the  Board  of  Directors 
of  the  W^est  Memphis  Chamber  of  Commerce 
about  problems  fating  that  city’s  medical  com- 
munity. Tliose  topics  included  the  need  for 
more  doctors,  expanded  medical  facilities,  and 
medical  malpractice  insurance. 

Governor  Appoints  Doctors  to  Committee 

Governor  David  Pryor  appointed  a seven- 
member  committee  to  investigate  possibilities  of 
helping  Vietnamese  physicians  at  Fort  Chaffee, 
Arkansas,  in  locating  in  rural  communities  in 
Arkansas.  Physicians  named  to  the  special  ad  hoc 
committee  were  Dr.  Stanley  Applegate  of  Spring- 
dale,  Dr.  ’Fhomas  A.  Bruce  and  Dr.  Whnston  K. 
Shorey  of  Little  Rock. 


The  delegates  to  the  1975  Auxiliary  conven- 
tion in  Atlantic  City  made  many  important 
changes,  including  a change  of  name  to  “Ameri- 
can Medical  Association  Auxiliary.”  This  is  in 
keeping  with  the  policy  of  accepting  both  hus- 
bands and  wives  of  physicians  as  members. 

The  House  of  Delegates  also  voted  a $3.00  in- 
crease in  dues,  bringing  National  dues  from  $4.00 
to  $7.00  per  member.  The  increased  dues,  which 


will  meet  current  demands  and  tlie  rising  costs 
of  overall  programing  on  the  National  level,  will 
not  be  collected  until  January  1,  1976.  This  is 
the  beginning  of  the  1976-77  National  Auxiliary 
year. 

The  1974-75  .\uxiliary  contribution  to  AiNfA- 
ERF  was  $1,361,564.21,  which  was  an  inaea.se 
of  more  than  $150,000.00  over  the  previous  year. 
The  Arkansas  Auxiliary,  under  the  chairman- 
ship of  Mrs.  David  Barclay,  contriltuted  $10,- 
575.01. 

Mrs.  Erie  Wilkinson  of  Tennessee  was  in- 
stalled as  President.  In  her  inaugural  address, 
Mrs.  Wilkinson  called  for  tire  use  of  the  tre- 
mendous potential  force  of  the  Auxiliary  by 
being  involved,  Iroth  individually  and  as  a 
group,  in  the  improvement  of  the  health  and 
health  care  of  America. 


Volume  72,  Number  4,  September,  1975 


189 


Dr.  James  L.  Gardner 

I'lie  Garland  County  Medical  Society  has 
added  the  name  of  Dr.  James  L.  Gardner  to  its 
membershij)  roll.  He  is  a native  of  Britton, 
Oklahoma. 

Dr.  Gardner  attended  Southeastern  Louisiana 
College  at  Hammond,  and  was  graduated  from 
Hendrix  College,  Conway,  Arkansas,  with  a B.A. 
degree  in  19(i9.  He  was  graduated  from  the  LFni- 
versity  of  Arkansas  School  of  Medicine  in  1973 
and  completed  his  internship  at  the  Baptist  Med- 
ical Center  in  Little  Rock. 

Dr.  Gardner  is  in  General  Practice  at  the 
Doctor’s  Clinic,  125  Greenwood,  in  Hot  Springs. 
He  is  associated  with  Dr.  George  Queen  and  Dr. 
Sanford  Hutson,  III. 


Dr.  Sanford  E.  Hutson,  III 

Dr.  Sanford  Hutson,  III,  has  been  admitted  to 
the  Garland  County  Medical  Society.  He  is  a 
native  of  Clareitdon,  Arkansas. 

Dr.  Hutson  attended  Georgia  Tech  College, 
Collegeboro,  and  is  a graduate  of  the  University 
of  Arkansas  with  a B.S.  degree.  He  was  grad- 
uated from  the  University  of  Arkansas  School  of 
Medicine  in  1969.  Dr.  Hutson  interned  at  St. 
Vincent  Infirmaiy  in  Little  Rock.  He  practiced 
in  Stuttgart,  Arkansas,  from  1970  until  1971,  and 
in  Broken  Bow,  Oklahoma,  from  1971  until  1974. 

Dr.  Hutson  is  in  General  Practice  at  the  Doc- 
tor’s Clinic,  125  Greenwood,  in  Hot  Springs.  He 
is  associated  with  Dr.  George  Queen  and  Dr. 
James  Gardner. 

Dr.  James  Yee  Suen 

The  Pulaski  County  Medical  Society  has  ac- 
cepted Dr.  James  Y.  Suen  for  membership.  He 
is  a native  of  Dermott,  Arkansas. 

Dr.  Suen  graduated  from  the  University  of 
Texas,  Austin,  in  1962  with  a B.A.  degree.  He 
was  graduated  from  the  University  of  Arkansas 


School  of  Medicine  in  1966  and  completed  his 
internship  at  San  Francisco  General  Hospital. 
From  1969  until  1973,  he  was  a resident  in  Oto- 
laryngology at  the  University  of  Arkansas  Med- 
ical Center  in  Little  Rock.  He  was  a Fellow  in 
Head  and  Neck  Surgery  at  the  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Houston,  Texas, 
from  1973  until  1974. 

He  is  Board  Certified  l)y  the  American  Board 
of  Otolaryngology  and  a member  of  the  Society 
of  Academic  Chairmen  of  Otolaryngology.  Dr. 
Suen  is  Chief  of  the  Division  of  Otolaryngology, 
University  of  Arkansas  Medical  Center,  4301 
West  Markham  in  Little  Rock. 

Dr.  William  Gordon  Bradley 

The  Ashley  County  Medical  Society  has  ac- 
cepted Dr.  William  G.  Bradley,  a native  of  Lew- 
ellen,  Nebraska,  for  membership. 

Dr.  Bradley  received  his  B.S.  degiee  in  1950 
from  Colorado  Springs,  Colorado  Springs.  In 
1954,  he  received  an  M.S.  degree  from  Texas  A 
and  M College,  College  Station.  He  was  gradu- 
ated from  the  University  of  Tennessee  College 
of  Medicine  in  Memphis  in  1959.  His  internship 
and  residency  in  General  Surgery  were  taken  at 
St.  Joseph’s  Hospital  in  Memphis,  Tennessee. 
Dr.  Bradley  was  in  General  Practice  in  Monte 
Vista,  Colorado,  for  14  years. 

Dr.  Bradley  is  in  General  Practice  at  310  North 
Alaliama,  Crossett,  associated  with  Dr.  Frederick 
N.  Bnrt  and  Dr.  Donald  L.  Toon. 

Dr.  Jerry  Douglas  Blaylock 

Dr.  Jerry  D.  Blaylock,  a native  of  Clarksville, 
Arkansas,  is  a new  member  of  the  Craighead- 
Poinsett  County  Medical  Society  . 

Dr.  Blaylock  attended  the  College  of  the 
Ozarks  in  Clarksville  and  received  his  B.S.  de- 
gree in  1965  from  Arkansas  Tech  in  Russellville. 
He  was  graduated  from  the  University  of  Arkan- 
sas School  of  Medicine  in  1969.  Dr.  Blaylock’s 
internship  and  residency  in  Psychiatry  were 
taken  at  the  University  of  Arkansas  Medical  Cen- 
ter in  Little  Rock.  He  is  a member  of  the  Ameri- 
can Psychiatry  Association  and  the  Group  Psy- 
chotherapy Association. 

Dr.  Blaylock  is  practicing  Psychiatry  at  505 
East  Matthews  in  Jonesboro. 

Dr.  Roland  C.  Reynolds 

The  Craighead-Poinsett  County  Medical  So- 
ciety has  accepted  for  membership  Dr.  Roland 
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C.  Reynolds.  He  is  a native  of  .Shreveport,  Lou- 
isiana. 

Dr.  Reynolds  received  his  B.S.  degree  in  1969 
from  Harding  (College  in  Searcy,  Arkansas.  He 
graduated  from  the  University  of  Arkansas  School 
of  Medicine  in  1973.  His  internship  was  com- 
pleted at  the  Baptist  Meilical  Center  in  Little 
Rock. 

Dr.  Reynolds  is  in  Family  Practice  at  the  Fam- 
ily Practice  Clinic,  923  Ihiion,  Jonesboro.  He  is 
a.ssociated  with  Dr.  James  M.  Robinette. 

Dr.  Robert  Odus  Lawrence,  Jr. 

Dr.  Robert  O.  Lawrence,  Jr.,  is  a new  member 
of  the  Craighead-Poinsett  County  Medical  So- 
ciety. He  is  a native  of  Boydell,  Arkansas. 

Dr.  Lawrence  graduated  from  the  University 
of  .Arkansas  with  a B.S.  degree  in  1969.  He  was 
graduated  from  the  IDiiversity  of  Arkansas 
School  of  Afedicine  in  1973  and  completed  his 
internship  at  the  Baptist  Medical  Center  in  Little 
Rock. 

Dr.  Lawrence  is  now  in  General  Practice  at 
417  East  Matthews,  Jonesboro,  in  association 
with  Dr.  Joe  H.  Stallings,  Jr. 

Dr.  Joe  H.  Stallings,  Jr. 

Dr.  Joe  H.  Stallings,  Jr.,  a native  of  Morrilton, 
Arkansas,  is  a new  member  of  the  Craighead- 
Poinsett  County  Medical  Society. 

Dr.  Stallings  received  his  B.A.  degree  with 
honors  from  Hendrix  College,  Conway,  Arkan- 
■sas,  in  1969.  He  was  graduated  from  the  LTni- 
versity  of  Arkansas  School  of  Afedicine  in  1973 
and  completed  his  internship  at  the  John  Peter 
Smith  Hospital  in  Fort  AV'^orth,  Texas.  He  is  an 
Associate  Alember  of  the  American  Academy  of 

j 

F'amily  Physicians. 

Dr.  Stallings  is  in  General  Practice  at  417 
East  Afatthews,  Jonesboro,  associated  with  Dr. 
Robert  O.  Lawrence,  Jr. 

Dr.  Charles  Howard  Morris 

1 he  Plaski  County  Afedical  Society  has  ac- 
cepted Dr.  Charles  H.  Aforris  for  membership. 
He  is  a native  of  Austin,  Texas. 

Dr.  Aforris  graduated  in  1966  from  Louisiana 
State  University,  Baton  Rouge,  and  he  was  grad- 
uated from  the  Louisiana  State  Lhiiversity  School 
of  Afedicine  in  New  Orleans  in  1970.  His  intern- 


ship was  comj)letetl  at  the  University  of  Arkansas 
Afedical  Center  in  Little  Rock.  Dr.  Morris  re- 
ceivetl  his  residency  training  in  Radiology  at  the 
Afedical  Center  in  f.ittle  Rock  and  Charity  Ho.s- 
pital  of  f.ouisiana  in  New  Orleans.  He  is  Board 
Certified  by  the  American  Board  of  Radiology. 

Dr.  Aforris  is  associated  with  the  Department 
of  Radiology  at  the  University  of  .Arkansas  Med- 
ical Center,  4301  West  Afarkham,  f.ittle  Rock. 

Dr.  William  Robert  Green 

The  Craighead-Poinsett  County  Afedical  So- 
ciety has  accepted  Dr.  W.  Robert  Green  for  mem- 
bership. He  is  a native  of  Camden,  .Arkansas. 

Dr.  Green  received  a B.S.-B..A.  degree  in  1962 
from  the  University  of  .Arkansas.  He  was  gradu- 
ated in  1968  from  the  University  of  .Arkansas 
School  of  Afedicine  and  comjjleted  his  intern.ship 
at  Confederate  Afemorial  Center,  Shreveport, 
Louisiana.  His  residency  in  Radiology  was  com- 
pleted at  the  University  of  Tennessee  College  of 
Afedicine  in  Afemphis.  He  is  Board  Certified  by 
the  .American  Board  of  Radiology',  and  he  is  a 
member  of  the  American  College  of  Radiology. 

Dr.  Green  is  practicing  Radiology  at  224  East 
Afatthews  in  Jonesboro. 

Dr.  Glenn  E.  Dickson 

llie  Craighead-Poinsett  County  Afedical  So- 
ciety has  added  the  name  of  Dr.  Glenn  E.  Dick- 
•son  to  its  membership  roll.  He  is  a native  of 
Bond,  .Arkansas. 

Dr.  Dickson  received  his  B.S.  degree  in  1961 
ami  his  Af.S.  degree  in  1963  from  .Arizona  State 
University.  He  was  graduated  from  the  Lbii- 
versity  of  I’enuessee  College  of  Afedicine  in 
Afemphis  in  1968.  Dr.  Dickson  interned  at  the 
Good  Samaritan  Hos])ital,  Phoenix,  .Arizona.  He 
completed  his  (ieneral  Surgeiy  residency  at  the 
John  Ciaston  Hospital  in  Alcmphis  and  his  Ortho- 
pedic Surgery  residency  at  the  Campbell  Clinic. 

Dr.  Dickson  is  now  practicing  Orthopedic 
Surgery  at  50,5  East  Afatthews,  Jouesitoro. 

Dr.  Isaac  David  Rogers 

4 lie  Ciarland  County  Alcdical  Society  has  ac- 
cepted Dr.  1.  1).  Rogers  for  membership.  He  is 
a native  of  Alorgau  (iounty,  Kentucky. 

Dr.  Rogers  attended  the  University  of  Ken- 
tucky, l.exington,  and  was  graduated  from  the 
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University  of  Kentucky  College  of  Medicine  in 
1970.  His  internship  and  residency  were  com- 
pleted at  the  University  of  Alabama  Hospital  and 
Clinic  in  Birmingham.  He  is  Board  Certified  by 
the  American  Board  of  Internal  Medicine. 

Dr.  Rogers  is  practicing  Internal  Medicine  at 
101  East  Whittington,  Hot  .Springs,  associated 
with  the  Bnrton-Eisele  Clinic. 

Dr.  Leon  Randle  Coker 

The  Jefferson  County  Medical  Society  has  ac- 
cepted Dr.  Leon  Randle  Coker  for  membership. 
He  is  a native  of  Hot  Springs,  Arkansas. 

Dr.  Coker  gi'adnated  from  Henderson  State 
Teachers  College  with  a B.S.  degree  in  1957.  He 
was  graduated  from  the  University  of  Arkansas 
School  of  Medicine  in  1964.  His  internship  and 
residency  in  medicine  were  completed  at  Barnes 
Hospital,  St.  I.ouis,  Missouri.  Dr.  Coker  has 
been  in  general  practice  for  six  years  and  has 
also  serv'ed  two  and  one-half  years  in  the  United 
States  Public  Health  Service. 

He  is  now  in  General  Practice  at  1710  West 
42nd  Street,  Pine  Bluff. 

Dr.  Richard  N.  Pearson 

The  Benton  County  Medical  Society  has  added 
Dr.  Richard  N.  Pearson  to  its  membership  roll. 
He  is  a native  of  Sheridan,  Wyoming. 

Dr.  Pearson  graduated  from  the  University  of 
North  Dakota,  Grand  Eorks,  wdth  a B.A.  degree 
in  1961,  and  an  M.S.  degree  in  1965.  He  was 
graduated  from  the  University  of  Kansas  School 
of  Medicine,  Kansas  City,  in  1967.  His  intern- 
ship and  residency  in  General  Surgery  were  com- 
pleted at  St.  Erancis  Hospital,  Wichita,  Kansas. 

Dr.  Pearson  is  practicing  General  Surgery  at 
1105  West  Chestnut  Street,  Rogers. 

Dr.  Harry  McKinley  Harmon 

Dr.  Harry  M.  Harmon  is  a new  member  of  the 
Benton  County  Medical  Society.  He  is  a native 
of  Corning,  Arkansas. 

Dr.  Harmon  graduated  in  1964  with  a B.A. 
degree  from  Hendrix  College  in  Conway,  Arkan- 
sas. He  was  graduated  from  the  University  of 
■Arkansas  School  of  Medicine  in  1968.  Dr.  Har- 
mon interned  at  St.  Johns  Hospital,  Tulsa,  Okla- 
homa. He  was  a resident  in  Pediatrics  at  the 
University  of  Arkansas  Medical  Center  from  1969 
until  1970  and  from  1972  until  1974. 


Dr.  Harmon  is  practicing  Pediatrics  at  601 
WTst  Walnut  in  Rogers. 

Dr.  Arthur  Edwin  Squire,  Jr. 

Dr.  Arthur  E.  Squire,  Jr.,  is  a new  member  of 
the  Pulaski  County  Medical  Society.  He  is  a 
native  of  Poplar  Bluff,  Missouri. 

Dr.  Squire  gi'aduated  from  the  University  of 
■Arkansas  in  1964  with  a B.A.  degree  and  he  re- 
ceived his  M.D.  degiee  in  1968  from  the  Uni- 
versity of  Arkansas  School  of  Medicine.  His  in- 
ternship was  completed  at  Michael  Reese  Med- 
ical Center,  Chicago,  Illinois.  Dr.  Squire  was  a 
resident  in  Internal  Medicine  from  1971  until 
1973  at  Barnes  Hospital  in  St.  Louis,  and  his 
residency  work  in  Pulmonary  Medicine  was  at 
Barnes  and  Jewish  Hospitals  in  St.  Louis.  He 
served  as  an  instructor  at  the  Washington  Llni- 
versity  School  of  Medicine  in  St.  Louis.  Dr. 
Squire  is  Board  Certified  by  the  American  Board 
of  Internal  Medicine. 

He  is  now  practicing  Pulmonary  Medicine  at 
10001  Lyle  Drive,  Little  Rock,  associated  with 
the  Little  Rock  Diagnostic  Clinic. 

Dr.  Thomas  Roland  Koehler 

The  Pidaski  County  Medical  Society  has  ac- 
cepted Dr.  Thomas  R.  Koehler  for  membership. 
He  is  a native  of  Searcy,  Arkansas. 

Dr.  Koehler  received  his  B.S.  degiee  in  1970 
from  the  University  of  .Arkansas  at  Little  Rock. 
He  was  giaduated  from  the  University  of  Ar- 
kansas School  of  Medicine  in  1972.  He  interned 
at  St.  Vincent  Infirmary  in  Little  Rock. 

Dr.  Koehler  is  a resident  in  Psychiatry  at  the 
■Arkansas  State  Hospital  in  Little  Rock. 

Dr.  Gissur  Jokull  Petursson 

Dr.  Gissur  J.  Petursson  is  a new  member  of  the 
Pulaski  County  Medical  Society.  He  is  a native 
of  Iceland. 

Dr.  Petursson  attended  ■Akureyri  Menntaskoli 
College,  yAkureyri,  Iceland,  and  was  giaduated 
from  the  University  of  Iceland  Medical  School, 
Reykjavik,  in  1960.  He  completed  a two  year 
general  rotating  internship  in  Iceland  in  1962, 
and  an  internship  at  St.  Vincent  Infirmary  in 
Little  Rock  in  1963. 

He  has  completed  residencies  in  Neurology 
and  Ophthalmology  at  the  University  of  Arkan- 
sas Medical  Center  in  Little  Rock.  In  1967,  he 
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foinpletccl  a residency  in  Ophthalmology  at  the 
University  of  Missouri  Afedical  Center  in  Co- 
Ininbia,  Missouri. 

Dr.  Petnrsson  is  an  Assistant  Professor  in  the 
Department  of  Ophthalmology  at  the  University 
of  Arkansas  Medical  Center. 

Dr.  James  Edgar  Boger 

'I'he  Pnlaski  County  Medical  Society  has  ac- 
cepted Dr.  James  E.  Roger,  a native  of  Kansas 
City,  Afissonri,  for  membership. 

He  received  his  R.S.  degree  in  1966  from  Ar- 
kansas 'Eechnical  College  in  Russellville.  He 
was  graduated  from  the  Ibiiversity  of  Arkansas 
School  of  Aledicine  in  1970.  His  internship  and 
residency  in  Internal  Aledicine  were  completed 
at  the  ITniversity  of  Arkansas  Aledical  Center  in 
Little  Rock.  Dr.  Roger  was  a Fellow  in  Cardi- 
ology at  the  Aledical  Center  from  1973  nntil 
1975. 

Roard  Certified  by  the  American  Roard  of 
Internal  Aledicine,  Dr.  Roger  is  a member  of  the 
American  College  of  Physicians,  Arkansas  Tho- 
racic Society  and  American  and  Arkansas  Heart 
Associations. 

Dr.  Roger  is  practicing  Cardiology  at  10001 
Lyle  Drive,  Little  Rock,  associated  with  the  Little 
Rock  Diagnostic  Clinic. 

Dr.  Joe  D.  King 

The  Howard-Pike  Cotinty  Aledical  Society  has 
accepted  Dr.  Joe  D.  King  for  membership.  He 
is  a native  of  Texarkana,  Arkansas. 

Dr.  King  graduated  from  Onachita  Raptist 
Lbiiversity,  Arkadelphia,  Arkansas,  in  1968  with 
a R.S.  degree.  He  was  graduated  from  the  Uni- 
versity of  Arkansas  School  of  Aledicine  in  1972 
and  completed  his  internship  at  St.  Vincent  In- 
firmary in  Little  Rock.  He  was  also  a resident 
in  Family  Practice  at  St.  Vincent. 

Dr.  King  is  now  in  Family  Practice  at  the 
Family  Clinic  of  Nashville,  P.A.,  Nashville,  Ar- 
kansas. 

Dr.  Clarence  Edward  Gossett 

The  Craighead-Poinsett  County  Aledical  So- 
ciety has  added  the  name  of  Dr.  Clarence  E.  Gos- 
sett to  its  membership  roll.  He  is  a native  of 
Jonesboro,  Arkansas. 

Dr.  Gossett  received  his  R.A.  degree  in  1948 
from  the  University  of  Arkansas.  He  was  gradu- 


ated from  V'anderbilt  University  Sdiool  of  Aledi- 
cine, Nashville,  4'ennes.see,  in  1951.  His  intern- 
shi])  was  taken  at  Vanderbilt  University  Hos- 
pital. He  completed  a residency  in  Aviation 
Aledicine  in  19()2  at  the  school  of  Aviation  Aledi- 
cine, Pensacola.  Florida.  He  was  a resident  in 
Otolaryngology  from  1966  nntil  1970  at  the 
Natal  Hospital  in  San  Diego,  California. 

Dr.  Gossett,  retired  from  the  United  States 
Navy  witli  twenty  years  of  service,  is  Roard  Ger- 
tified  in  Aviation  Aledicine  and  is  also  Roard 
Certified  by  the  American  Roard  of  Otolaryn- 
golog)'.  He  is  a Fellow,  American  Academy  of 
Ophthalmology  and  Otolaryngology,  and  a Fel- 
low, American  Academy  of  Ophthalmologic  and 
Otolaryngologic  Allergy.  He  was  Head,  Otolar- 
yngology Division,  Naval  Aerospace  Aledical  In- 
stitute, Pensacola,  Florida. 

He  is  now  practicing  Otolaryngology  at  505 
East  Alatthews,  Jonesboro,  associated  with  Dr. 
William  R.  Eddington. 

Dr.  Samuel  W.  Peebles 

I'he  Howard-Pike  Cotinty  Aledical  Society  has 
added  the  name  of  Dr.  Samtiel  W.  Peebles,  a 
native  of  Nashville,  to  its  membership  roll. 

Dr.  Peebles  graduated  from  Harding  College, 
Searcy,  Arkansas.  He  was  graduated  from  the 
University  of  Arkansas  School  of  Aledicine  in 
1974,  and  completed  his  internship  at  the  Rap 
tist  Aledical  Center  in  Little  Rock. 

He  is  now  in  General  Practice  at  120  AVest 
Sypert,  Nashville,  associated  with  Dr.  John  H. 
Wesson. 

Dr.  Robert  S.  Cohen 

Dr.  Robert  S.  Gohen  is  a new  member  of  the 
Craighead-Poinsett  County  Aledical  Society.  He 
is  a native  of  Fredericktown,  Alissonri. 

He  received  his  R..\.  degree  in  1941  from  Van- 
derbilt University,  Nashville,  I'ennessee.  He  was 
graduated  froiti  the  University  of  .Arkansas 
School  of  Aledicine  in  1914.  Dr.  Cohen  com- 
pleted his  internship  at  St.  Alary's  Hospital,  Ho- 
boken, New  Jer,sey.  He  completed  residencies  at 
the  University  of  Arkansas  Aledical  Center  and 
the  Veterans  .Administration  Hospital  in  Alem- 
phis,  Tennessee. 

Dr.  Cohen  has  over  twenty  years  of  experience 
in  private  practice,  and  has  held  nnmerons  teach- 
ing positions.  He  is  Roard  Certified  by  the 
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American  Boaid  of  Internal  Medicine  and  the 
American  Board  of  Internal  Medicine  and  Hema- 
tology’. 

Dr.  Cohen  is  practicing  Internal  Medicine  and 
Hematology  at  223  East  Jackson,  Jonesboro. 

Dr.  Robert  Harold  Fiser,  Jr. 

rite  Pulaski  County  Medical  Society  has  ac- 
cepted Dr.  Robert  H.  Fiser,  Jr.,  a native  of  Mor- 
rilton,  Arkansas,  for  membership. 

Dr.  Fiser  attended  Hendrix  College,  Conway, 
Arkansas,  and  graduated  from  the  University  of 
Arkansas  with  a B.S.M.  degree.  He  was  gradu- 
ated from  the  University  of  Arkansas  School  of 
Medicine  in  1966  and  interned  at  the  University 
of  Arkansas  Medical  Center  in  Little  Rock.  Dr. 
Fiser  was  a Pediatrics  resident  at  the  Medical 
Center  and  the  William  Beaumont  Hospital  in 
El  Paso,  Texas. 

He  is  Board  Certified  by  the  American  Board 
of  Pediatrics  and  was  an  Assistant  Professor  of 
Pediatrics  at  the  University  of  California  School 
of  Medicine,  Los  Angeles. 

Dr.  Fiser  is  an  Associate  Professor  of  Pediatrics 
at  the  University  of  Arkansas  Medical  Center. 

Dr.  Mark  A.  Strauss 

Dr.  Mark  A.  Strauss  is  a new  member  of  the 
Pulaski  County  Medical  Society.  He  is  a native 
of  Idttle  Rock,  Arkansas. 

Dr.  Strauss  attended  Tulane  University  and 
was  graduated  from  the  Tulane  University  School 
of  Medicine,  New  Orleans,  Louisiana,  in  1972. 
He  completed  both  his  internship  and  residency 
in  Internal  Medicine  at  the  Jewisli  Hospital  of 
St.  Louis,  Missouri.  He  was  an  Assistant  Profes- 
sor of  Medicine  at  Washington  University  School 
of  Medicine  in  St.  Louis. 

Dr.  Strauss  is  practicing  Internal  Medicine  at 
]()26  Donaghey  Building,  Little  Rock,  associated 
with  Dr.  Alvin  W.  Strauss,  Jr. 

Dr.  James  Allan  Wellons,  Jr. 

Tlie  Pulaski  County  Medical  Society  has  ac- 
cepted for  membership  Dr.  James  A.  Wellons, 
Jr.,  a native  of  Philadelphia,  Pennsylvania. 

Dr.  \Vellons  graduated  in  1966  from  the  Uni- 
versity of  Arkansas  with  a B.A.  degree.  He  was 
graduated  from  the  FIniversity  of  Arkansas  School 
of  Medicine  in  1970.  Dr.  Wellons  completed  his 
internship  and  a residency  in  Internal  Medicine 


at  the  University  of  Arkansas  Medical  Center. 
He  was  Staff  Physician  and  Instructor,  Depart- 
ment of  Medicine,  at  the  University  of  Arkansas 
Medical  Center  from  1974  until  1975. 

Dr.  Wellons  is  now  practicing  Internal  Medi- 
cine at  10001  Lyle  Drive,  Little  Rock,  associated 
with  the  Little  Rock  Diagnostic  Clinic. 

Dr.  Hunter  M.  Steadman,  Jr. 

Dr.  Hunter  Steadman,  Jr.,  is  a new  member 
of  the  Washington  County  Medical  Society.  He 
is  a native  of  Jackson,  Tennessee. 

Dr.  Steadman  attended  North  Texas  State  Uni- 
versity, Denton,  and  was  graduated  from  the 
University  of  Tennessee  College  of  Medicine, 
Memphis,  in  1968.  His  internship  was  completed 
at  the  City  of  Memphis  Hospitals.  Dr.  Steadman 
completed  residencies  in  ENT  at  Colorado  Gen- 
eral Hospital,  Denver;  Surgery  at  the  same  in- 
stitution; and  Family  Practice  at  Mercy  Hospital 
in  Denver.  He  is  a member  of  the  American 
Academy  of  Family  Practice. 

Dr.  Steadman  is  in  Family  Practice  at  41 
Kingshighway,  Eureka  Springs,  associated  with 
Dr.  Robert  A.  Etherington,  Dr.  Lloyd  S.  Rolufs, 
and  Dr.  Fernando  Pascual. 

Dr.  James  F.  Thomas 

The  Craighead-Poinsett  County  Medical  So- 
ciety has  accepted  Dr.  James  F.  Thomas  as  a new 
memlter.  He  is  a native  of  Jonesboro,  Arkansas. 

Dr.  Thomas  graduated  from  Hendrix  College, 
Conway,  Arkansas,  with  a B.A.  degree  in  1963. 
He  was  graduated  from  the  University  of  Arkan- 
sas School  of  Medicine  in  1968  and  he  completed 
liis  internship  at  Community  Hospital,  Love, 
New  York. 

Dr.  Thomas  is  in  Family  Practice  at  Southgate 
Plaza,  Jonesboro,  associated  with  Dr.  M.  O. 
Peeler. 

Dr.  Alvah  Jethre\v  Nelson,  III 

The  Pulaski  County  Medical  Society  has  added 
the  name  of  Dr.  Alvah  J.  NeLson,  III,  to  its  mem- 
l^ership  roll.  He  is  a native  of  Atlanta,  Georgia. 

Dr.  Nelson  received  his  pre-medical  education 
at  Emory  University  in  Atlanta.  He  was  gradu- 
ated from  the  Emory  University  School  of  Medi- 
cine in  Atlanta  in  1958.  His  internship  was  com- 
pleted at  Wilford  Hall  United  States  Air  Force 
Hospital,  Lackland  Air  Force  Base,  Texas.  Dr. 
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Nelson  coinpletccl  a residency  in  Radiology  at 
the  Emory  Ihiiversity  School  of  Medicine  and  a 
residency  in  Radiotherapy  at  tlie  University  of 
I'exas  M.  1).  Anderson  Hospital  and  Tumor  In- 
stitute, Houston. 

Dr.  Nelson  is  Board  Certified  by  the  .Ameri- 
can Board  of  Radiology  and  was  Staff  Radiol- 
ogist at  the  County  Hospital  in  LaGrange, 
Georgia,  for  five  years.  He  was  an  Assistant 
Profe.ssor  of  Radiotherapy  at  the  M.  D.  Ander- 
son Hospital  and  Tumor  Clinic.  His  profes- 
sional memberships  include  the  American  So- 
ciety of  Therajx?ntic  Radiologists,  American  Col- 
lege of  Radiology,  and  the  American  Radium 
Society. 

Dr.  Nelson  is  practicing  Radiotherapy  at  500 
South  University  with  Radiology  Associates,  P.A., 
in  Little  Rock. 

Dr.  Robert  H.  McCollum 

The  AV^ashington  County  Medical  Society  has 
accepted  Dr.  Robert  H.  McCollum  for  member- 
ship. Dr.  McCollum  is  a native  of  Little  Rock, 
Arkansas. 

He  received  his  B.S.  degree  in  1958  from  Ar- 
kansas State  Teachers  College  in  Conway,  and 
was  giaduated  from  the  University  of  Arkansas 
School  of  Medicine  in  1962. 

Dr  .McCollum’s  medical  practice  is  located  at 
102  West  Dickson  in  Fayetteville. 

Dr.  George  Harrison  Butler 

Dr.  George  H.  Butler  is  a new  member  of  the 
Washington  County  Medical  Society.  He  is  a 
native  of  Liberty,  Mississippi. 

Dr.  Butler  graduated  from  the  Elniversity  of 
Arkansas  with  a B.S.  degree  in  1964.  He  was 
graduated  from  the  Tidane  University  School  of 
.Medicine,  New  Orleans,  Louisiana,  in  1969.  He 
completed  both  his  internship  and  residency  in 
Cardiology  at  tlie  Ochsner  Foundation  Hospitals 
in  New  Orleans. 

Dr.  Butler  is  now  practicing  Cardiology  at  675 
Lollar  Lane,  Fayetteville. 

Dr.  Fernando  Jordan  Pascual 

The  Washington  County  Medical  Society  has 
added  the  name  of  Dr.  Fernando  Pascual  to  its 
membership  roll.  He  is  a native  of  Manila, 
Philippines. 


Dr.  Pascual  giaduated  from  the  University  of 
the  Philippines  in  1950.  He  was  graduated  from 
the  College  of  Medicine,  University  of  the  Philip- 
pines in  Manila,  in  1955.  He  interned  at  the 
Philippine  General  Hospital  and  at  Mercy  Hos- 
pital, Cedar  Rapids,  Iowa.  Dr.  Pascual  receised 
his  residency  training  in  General  Practice  at  St. 
Michael's  Hospital  in  Texarkana,  and  AVTst 
Chester  County  Hospital  in  West  Chester,  Penn- 
sylvania. His  training  in  General  Surgery  was 
at  Reading  Hospital,  Reading,  Pennsylvania. 

Dr.  Pascual  has  been  in  private  practice  for 
ten  years  and  has  served  as  a Public  Health 
Officer  for  one  year.  He  is  a member  of  the 
American  Academy  of  Family  Physicians. 

Dr.  Pascual  is  in  General  Practice  at  41  Kings- 
highway.  Eureka  Springs,  associated  with  Dr. 
Robert  Etherington,  Dr.  Lloyd  Rolnfs,  and  Dr. 
Hunter  Steadman. 

Dr.  Karl  Dan  Moser 

The  Miller  County  Medical  Society  has  ac- 
cepted Dr.  Dan  Moser  for  membership.  He  is  a 
native  of  Stephenville,  Texas. 

Dr.  Moser  is  a 1965  graduate  of  the  Univer- 
sity of  I'exas  at  Austin,  receiving  a B.A.  degree. 
He  was  graduated  from  the  University  of  Texas 
Southwestern  Medical  School,  Dallas,  in  1969. 
His  internship  and  residency  work  in  Pathology 
were  completed  at  the  Lhiiversity  of  Arkansas 
Medical  Center.  He  is  Board  Certified  Iry  the 
.\merican  Board  of  Pathology,  and  is  a member 
of  the  American  College  of  Patliology. 

Dr.  Moser  is  practicing  .Anatomical  and  Clin- 
ical Pathology  at  St.  Michael's  Hospital  in  Tex- 
arkana, Arkansas. 

Dr.  Rex  Daniel  Russell 

Tlie  Sebastian  County  Medical  Society  has 
added  the  name  of  Dr.  Rex  D.  Russell,  a native 
of  .\hus,  Oklahoma,  to  its  memljership  roll. 

Dr.  Russell  graduated  in  1963  from  Oklahoma 
State  University  in  Stillwater,  Oklahoma,  with  a 
B.S.  degree.  Followitig  his  1967  graduation  from 
the  Baylor  College  of  Medicine,  Houston,  Texas, 
he  interned  at  the  University  of  Kentucky  Hos- 
pitals in  Lexington.  He  completed  a residency 
in  Diagnostic  Radiology  at  the  Mayo  Clinic, 
Rochester,  Minnesota.  Board  Certiifed  by  the 
American  Board  of  Radiology',  Dr.  Russell  was 
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a Clinical  Instructor  in  Radiology  at  the  Baylor 
College  of  Medicine  from  1971  until  1974.  He 
was  also  a Clinical  Assistant  Professor  in  Radiol- 
ogy at  Baylor  College  of  Medicine  . 

Dr.  Russell  is  practicing  Radiology,  associated 
with  the  Holt-Krock  Clinic,  1500  Dodson  Ave- 
nue, Fort  Smith. 

Dr.  Kenneth  A.  Seifert 

File  Garland  County  Medical  Society  has  ac- 
cepted Dr.  Kennetli  A.  Seifert  for  membership. 
He  is  a native  of  Madison,  AVisconsin. 

Dr.  Seifert  graduated  from  the  University  of 


Wisconsin,  Madison,  with  a B.S.  degree  in  1933. 
He  was  graduated  from  the  University  of  Wis- 
consin Medical  School  in  Madison  in  1935.  Dr. 
Seifert’s  internship  was  taken  at  Kings  County 
Hospital,  Brooklyn,  New  York,  and  he  completed 
a Surgery  residency  at  the  Lutheran  Hospital, 
LaCrosse,  "Whsconsin.  In  addition  to  having  over 
twenty-five  years  of  private  practice.  Dr.  Seifert 
was  an  Instructor  of  Surgery  at  Marquette  Uni- 
versity from  1945  until  1955.  He  is  Board  Certi- 
fied by  the  American  Board  of  Surgery. 

Dr.  Seifer  is  practicing  General  Medicine  and 
Surgery  at  Hot  Springs  Village,  Arkansas. 
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BECOTIN® 

Vitamin  B Complex 

BECOTIN®  with  VITAMIN  C 

Vitamin  B Complex  with  Vitamin  C 

BECOTIN®-T 

Vitamin  B Complex  with  Vitamin  C,  Therapeutic 


U.C.  SAN  franc 

OCr  80  ly/i 


MI-CEBRIN® 

Vitamins-Minerals 


MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 
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AND  A tWIDE  VARIETY  OF  OTHER  PHARMACEUTICALS 


DISTA  PRODUCTS  COMPANY 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


400944 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  h.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


r ^ 


2-mg,5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  IsO' 
lated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Dietary  Management  of  the  Child  with  Diabetes 


Sarah  Parish,  R.D.,  M.P.H.*, 

3-year-olcl  teniale  ironi  an  upper  income 
home  witli  attractive  vvell-cducatecl  parents;  a 
13-year-o!d  female  from  a low  income  family 
with  no  father  present  in  the  home  wlio  gets 
shifted  from  one  household  to  another;  a (i-year- 
old  child  who  ate  Royal  Ann  Cherries  every 
morning  with  lireakfast  for  one  year;  and  a 4- 
year-old  female  whose  father  had  lost  his  job 
in  a reditction  of  staff,  whose  mother  asked  if  the 
child  will  be  able  to  have  boy  friends  and  marry 
like  other  girls.  What  do  these  children  have  in 
common?  They  were  all  diagnosed  as  having 
juvenile  diabetes  mellitus.  Presenting  complaint 
was  weight  loss. 

When  a child  is  initially  diagnosed  as  having 
diabetes  at  U.'\MC,  he  is  hospitalized  to  regulate 
insulin  and  diet  and,  as  importantly,  hospitalized 
to  educate  the  j)atient  and  family  to  manage  the 
disease.  Before  planning  a diet  for  an  individual 
child,  a food  history  is  taken.  A food  history 
includes  how  often  food  is  usually  eaten,  what 
types  of  food  are  eaten,  and  any  strong  food 
preferences,  allergies  or  food  dislikes.  Also  is 
week-end  eating  different  from  week  days?  Who 
does  the  food  purchasing,  what  are  the  food 
preparation  and  storage  facilities  and  what  are 
limitations  such  as  economic,  education,  or  cul- 
ture value? 

I'he  physician  usually  orders  the  calorie  level 
and  how  it  shoidd  be  distributed  in  the  day  but 
some  physicians  are  asking  registered  dietitians 
to  participate  in  decisions  on  the  diet  prescrip- 
tion. 

At  UAMC  a diet  is  planned  which  apjMOxi- 
mates  that  of  the  average  child  and  conforms  to 
the  family’s  dietary  pattern.  It  is  important  that 
the  food  habits  of  the  child’s  family  and  school- 
mates be  considered  in  planning  the  diet. 

* Nutrition  Coordinator.  Arkansas  Cliildifii  and  Youth  Project. 
Address:  8849  Old  Rings  Roati  South.  Aj)t.  lOK,  Jacksonville, 
Florida  32217. 

^’Associate  Ihoicssor.  IhA.M.C..  I’rofessional  .Advisory  Coinmiltee 
of  American  Diabetes  Association— Arkansas  Affiliate. 

Department  of  Pediatrics,  University  of  Arkansas  Medical  Center, 
Little  Rock.  Arkansas. 

Mailing  Address:  M.  J.  Elders,  M.D.,  4301  West  Markham  Street, 
Little  Rock.  Arkansas  72201. 

Studies  at  the  University  of  Arkansas  Medical  Center  were  sup- 
ported by  USPHS  grant  AM  I590I  and  CA  13907. 


and  M.  Joycelyn  Elders,  M.D.** 

I he  “Average”  American  diet  is  comprised  of 
1,5  to  20%  protein,  35  to  40%  fat  and  40  to  50% 
carbohydrate. 

1 he  recommendations  of  the  American  Dia- 
betes As.sociation  Food  and  Nutrition  C^ommittee 
in  1971  stated  four  principles  in  dietary  manage- 
ment. 

1.  Total  calories— overweight  diabetics  should 
be  provided  a nutritionally  adecpiate  diet 
restricted  in  calories.  Young  imdei-weight 
diabetics  .should  be  provided  a calorically 
adecpiate  diet  to  achieve  desirable  weight  and 
normal  growth  and  development. 

2.  Regular  meals— Patients  on  insulin  require 
regular  spacing  of  food  to  avert  intermittent 
hypoglycemia.  Avoid  the  ingestion  of  con- 
centrated simple  sugars  to  avoid  associated 
hyperglycemia  peaks. 

3.  Carbohydrate  and  Fat  Content— There  is  no 
longer  any  reason  to  tiisproportionately  re- 
strict the  intake  of  carbohydrates  in  the  diet 
of  most  diabetics.  An  increase  of  dietary 
carbohydrate  without  a caloric  increase  does 
not  appear  to  increase  insulin  retpiirement 
in  the  insulin  treated  diabetic  patient.  With 
an  increase  in  carbohydrate  calories,  there 
would  be  a corresponding  decrea.se  in  fat 
calories.  The  |KUient  and  family  should  be 
taught  to  continue  to  avoid  ingestion  of 
concentrated  simple  carbohydrates  or  sugar. 

4.  Individualization  of  treatment  for  specific 
patients  with  specific  metabolic  abnormali- 
ties a,ssociated  with  the  diabetic  state  is  essen- 
tial. A dietary  recommendation  on  restric- 
tion of  cholesterol  and  saturated  hits  shotild 
be  based  on  prior  testing  for  hyperlipidemia. 

■Since  most  children  with  diabetes  are  nnder- 
weight,  total  calories  may  be  determined  by  one 
of  several  methods.  One  way  is  to  prescribe  1000 
calories  for  the  first  year  of  age  anti  100  calories 
added  for  each  additional  year  of  age  iq)  to  2200 
calories  for  girls  and  2800  calories  for  boys. 
Another  method  of  calculating  calories  is  35  to 
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40  calories  per  pound  of  desired  body  weight. 
Protein  intake  should  be  1.5  grams  per  pound 
of  body  weight  for  a child  under  3 years  and  1 
gram  per  pound  for  older  children.  Food  should 
be  distributed  in  3 meals  with  at  least  2 supple- 
mental feedings,  mid-afternoon  and  bed  times, 
to  conform  to  the  peak  action  time  of  the  insidin 
and  to  avoid  nighttime  hypoglycemia.  Perhaps 
distribution  of  food  should  be  referred  to  as 
“food  spacing"  rather  than  meals  and  snacks. 
Follow-up-visits: 

d'he  initial  diet  should  be  adjusted  on  the 
basis  of  appetite  and  growth  resjxmse. 

1.  Satisfied  appetite  and  normal  growth  = diet 
as  planned. 

2.  Increased  appetite  and  normal  growth  = In- 
crease bulk  (more  list  3 fruits,  2A  vegetables, 
free  foods  and  reduce  fats,  list  6,  to  maintain 
calorie  level). 

3.  Satisfied  appetite  and  poor  growth  = increase 
calories  (more  meat  list  5,  bread  list  4 or  milk 
list  1 substituted  for  some  of  the  bulky  foods 
list  2A  vegetables  and  list  4 fruits). 

4.  Unsatisfied  appetite  and  poor  growth  = in- 
crease calories  in  diet  particularly  protein 
calories  (meat  list  5 and  milk  list  1). 

For  female  children  with  diabetes  one  of  the 
more  common  errors  in  diet  is  the  failure  to 
adjust  calories  downward  following  completion 
of  adolescent  growth  resulting  in  an  over-weight 
teenager. 

Dietary  education  for  a child  with  newly  diag- 
nosed diabetes  mellitus  begins  with  the  rationale 
for  the  diet. 

1.  The  nature  of  the  disease  (inability  of  the 
body  to  produce  enough  insulin). 

2.  How  insulin  works  in  the  body  (helps  us  use 


the  food  we  eat,  and  in  particular  carbo- 
hydrates). 

3.  What  determines  the  amount  of  food  or 
calories  we  need  (growth  and  activity). 

I’he  food  to  include  in  the  diet  is  taught  with 
the  use  of  food  exchange  or  choice  lists.  (See 
chart  below). 


MILK  EXCHANGES,  LIST  1 


One  Milk  Excliange  contains:  Carbohydrate  12  grams, 
protein  8 grams,  fat  10  grams;  170  calories.  Milk  is  one  of 
oiir  most  important  foods.  I'his  list  shows  the  different 
types  of  milk  to  use  for  one  exchange. 


^Vhole  milk 

(plain  or  homogenized) 
Skim  milk* 

Evaporated  milk 
Powdered  skim  milk* 
(non-fat  dry  milk) 


Amount  to  Use: 

1 C (1/2  pint  or  8 oz.) 

1 C 

1/2  C 

1/3  C of  instant  type  or 
1/4  C of  regular  type  (read 
directions  on  box) 


Buttermilk,  Bulgarian  1 C 

(made  from  whole  milk) 

Buttermilk*,  cultured  or  1 C 

cliurned  (made  from  skim 
milk) 

Cocoa  or  chocolate  milk  1 C 

(using  1 C milk,  2 tsp. 
cocoa,  artificial  sweetener) 

—no  more  than  once  daily. 

One  type  of  milk  may  be  used  instead  of  another.  For 
example,  1/  cup  evaporated  milk  in  place  of  1 cup  of 
whole  milk. 

*\Vhen  skim  milk  or  buttermilk  made  from  skim  milk  is 
used  in  place  of  whole  milk,  add  two  fat  exchanges  to  the 
meal  to  get  the  same  food  value. 


VEGETABLE  EXCHANGES,  LIST  2 
All  vegetables  contain  carbohydrate  but  some  have  more 
than  others.  The  vegetables  have  been  divided  into  three 
groups  according  to  the  amount  of  their  carbohydrate 
content. 

Vegetables  which  have  a large  amount  of  carbohydrate 
are  included  in  Bread  Exchange,  List  4. 

VEGETABLE  EXCHANGES,  LIST  2A 
Contain  little  carbohydrate,  protein  or  calories.  In  raw 


COMPOSITION 

OF  FOOD  EXCHANGE 

(CHOICES) 

LISTS* 

LISE 

FOOD  EXCHANGES 
(CHOICES) 

MEASURES 

Gm 

C 

p 

F 

Cal 

1 

Milk  Exchanges 

I/2  pint 

240 

12 

8 

10 

170 

2A 

Vegetable  Exchanges 

As  desired 

— 

— 

— 

— 

— 

2B 

Vegetable  Exchanges 

1/9  cup 

100 

7 

9 

— 

36 

3 

Fruit  Exchanges 

Varies 

— 

10 

— 

— 

40 

4 

Bread  Exchanges 

Varies 

— 

15 

2 

— 

68 

5 

Meat  Exchanges 

1 ounce 

30 

— 

7 

5 

73 

6 

Fat  Exchanges 

1 teaspoon 

5 

— 

— 

5 

45 

*Meal  Planning  with  Exchange  Lists.  Prepared  by  Joint  Committee  of  the  American  Diabetic  Asso- 
ciation, Inc.,  and  National  Center  for  Chronic  Disease  Control,  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare. 
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foini,  the  following  list  of  vegetables  may  be  eaten  as 
<lesiieil  in  ordinary  anionnls.  If  tlwy  are  rooked,  no  more 
than  I enp  at  a time  may  be  used. 


.Asparagus 

Broecoli* 

Brussels  sprouts 

Cabbage 

Cauliflower 

Celery 

Cueumbers 

I'.ggplant 

Endive* 

Escarole* 

Crecn  beans,  young 
Creen  pepper 
(or  red)* 

Creens* 

Beet  Greens 

Chard 

Collards 

Dandelion 

Kale 

Mustard 


Poke 
,S])inaeli 
I'urni])  greens 
Lettuce 
Mushrooms 
Okra 

Onions,  green,  young 

Radishes 

Rhubarb 

Romine 

Sauerkraut 

Sciuash:  summer 

(yellow*,  zucchini,  white) 
Tomato  Juice*  and 
Tomatoes* 

(Limit  to  1/2  cup  or  1 
tomato  per  meal). 
Waterness* 


A'EGET.XBLE  EXCH.WGES,  LIST  2B 
One  Vegetable  Exchange  contains:  Carbohydrate  7 
grams,  protein  2 grams;  ,S6  calories.  One-half  cup  of  vege- 
tables ecpial  one  exchange.  I’se  these  vegetables  raw  or 
cooked : 


.Articboke,  1 medium 

Beets 

Carrots* 

Cireen  beans,  mature 
Mixed  vegetables,  frozen 
Onions,  dry 


Peas,  green 
Pumpkin* 

Rutabagas 

Scpiash:  Winter  (acorn, 
butternut,  hubbard) 
Turnips 


.Any  of  tbe  following  may  be  substituted  for  1 A'egetable 
Exchange  B:  1 cup  of  Vegetable  Exchange,  List  2,A  cooked, 
2 cups  of  Vegetable  Exchange,  List  2.A  raw,  i/4  Bread  Ex- 
change, List  4 or  1 Fruit  Exchange,  List  .S. 

*High  in  vitamin  .A— include  at  least  1 serving  every  other 
day  of  one  of  these. 


FRUIT  EXCHANGES.  LIST  3 
One  Fruit  Exchange  contains:  Carbohydrate  10  grams; 
40  calories.  Use  fresh,  dried,  cooked,  unsweetened  frozen, 
unsweetened  canned  or  home  canned  using  a sugar  substi- 
tute. A serving  of  canned  fruit  is  considered  as  the  solid 
portion  with  its  share  of  liejuid  from  the  can. 


•Apple,  2"  diam 1 small 

•Applesauce  i^  cup 

•Apjtlcjuice  - Vs  ettp 

•Apricots,  fresh  2 medium 

.Apricot,  dried  or  canned  4 halves 

Banana  — . i/o  small 

Berries:  Strawberries*,  Raspberries, 

Blackberries  i 1 cup 

Blueberries  2/^  cup 

C.antaloupe*,  6"  diam.  (4 

Cherries 10  large 

Dates  2 

Figs,  fresh,  dried  or  canned  2 large 

Ciooseberries  \/o  cup 

Cirapefi  uit*  (4  small 

Cirapefruit  juice*  i/^  otp 


Grapes 

Grape  juice  

Honeydew  melon*,  7"  diam. 

Orange* 

Orange  Juice*  

Peach,  canned  

Pear,  canned  

Pineapple  

Pinea|)ple  juice  

Plums  

Prune  juke  

Prunes,  dried  

Raisins 

'Langerine*  

Watermelon  

*High  in  vitamin  C— include 
the.se. 


12 

14  cup 

-- - Vs 

1 small 

14,  cup 

— 1 medium 

1 small 

1/4  cup  or  2 slices 

1/3  cup 

2 medium 

-- 'A  Clip 

2 medium 

2 tablespoons 

1 large 

1 cup 

serving  daily  of  one  of 


BREAD  EXCHANGES,  LIST  4 
One  Bread  Exchange  contains:  Carbohydrate  15  grams, 
protein  2 grams,  08  calories.  Measure  all  the  foods  on  this 
list  after  they  have  been  cooked. 

A mount  to  Use: 


Bread  (all  kinds  except  raisin  bread  and 

gluten  bread)  

Biscuit,  roll,  2"  diam.  

Melba  toast,  round 

Melba  toast,  oblong  

Muffin,  2"  diam.  _ 

Coridrread,  li/i"  cube  

3"x  114x34  

Hot  clog  or  hamburger  buu  

Pancake,  5"  diam.;  omit  1 Fat  E.xcliange  - 
Waffle,  51/4"  diam.;  omit  1 Fat  Exchange  .. 

Cereals,  cooked  

Dry.  flake  and  puff  types  (plain 

unsweetened)  

Shredded  wheat  

Rice,  Grits,  cooked  

Spaghetti  macaroni,  ncxidles,  cooked  

Crackers,  graham,  21/4"  square  . 

Oyster  crackers,  4 cup  

Rye-Krisp.  double  scpiare  wafer  

Saltines,  2"  scpiare  

Soda,  21/4"  scpiare  

Round,  tbin,  liV"  diam.  

Wheat  thins  

Flour  

Cornstarch  

Vegetables 

Beans,  cooked,  fresh,  frozen,  canned,  dried 

Baked  beans,  no  pork  

Corn  

Corn  on  cob,  4"  long  

Hominy  

Parsnips  

Peas:  cooked,  fresh,  frozen,  canned,  dried 

Popcorn,  plain  popped  

Potato  chips,  large,  3"  diam.;  omit  2 Fat 

Exchanges  

Potatoes*,  white  2"  diam.  

Potatoes*,  white,  mashed  

Potatoes*,  sweet  or  yams  


1 slice 
1 

8 

4 
1 
1 
1 

1/4  bun 
1 

j/2 

1/4  cup 

34  cup 

2/4  biscuit 
1/4  cup 
1/4  cup 

2 

20 

3 

5 
3 

(i-8 

12 

21/2  Tb.sp. 
2 Tbsp. 

1/2  cup 
14  cup 
1/3  cup 
1 car 
1/2  cup 
2/3  cup 
1/4  cup 
1 1/4  cups 

10 

1 

1/2  cup 
14  cup 
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Sponge  cake,  plain  1 " cube  1 

Ice  cream,  omit  2 Fat  Exchanges  i/,  cup 


* Instant  potatoes  and  dried  potato  forms  may  lie  used  as 
well  as  the  fresh. 


MEAF  EXC'.HANGES,  LEST  5 
t)ne  Meat  Exchange  contains:  Protein  7 grams,  fat  5 
grams;  73  calories.  Meat  should  he  measured  after  it  is 
cooked.  One  fourth  of  a pound  (4  oz.)  of  raw  meat  with- 
out hones  and  fat  usuallv  weighs  3 ounces  after  cooking. 

Amount  to  Use: 


Meat  and  poultry,  medium  fat  1 oz. 

(beef,  veal,  lamb,  pork,  liver,  game, 
chicken,  etc.) 

Cold  cuts,  4i^"  sqtiare— 1/^"  thick 
.All  meat  type  (Salami,  minced  ham, 

bologna,  liverwurst,  luncheon  loaf)  1 slice 

Frankfurter,  (8-9  |)er  Hr.),  .All  meat  type  1 

Sausage,  3"xi/i",  omit  2 Fat  Exchanges  2 links 

Sausage,  2"  diam.;  omit  2 Eat  Exchanges  ..  . 1 patty 

Fish: 

Catfish,  perch,  bass,  trout,  etc.  1 oz. 

Salmon,  tuna,  cralt,  lobster,  mackerel- 
fresh.  frozen  or  canned  (tvith  or  without 

oil)  1^  cup 

Shrimp,  clams,  oysters,  etc.  5 small 

Sardines  3 medium 

Cheese: 

Cheddar  or  .American  1 oz. 

Cottage  cheese,  creamed  i/^  cup 

Egg  1 

Peanut  Butter*  2 Thsp. 


*I.imit  peanut  butter  to  1 exchange  per  day  or  adjust 
carlrohydrate  (deduct  5 gm.  carbohydrate  per  exchange 
when  used  in  excess  of  I exchange)  . 


PAT  EXCHANCES,  LIST  6 
One  Fat  Fixchange  contains:  Fat  5 grams;  45  calories. 
The  Fat  Exchange  may  l)e  used  in  cooking. 

Amount  to  Use: 


Ihitter  or  margarine  1 tsp. 

Baron,  crisp  or  thin  crisp  salt  pork  I slice 

Coconut,  grated  . 21/2  Thsp. 

Cream;  light  20%  2 Thsp. 

heavy,  40%  (whipped  cream)  1 4 hsp. 

Avocado,  4"  diam % 

Prench  dressing  1 T hsp. 

Mayonnaise  1 tsp. 

Oil  or  cooking  fat,  as  bacon  grease  1 tsp. 

Nuts  6 small 

Olives  5 small 

Sour  cream  2 Thsjr. 

Half-and-half  ..  ..  . !4  oip 

(no  more  than  once  a day) 


FOODS  ALLOWED 
Cioffee 
Tea 

Broth  or  Bouillon 
(no  fat) 

F'izzies 

D-Zerta 

Celatin,  unsweetened 
Rennet  Tablets 
Rhubarb,  fresh  or 
Unsweetened  frozen 


FREE  OR  AS  DESIRED 
Cranberries,  fresh 
Pickles,  unsweetened,  sour 
Pickles,  unsweetened,  dill 
Lemonade  and  pre-packaged 
soft  drink  mixes  sweet- 
ened with  artificial 
sweetener  (limit  pre- 
packaged soft  drink  mixes 
to  2 glasses  daily) 


Common  foods  in  household  measures  are 
grouped  into  6 lists  according  to  the  calories  and 
nutritive  value.  The  child’s  diet  is  selected  from 
the  foods  he  wants  to  eat  at  each  meal  from  the 
6 exchange  lists.  One  portion  of  a food  in  a list 
may  be  exchanged  for  another  portion  on  the 
same  list  as  the  diet  pattern  allows.  Foods  from 
one  list  may  not  be  exchanged  for  foods  from 
another  list  as  the  foods  would  not  contribute 
the  same  nutritive  value  and  calories.  Measuring 
cups  and  spoons  and  food  models  in  correct 
portion  size  are  used  to  explain  the  exchange 
lists.  Paper  food  models  available  free  from  Eli 
Lilly  can  be  used.  Copies  of  exchange  lists  are 
available  free  from  the  Nutrition  Service,  Arkan- 
sas State  Department  of  Health,  Idttle  Rock. 

Children  and  parents  are  cautioned  against 
dietary  excesses,  specifically  the  “sweets”  and 
food  stuffs  of  high  carbohydrate  contents  to 
avoid  hyperglycemia  (and  hypertriglycedemia). 

d’he  diet  strives  to  keep  the  amount  of  carbo- 
hydrate, protein,  and  fat  at  a constant  level  at 
regular  prescribed  intervals  according  to  the  type 
of  insulin  used  and  family  food  pattern.  There 
is  carbohydrate  in  the  milk,  Itread,  fruit,  and  2B 
vegetables  lists.  Protein  is  calculated  from  meat, 
milk,  bread,  and  2B  vegetables.  Fat  calories  are 
calculated  from  the  milk,  meat,  and  fat  lists. 

The  child  needs  to  eat  approximately  the  same 
amount  of  carlfohydrate,  protein,  and  fat  at 
regular  times  of  the  day,  each  day.  If  he  usually 
eats  2 slices  of  bread,  ^ cup  dry  cereal  and  1 cup 
milk  at  Itreakfast,  the  amount  of  carbohydrate, 
protein,  and  fat  in  these  foods  is  calculated  and 
this  same  amount  should  be  eaten  again  the  next 
morning  for  breakfast.  The  three  bread  ex- 
changes, list  4,  could  be  served  as  1 slice  of  bread 
and  I1/2  cups  of  dry  cereal  plus  1 cup  of  milk,  or 
3 slices  of  bread,  no  cereal,  and  1 cup  milk. 

The  little  girl  that  ate  Royal  Anne  Chemes 
with  breakfast  each  day  could  have  had  more 
variety  and  exchanged  her  fruit  for  1/9  cup 
orange  juice  or  grapefruit  or  1/0  cup  apple- 
sauce, etc.,  (see  fruit  exchange  list  3)  and  her 
breakfast  would  not  have  been  so  monotonous. 

There  is  much  confusion  from  advertising 
about  the  tise  of  the  words  diet  food,  dietetic 
food,  and  diabetic  foods.  We  prefer  the  family 
use  easily  available  regular  foods.  “Diet  food” 
can  mean  anything  from  water  added  to  marga- 
rine to  cut  calories  to  no  sugar  in  bread  whicli 
still  has  carbohydrate  calories  from  flour.  Dia- 
betic food  usually  has  less  carbohydrate  than 
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would  normally  he  ex|)e(tcd  but  not  necessarily 
fewer  calories.  Dietetic  food  coidcl  be  low  in 
socliuin.  carbohydrate,  cholesterol,  protein,  or 
almost  any  nutrient.  Reading  labels,  the  small 
print,  can  be  a confusing  and  time  consuming 
task,  rite  only  exception  that  we  recommend  is 
the  use  of  water  packed  or  artificially  sweetened 
fruit  to  include  more  variety  in  the  fruit  ex- 
change list  jtarticularly  when  fresh  fruit  is 
unavailable. 

'I'he  child  is  encouraged  to  eat  a variety  within 
each  focxl  grotip.  LIsually  all  foods  can  be  worked 
into  the  pattern  as  long  as  the  conuxtsition  of  the 
foctcl  is  known.  An  expanded  list  of  foods  is 
given  the  family  detailing  how  to  make  substitu- 
tions using  the  food  exchange  lists.  Holidays  and 
parties  sometimes  call  for  a concentrated  sweet. 
An  occasional  cjuantitative  deviation  is  of  no 
great  consecjuence. 

DlAltEI  IC  DIET  EXCHANGES 
Eriinarily  for  Cliildreii 

^rEA  ^ EXCHANGES  EXCHANGE 


Spare  Ribs  roasted.  3 nicd. 
Canadian  Bacon.  I slice  2i/^x^ 
Brains.  2 oz. 

Cliitiutings,  1 jriece  21/2"  sep 
FA  r EXCHANGES 


1 meat  & 1 fat 
1 meat 
1 meat 
I meat 


Tartar  .Sauce.  1 taltlespoon 
BREAD  EXCHANGES 
C.ANDV  & SWEETS 


2 fat 

BREAD  EXetEANGES 


Hershey’s  Milk  Choc.  Kisses,  7 1 S:  2 fat 

Hersliey's  Mr.  Good  Bar  (5  oz.),  1 & 3 fat 

1 


Jelly  Beans.  10 
Hersliey's  Krackel  5<  bar,  1 
Hersliey's  Milk  Choc,  ivith 
almonds  (D/4  oz.) 

Gum  drops,  2 large  diam. 
or  16  small 

BREAD  EXCHANGES  FOR 

DEABETIC 

Waffle,  4i/4"  diam. 

Pamake,  5"  diam. 

Tomato  Catsup,  4 tablespoons 
Potato  Chips,  (15  pieces  2" 
diam.)  or  1 oz.  package 
Bread  Filling  (stuffing)  i/J  c. 

(fat  used) 

MarshmaJlows.  3 
Tortilla,  6"  diam. 

A'anilla  Wafers,  6 
Cornmeal,  2 tablespoons 
Cornstarch,  2 tablespoons 
Jello  plain  (serving  5 to  package) 
Pretzels,  20  sticks 
or  6 medium  twists 
Pizza,  i/g  of  14" 


1 

1 &:  2 fat 

1 bread,  1 fruit,  1 fat 
1 bread 

BREAD  EXCHANGES 
1 & 2 fat 
1 & 1 fat 
1 


1 S:  2 fat 

1 & 1 fat 
1 
1 
1 
1 
1 
1 

1 

1 bread  exchange  + 

1 fruit  exchange  4- 
1 meat  exchange 


Pizza.  (4  of  "f" 


Pizza.  3i/^"  sip  or  3"x4"  rec  tangle 
Hamburger  Bun  small,  16;pound 
Sherbet,  i/j  cup 
Boston  Brown  bread,  3"  diam. 

’A" 

Rye  Kri.sp,  3 doidile  sep  wafers 
Doughnut,  Raised  (yeast) 
Doughnut,  Cake  type  (plain,  not 

sugared  or  iced) 

I apioca,  minute,  1/2  <^’*p  serving 
Po|)pecl  corn,  11/4  cups 
.Animal  crackers  barnum’s.  10 
Cheese  tid  bits,  24 
Ginger  snaps,  5 small 
Pic  crust  shell,  1/6  of  9"  shell 
Sugar  cookie,  4"  diam. 

Oatmeal  cookie,  3i/^"  diam. 
.SOEP.S-1/3  C.\N 
Chicken  Rice,  CampbelEs 
Beef  Noodle 
Chicken  Noodle,  Heinz 
Beef  with  Vegetables,  Heinz 
C.hicken  Gumbo,  Campbell's 
Chicken  Noodle,  Campbell's 
C4am  Chowder 
Ciiimbo  Creole,  Heinz 
Beef  Ncxxlle.  Heinz 
Pepper  Pot,  Campbell's 
Ciream  of  Chicken,  Campbell's 
Green  Pea,  Cream,  Heinz 
Vegetarian  A'egetable,  Campbell's 
Clam  C howder.  Heinz 
A'egetable,  Campbell's 
Beef 

C.rcam  of  Celery,  Campbell's 
Mushroom,  Cream,  Campbell's 
Scotch  Broth,  Campbell's 
C.ream  of  C.hicken,  Heinz 
Vegetable,  Beef,  Campbell's 
A'egetable,  No  Meat,  Heinz 
(ireen  Pea,  Ciampbell's 
.Asparagus,  C.rcam  of,  Campbell's 
A'egetable,  Beef,  Heinz 
Mushroom.  C.ream,  Heinz 
I Omato,  C.ream  of.  Heinz 
1 omato,  Campbell's 
BEA'ER.\C;ES 
C.oca  Cola,  4 oz. 

Coca  Cola,  6 oz. 

(lingerale,  6 oz. 

Pepsi -Ciola.  4(4  oz. 

Snow  Cone,  small 
Po])side,  twin  bar 
1 ang  Breakfast  Drink.  1/3  cup 
Reconstituted  Eemon  or 
Eimeade,  (4 
Cacler.  Seveet.  1/3  cup 
MISCEEEANEOES 
Bean  Sprouts 


1 bread  exchatige  4- 
1 fruit  exchange  4- 
1 meat  exchange 
1 bread  & 1 meat 
1 bread 
1 bread 

1 

1 

1 &:  1 fat 

1 N 1 fat 
I & 1 fat 
1 
1 
1 
1 

1 & 1 fat 
1 & 1 fat 
1 & 1 fat 

BREAD  EXCHANGES 
p4  1 fa  t 
(4  E 1 fat 
14  ^ I fat 
14  1 fat 

(4  -c.  1 fat 
(4  E 1 fa  t 
(4  E 2 fat 
1/2  E 2 fat 
1/4  E 2 fat 
34  E 1 fat 
.3/4  T-  1 fat 
Yi  E 2 fat 
.3/4  -e  2 fat 
3/4*2  fat 
1 -c-  2 fat 
1 * 1 fat 
1 E 2 fat 
1 E 2 fat 
1 E 2 fat 
1 E 2 fat 
1 E 2 fat 
1 E 3 fat 
1 

I * 1 fat 
1 

1 E 2 fat 
1 1/2  -e  1 Pat 
1 14  1 Pat 

BREAD  EXCHANGES 


11/2 

1 


1 

1 

1 flint  exchange 

1 fruit  exchange 
1 fruit  ext  hange 


.A  vegetable 
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Sweet  Pitkie  (Gherkin  1 

inediuni).  if  2 are  used  count 
Ice  Cream  Gone 
Carnation  Instant  Breakfast 
1 envelope  witli  8 or.  fl.  wliole 
milk 


A vegetable 
B vegetable 
1 fruit 

1 skim  milk  exchange 
1 meat  exchange 
1 1/2  bread  exchange 
1 fat  exchange 


Physical  activity  anti  its  relation  to  food  intake 
is  an  important  aspect  of  diabetic  management. 
Regular  exercise  is  encouraged.  The  child  may 
need  to  eat  a larger  portion  of  food  containing 
protein  in  the  meal  that  immediately  precedes 
an  active  sjxsrt  as  football  or  swimming  (proteins 
stistain  the  blood  stigar  level  longer  than  carbo- 
hydrates) and/or  the  child  could  have  an  extra 
serving  of  carbohytlrate  food  during  or  following 
strentious  exercise.  Children  and  parents  quickly 
learn  how  to  make  adjustments  to  avoid  insulin 
reactions.  If  the  child  needs  to  use  sugar  for 
instilin  reactions  more  than  2 or  3 times  a month, 
some  correction  in  the  diet  or  insulin  should  be 
made. 

riie  problem  of  being  different  worries  chil- 
dren more  than  it  worries  most  adults.  Wanting 
to  be  like  other  children  is  a natural  part  of 
every  child's  development.  One  way  to  help  a 
child  with  this  concern  is  to  point  out  that  he  is 
different  no  more  than  8 minutes  a day,  4 
minutes  for  urine  checks  and  the  4 minutes  it 
takes  to  give  insulin.  The  other  things  we  stress 
to  him,  well  balanced  meals,  regular  exercise, 
and  protection  from  infection,  are  a part  of 
every  wise  penson’s  way  of  life. 

■Since  the  diet  is  made  up  of  ordinal^  foods  and 
the  diet  is  nutritionally  sound,  we  ask  that  the 


whole  family  participate  in  the  diet— not  to  the 
extent  that  food  be  measured  but  that  they  eat 
tlie  same  kind  of  food  the  child  eats. 

Conservation  of  health  is  the  prime  objective 
in  the  care  of  all  patients,  but  for  children  this 
must  be  done  in  a way  that  permits  their  normal 
development,  enabling  them  to  become  adults 
who  are  capable  of  meeting  life’s  responsibilities. 
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Leiomyoma  of  the  Female  Urethra 
Report  of  Two  Cases 

Douglas  B.  Smith,  M.D.,*  Frederick  W.  Feder,  M.D..,*  J.  F.  Kelsey,  M.D.,* 

and  Homer  G.  Ellis,  M.D.* 


ABSTRACT 

Two  cases  of  the  extremely  rare  leiomyoma  of 
the  female  urethra  are  presented.  Nineteen  cases 
have  been  previously  reported  in  the  literature. 
Each  of  our  two  cases  were  treated  successftdly 
with  surgical  excision  without  entrance  into  the 
urethral  lumen.  This  neoplasm  shoidd  be  con- 
sidered in  the  differential  diagnosis  of  any  mass 
beneath  the  anterior  vaginal  wall. 

leiomyoma  arising  in  the  uterus  consti- 
tutes one  of  the  most  common  tumors  in  the 
body.  However,  it  is  seldom  fotmd  in  other 
organs.  Its  occtirrence  in  the  female  urethra  is 
extremely  rare.^  It  is  among  the  least  common  of 
benign  neoplasms  which  arise  from  the  urethra. ^ 
A recent  review  of  the  literature  by  Shield  and 
Weiss  revealed  only  nine  ]>reviously  re{X)rted 
cases.  They  added  one  of  their  own.-^  Our  search 
of  the  literature  uncovered  nine  more  cases.'*  ^ 
A report  of  two  additional  cases  is  presented  here 
making  the  total  reported  cases  only  twenty-one. 

V.  W.,  a 46-year-old  para  3-0-2-3  white 
female  w'as  seen  becatise  of  a four  week 
history  of  aching  in  the  vagina.  She  had  no 
urinary  tract  symptoms.  Dyspareunia  was 
noted.  Examination  revealed  a firm,  non- 
tender mass  that  protrtided  from  the  anterior 
vaginal  wall.  It  did  not  yield  urine,  mucous, 
or  purulent  material  when  pressure  was 
applied.  The  lesion  was  excised  through  a 
midline  incision  in  the  anterior  vaginal  wall. 
Careful  dissection  revealed  a well  encapsu- 
lated mass  originating  from  the  periurethral 
tisstie  adjacent  to  the  bladder  neck.  It  was 
not  connected  to  the  vaginal  mucosa.  En- 
trance into  the  lumen  of  the  urethral  mucosa 
was  not  made.  I’he  specimen  was  5.8  cm  x 
4.3  nn  x 3.5  cm  (Figure  1).  Microscopically 
it  was  comjxtsed  of  interlacing  bundles  of 
unstriated  muscle  cells  in  the  characteristic 
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jxittern  of  a leiomyoma  (Figure  2).  Her  con- 
valescence was  uneventfid. 

P.  K.,  a 37-year-old  para  0-4-2-4  white 
female  was  referred  to  us  itecause  of  a mass 
beneath  the  anterior  vaginal  wall  causing 
dyspareunia.  Examination  revealed  a firm, 
nontemler  ma.ss  beneatli  the  anterior  vaginal 
w'all.  The  lesion  was  excised  through  a 
transverse  incision  in  the  anterior  vaginal 
wall.  The  ma.ss  was  dissected  free  from  the 
surrounding  structures  without  entering  the 


Figfire  2 

Microscopic  section  showing  benign  leiomyoma  cells. 
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urethral  mucosa.  The  specimen  weighed  50 
grams  and  measured  7 air  x 4 cm  x 3 cm. 
Microscopically  it  was  composed  of  bundles 
of  smooth  muscle  cells  typical  of  leiomyoma. 
Her  convalescence  waas  also  uneventful. 

The  usual  clinical  apjieaiance  of  a urethral 
leiomyoma  in  a female  is  that  of  a mass  beneath 
the  anterior  vaginal  wall  visible  at  the  introitus 
(Figure  3).  It  is  very  similar  in  appearance  to  a 
cystourethrocele  or  a urethral  diverticulum.  Oc- 
casionally it  can  cause  bladder  outlet  obstruction 
simidating  male  prostatism. ^ As  we  discovered 
in  our  two  cases,  dyspareunia  is  common. 

Leiomyomas  may  appear  elsewhere  in  the 
urogenital  system,  having  been  re|X)rted  in  the 
bladder,  epididymis,  kidney,  penis,  prostrate, 
scrotum,  seminal  vesicles  and  spermatic  cord. 
The  kidney  is  probably  the  most  common  site.® 
Preoperative  evaluation  of  urethral  leiomyoma 
sltoidd  include  cystoscopy,  urethroscopy  and  void- 
ing cystourethrogram.  This  will  help  localize 
the  extent  of  the  lesion  and  differentiate  it  from 
a urethral  diverticulum. 

As  with  all  benign  urethral  tumors,  surgical 
treatment  of  the  leiomyoma  consists  of  simple 
excision.  I’his  can  be  done  without  entrance 
into  the  urethral  lumen.  A vaginal  approach  is 
Itest  and  enucleation  is  usually  readily  achieved. 

CONCLUSION 

I’wo  cases  of  the  very  rare  leiomyoma  of  the 
female  urethra  are  reported.  Each  presented  as 
a firm  mass  adjacent  to  the  urethra.  Each  was 


successfully  treated  by  vaginal  surgery  without 
entrance  into  the  urethral  lumen.  This  benign 
neoplasm  should  be  considered  in  the  differential 
diagnosis  of  any  mass  beneath  the  anterior 
vaginal  wall. 
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History  of  the  Arkansas  Chapter  of  American 
College  of  Surgeons  Charter  No.  51 

Martin  C.  Hawkins,  Jr.,  M.D.,  F.A.C.S.* 


T„e  Aiueritan  C^ollege  of  Surgeons,  a na- 
tional organization  which  was  founded  in  1913, 
is  the  oldest  surgical  accrediting  organization  in 
the  United  States,  thus  preceding  the  surgical 
specialty  hoards  I)y  several  years. 

The  Arkansas  Chapter  of  the  American  College 
of  Surgeons  was  organized  in  Searcy,  White 
County,  Arkansas,  June  15,  1942.  Twenty-two  of 
Arkansas’  sixty  members  of  the  College  of  Sur- 
geons were  present. 

During  the  morning  session,  the  officers  of  the 
Arkansas  Chapter  were  elected  as  follows:  Presi- 
dent, Martin  C.  Hawkins,  Jr.,  M.D.  of  Searcy; 
Vice-President,  A.  S.  Buchanan,  M.D.  of  Piescott; 
Seaetar^’-Treasurer,  D.  E.  White,  M.D.  of  El 
Dorado. 

During  a luncheon  at  the  Mayfair  Hotel  in 
Searcy,  the  group  heard  Commander  Homer  A. 
Higgins,  AED.,  a member,  who  sjx>ke  on  “Medi- 
cal Problems  of  the  Selective  Service  System”.  A 
scientific  program  after  the  noon  session  was 
given  by  the  following  members:  “Surgery  of  the 
Chest”,  J.  K.  Donaldson,  M.D.  of  Little  Rock; 
“Review  of  the  Literature  on  Herniation  of 
Intervertebral  Discs”,  Joseph  E.  .Shuffield,  M.D. 
of  Little  Rock;  “Urological  Problems  of  Interest 
to  the  General  Surgeon”,  H.  E.  H.  Jones,  M.D.  of 
Little  Rock. 

During  this  meeting,  it  was  agreed  that  the 
Chapter  would  meet  twice  annually;  that  the 
next  meeting  would  be  at  the  University  of 
Arkansas  Medical  Center  in  Little  Rock  at  which 
time  the  Department  of  Anatomy  would  present 
a program  on  surgical  anatomy. 

Because  of  the  second  world  war,  the  meetings 
of  the  Chapter  were  greatly  curtailed.  The  same 
officers  elected  in  1942  served  until  1951.  In 
some  instances  few  records  were  kept  and  our 
secretary  failed  to  forward  them  to  the  home 
office  in  Chicago,  explaining  why  our  home 
office  has  reported  they  are  missing  entirely. 

However,  after  the  war  the  Chapter  again 
became  active.  14ie  Arkansas  Chapter  met  twice 

’Route  3,  Searcy,  Arkansas  72143. 


annually  at  various  towns  in  the  State;  many 
times  at  the  University  of  Arkansas  Medical 
Center  with  participation  by  the  facidty  of  the 
Department  of  Surgery  and  Surgical  Specialties. 
Also,  the  Arkansas  Chapter  often  met  during  the 
annual  meeting  of  the  Arkansas  Medical  Society. 
By  this  time,  the  Southwestern  Surgical  Congress 
had  organized  and  members  from  Arkansas  fre- 
cpiently  met  with  the  Arkansas  Chapter  of  the 
College  of  Surgeons. 

Especially  interesting  and  informative  meetings 
were  held  both  in  and  out  of  the  State  as  follows: 

dlie  .Arkansas  Chapter  of  the  American  College 
of  Surgeons  met  at  Little  Rock  March  29,  1951, 
for  the  following  program:  “Management  of 
Burns”,  Ellery  C.  Gay,  M.D.  of  Little  Rock; 
“Hysterectomy,  Indication  and  Choice  of  Ojx^ra- 
tion”,  Willis  E.  Brown,  M.D.,  Professor  and  Head 
of  Department  of  Obstetrics-Gynecology  at  the 
University  of  Arkansas  Medical  Center  at  Little 
Rock;  “Anesthetic  Emergencies”,  Edwin  Rushia, 
M.D.  of  I.ittle  Rock. 

Officers  elected  were:  President,  M.  C.  Haw- 
kins, Jr.,  M.D.  of  Searcy;  Vice-President,  W.  B. 
Harrell,  M.D.  of  Texarkana;  Seaetary,  D.  E. 
White,  M.D.  of  El  Dorado. 

The  Arkansas  Chapter  of  the  College  of  Sur- 
geons and  the  Southwestern  Surgical  Congress 
met  jointly  at  the  Arlington  Hotel,  August  22, 
1952,  with  the  following  program:  “Carcinoma 
of  the  Breast”,  John  B.  Goode,  M.D.  of  Dallas, 
Texas;  “Tumors  of  the  Neck”,  T.  P.  Foltz,  M.D. 
of  Fort  Smith;  “Acute  Abdominal  Emergencies”, 
S.  W.  Hawkins,  M.D.  of  Fort  Smith. 

Officers  elected  were:  President,  W.  G.  Cooper, 
M.D.  of  Little  Rock;  Secretary,  Peter  O.  Thomas, 
M.D.  of  Little  Rock. 

Specialty  Session— Surgery;  Tuesday,  April  22, 
1952.  Presiding:  Henry  G.  Hollenberg,  M.D.  of 
Little  Rock,  with  the  following  program: 
“Hernia”,  Gene  B.  Starkloff,  M.D.;  “Bladder 
Tumors”,  Grayson  Cairoll,  M.D.;  “Handling 
Acute  Intestinal  Obstructions”,  Harvey  Stone, 
M.D. 
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On  September  18,  1953,  the  Arkansas  Chapter 
of  the  American  College  of  Surgeons  anti  the 
Southwestern  Surgical  CongTCss  met  at  Hot 
Springs  with  the  following  program:  “Manage- 
ment of  Massive  Gastrointestinal  Bleeding  ", 
Denton  A.  Cooley,  M.D.  of  Houston,  Texas,  and 
Ciyril  J.  Costello,  M.D.  of  St.  Louis.  Case  reports 
were  given  by  H.  A.  Causey,  M.D.  of  Pine  Bluff; 
M.  C.  Hawkins,  Jr.,  M.D.  of  Searcy;  Roy  I.  Mil- 
lard, M.D.  of  Russellville;  H.  E.  Mobley,  M.D. 
of  Morrilton  and  John  1).  Olson,  M.D.  of  Fort 
Smith. 

Officers  elected  were:  President,  T.  P.  Foltz, 
M.D.  of  Fort  Smith;  Vice-President,  Roy  1. 
Millard,  M.D.  of  Russellville;  Secretary,  Peter  O. 
"I'homas,  M.D.  of  Little  Rock.  Councilors  for 
the  American  College  of  Surgeons  from  Arkansas 
were:  Joseph  F.  Shuffield,  M.D.  of  Little  Rock; 
M.  C.  Hawkins,  Jr.,  M.D.  of  Searcy;  John  D. 
Olson,  M.D.  of  Fort  Smith. 

Lite  Surgery  Section  held  a symposium  at  the 
Coach  Room  in  the  Arlington  Hotel  in  Hot 
Sjtrings  on  April  21,  1953,  with  S.  W.  Hawkins, 
M.D.  of  Fort  Smith  presiding.  Participants  in 
the  discussions  were  H.  W.  Scott,  .M.D.  of  Vander- 
bilt University,  Nashville,  Tennessee;  Eugene 
Bricker,  M.D.  of  Washington  University  School 
of  Medicine  in  St.  Louis;  J.  Garrott  Allen,  M.D. 
of  University  of  Chicago,  Chicago,  Illinois. 

On  March  12-13,  195(i,  the  members  of  the 
Arkansas  Chapter  hosted  a sectional  meeting  of 
the  American  College  of  Surgeons.  Some  four 
hundred  members  were  present  from  Mississippi, 
Louisiana,  I'exas,  Tenne.ssee,  Oklahoma,  Mis- 
souri and  Arkansas. 

Warren  H.  Cole,  M.D.  of  Chicago,  president 
of  the  American  College  of  Surgeons,  presided 
and  participated  in  the  convention  session. 

A symposium  on  the  “Management  of  Mass 
Casualties”  was  presented  March  12.  Speakers 
were  Lt.  Colonel  James  B.  Hartgering,  M.D., 
Whdter  Reed  Army  Center  at  Washington; 
Joseph  R.  Scheffer,  M.D.  of  Washington,  Chief 
Surgical  Consultant  of  the  Office  of  the  Surgeon 
General,  Department  of  the  Anny;  Thurman  G. 
Blocker,  M.D.  of  Galveston,  Texas  and  Gurtis 
Lohr,  M.D.  of  the  St.  Louis  County  Hospital  at 
Cdayton,  Missouri. 

A symposium  on  “Trauma”  was  held  at  which 
time  Robert  H.  Kennedy,  M.D.  of  New  York 


Lbiiversity  College  of  Medicine  and  Carl  A. 
Moyer,  M.D.  of  Washington  University  School 
of  Medicine  were  the  speakers. 

Dr.  Cole  had  a symposium  on  “Surgery  of  the 
Aged”  on  March  13.  Others  participating  in- 
cluded Gilbert  O.  Dean,  M.D.,  Henry  G.  Hollen- 
berg,  M.D.  and  Joseph  F.  Shuffield,  M.D.,  all  of 
the  University  of  Arkansas  College  of  Medicine 
in  Little  Rock;  as  well  as  H.  Teasley,  M.D.  of 
Texarkana,  University  of  Arkansas  College  of 
Medicine  and  Willard  H.  Parsons,  M.D.  of  the 
University  of  Mississippi  School  of  Medicine  at 
Vicksburg. 

A cancer  symposium  was  held  March  13  and 
included  William  J.  Engall,  M.D.  of  Cleveland, 
Ohio,  Cleveland  Clinic  Foundation;  1.  Meschan, 
M.D.  formerly  of  the  University  of  Arkansas 
College  of  Medicine  and  now  with  the  Bowman- 
Gray  School  of  Medicine  in  Winston-Salem, 
North  Carolina,  and  William  H.  Tuttle,  M.D.  of 
Wayne  University  College  of  Medicine,  Detroit, 
Michigan.  The  meeting  closed  with  a symposium 
on  “Acute  Abdomen”  with  James  M.  Mason, 
M.D.  of  Birmingham  Medical  College  of  Ala- 
bama and  B.  Mardin  Black,  M.D.  of  Rochester, 
Minnesota,  Mayo  Foundation  University  of 
Minnesota  Graduate  School  of  Medicine. 

December  9,  1956— The  Arkansas  Chapter  of 
the  American  College  of  Surgeons  presented  with 
the  Lhiiversity  of  Arkansas  Medical  Center  a 
question  and  answer  panel  on  surgery  and  surgi- 
cal specialties. 

1960— The  Chapter  met  as  guests  of  Ochsner’s 
Clinic  in  New  Orleans. 

1962—  The  Chapter  met  at  Charity  Hospital  in 
New  Orleans  as  guests  of  Tulane  University. 

1963—  The  Chapter  journeyed  to  Houston, 
d'exas,  and  we  were  guests  of  the  staff  of  the 
M.  D.  Anderson  Hospital. 

1964—  We  were  the  guests  of  the  staff  at  Emery 
LIniversity  of  Atlanta,  Georgia,  who  presented  a 
program  for  the  Chapter. 

1965—  The  Chapter  again  returned  to  New 
Orleans  where  we  were  guests  of  the  staff  of 
Ochsner’s  Clinic. 

1966—  We  went  to  St.  l,ouis,  Missouri,  where 
we  were  privileged  to  have  a scientific  program 
presented  at  Barnes  Hospital  by  the  surgeons  and 
Washington  University  faculty  members. 
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For  llic  last  several  years,  (lie  Chapter  has  been 
meeting  in  Hot  Springs,  .\rkansas,  in  March; 
Eden  Isle  in  jnne. 

d'he  census  list  ol  the  Arkansas  Chapter  of  the 
American  College  of  Surgeons  compiled  by  the 
Arkansas  Medical  Society  is  one  hundred  and 
fifty-five  fellows  at  this  time. 

An  attempt  has  been  made  to  include  details 
of  the  nmnerons  meetings,  interesting  programs 
with  highlights  included.  However,  written 
records  were  not  available  for  some  of  the  func- 
tions of  the  Cihapter. 

A list  of  past  presidents  of  the  Arkansas  Chap- 
ter of  the  American  College  of  Surgeons  is  as 
follows: 

Jnne  15,  1912  M.  C.  Hawkins,  Jr.,  M.D.,  Searcy 


1951  ..  M.  C.  Hawkins,  Jr.,  M.D.,  Searcy 

1952  William  G.  Cooper,  M.D.,  Little  Rock 

1953  Thomas  P.  Foltz,  ^f.D.,  Fort  Smith 

1954  Thomas  P.  Foltz,  M.I).,  Fort  Smith 

1955  - Roy  1.  Millartl,  M.D.,  Russellville 

1956  William  B.  Harrell,  M.I).,  Texarkana 

1957  .Julius  B.  Heliums,  M.D.,  Dumas 

1958  Fred  Krock,  M.D.,  Fort  Smith 

1959  Ellery  C.  Gay,  M.D.,  IJttle  Rock 

1960  Jean  C.  Gladden,  M.D.,  Hanison 

1965 Joliii  H.  Burge,  M.D.,  Lake  Village 

1969  Marlin  B.  Hoge,  M.I).,  Fort  Smith 

1970  William  G.  Cooper,  M.D.,  Little  Rock 

1971  Frank  Padberg,  M.I).,  Little  Rock 

1972  Frank  Padberg,  M.D.,  Little  Rock 

1973  David  Yocnm,  M.D.,  El  Dorado 

1974  David  Yocum,  M.D.,  El  Dorado 

1975  Porter  R.  Rodgers,  Jr.,  M.D.,  Searcy 


SOURCES  OF  INFORMATION 

Inlormation  relative  to  the  history  of  the 
Arkansas  Chapter  of  the  American  College  of 
Surgeons  was  obtained  from  the  following 
.sources: 

Arkansas  Gazette,  Little  Rock 

.Arkansas  .Medical  .Society,  Fort  Smith 

Little  Rock  Pulilic  Library,  Little  Rock 

Searcy  Daily  (iitizen,  Searcy 

LIniversity  of  Arkansas  .Medical  Center,  Little 
Rock 

Communication  with  members  of  the  Chapter, 
data  of  available  (Chapter  programs,  nnmerous 
phone  calls,  history  in  my  personal  files  and 
personal  communication  with  families  of  some 
of  the  deceased  members. 

For  sources  of  information  mentioned  above, 
1 had  the  Specialty  Desk  Service  for  the  .Arkansas 
Chapter  of  the  .American  College  of  Surgeons  in 
the  offices  of  the  .Arkansas  Medical  Society  in 
Fort  Smith  .send  out  tjuestionnaires  to  all  mem- 
bers. Completed  (piestionnaires  received  ha\e 
been  put  into  a looseleaf  book  form  so  that 
additional  data  can  be  added  over  the  years  as 
a part  of  the  Chapters'  permanent  records.  .Also, 
photostatic  copies  from  various  sources  attesting 
to  the  authenticity  of  historical  data  irsed  have 
been  made  a part  of  the  book. 

4’he  office  of  the  .Arkansas  Medical  .Society 
has  agreed  to  file  our  permanent  records,  in- 
cluding a copy  of  this  history,  for  possible 
reference  in  the  future  by  interested  parties  so 
that  all  this  research  will  not  have  to  be  rejreated. 
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PEDIATRICIAN  OR 
FAMILY  PRACTICE  . . . 

Are  you  ready  to  settle  into  one  of  the 
fastest  growing  communities  in  the  State 
and  start  your  new  practice;  Just  leasing 
new  office  space.  Ground  level  950  sq. 
ft.  and  more  on  the  2nd  level  of  a new 
shopping  center  with  easy  access  and 
unlimited  parking.  If  you  want  your  own 
practice  free  from  clinic  limitations,  con- 
tact M.  R.  Wood,  P.  O.  Box  P,  Conway, 
Ark.  72032,  for  full  details. 


Medical  Personnel  Needed 


Dedicated  Health  Professionals 
needed  to  serve  the  Developmenlallv 
Disabled  at  the  Arkansas  Children’s 
Colon>.  Conway,  Ark. 

Immediate  openings  for: 

Medical  Services  .Administrator 
— House  furnished  — Salary 
Open. 

Staff  Physician  — Salary  Open. 
Please  contact  Hurlis  \.  Graham, 
Suite  300,  Professional  Bldg.,  .No. 
Little  Rock,  Ark.  72116.  Tele- 
phone: 501-371-1268. 


WANTED:  Physi  cian  in  Emergency  De- 
partment practice  in  acute  care,  general 
hospital  of  166-beds,  currently  in  early 
phase  of  twelve  million  dollar  expansion 
program.  Approximately  40  hour  week. 
Arkansas  license  necessary.  Back  up  of 
large  specialty  staff.  City  of  35,000  and 
home  of  the  University  of  Arkansas. 
Beautiful  recreational  area.  Contact:  Ad- 
ministrator, Washington  Regional  Med- 
ical Center,  Fayetteville,  Ark.  72701; 
(501 ) 442-8211. 


New  group  being  formed,  new  twelve- 
man,  “fee  for  service  clinic”,  just 
opened  in  need  of  Ophthalmologist,  Urol- 
ogist, Internist  and  Family  Practitioners. 
Excellent  school  system,  two  high  schools 
and  University  only  18  minutes  away. 
No  starting  investment  and  full  partner- 
ship available. 

Contact  Marvin  Hendrix,  Admin.,  or  J. 
Larry  Lawson  (501)  239-4011  in  Para- 
gould,  Arkansas. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  lor  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OP  REACH  OF 
CHILDREN. 


Indications;  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications;  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren. because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  afropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia. tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg  ) q i d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia. lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680 
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Pulled  Elbow 

R.  Barry  Sorrells,  M.D.* 


General 

'I’he  etiologically  descriplive  term  “pulled 
elbow"  refers  to  a fretpiently  encoimtered  prob- 
lem in  the  practice  of  Office  Orthopedics.  This 
soft  tissue  injury  of  the  ratliohumeral  joint  is 
precipitated  by  sudden  traction  on  the  extended 
upper  extremity  of  a young  child.  The  .synony- 
mous tenns  “Nursemaid's  Elbow”d  " '^  “Super- 
market Elbow”,  and  “d'emper  Tantrum  Elbow” 
lend  further  causal  desaiption  to  this  painful, 
crippling  malady  of  the  pre-schooler. 

Characteristically,  the  child  is  lifted  by  the 
extended  arm  with  the  forearm  pronated.  (Eig.  1) 

•Little  Rock  Orthopedic  Clinic,  P.A.,  P.  O.  Box  5270,  Little 
Rock,  Arkansas  72205. 
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Boys  sustain  a pidled  elljow  more  commonly  than 
girls  and  the  left  elliow  is  more  commonly 
affected  than  tlie  riglrt.^  ^^'S-s  The  reason  for  the 
sudden  lifting  by  the  outstretched  arm  is  usually 
an  attempt  by  another  person  to  prevent  injury. 
Occasionally,  the  child  led  by  the  haiul  stumbles 
and  falls,  tries  to  escape,  or  simply  needs  a 
“boost”.  Erecpiently  the  result  is  a “pulled 
elbow”. 

Physical  Findings 

d he  appearance  of  the  injured  child  is  char- 
acteristic of  the  orthopedic  problem  at  hand.  He 
stands  with  the  injured  elbow  limply  at  the  side, 
frequently  supporting  his  forearm  with  the 
opposite  hand,  d’he  forearm  is  always  pronated 
and  the  elbow  partially  flexed.  On  gentle  palpa- 
tion one  can  elicit  local  tenderness  over  the 
anterolateral  aspect  of  the  radial  head.  There 
is  little  resistance  to  flexion  and  extension.  But 
supination  of  the  forearm  is  markedly  linnted 
and  voluntarily  resisted.  Van  Arsdale’s  graphic 
description  of  this  constant  physical  finding  is 
as  accurate  today  as  it  w'as  in  1889;  “Passive 
supination  at  once  calls  forth  energetic  protesta- 
tions; the  child  cries  out  and  actively  resists  the 
motion  as  much  as  it  can,  interferes  with  the 
other  hantl  and  tries  to  escape.”^'* 

Pathology 

Much  has  been  written  in  specidation  regard- 
ing the  pathology  of  this  lesion  Ijeginning  with 
Fourniei"  in  1()71.  However,  one  of  the  most 
rea,sonable  explanations  was  well  researched  and 
described  by  Salter  and  Zaltz”  in  1971,  three 
hundred  years  later.  They  found  that  as  longi- 
tudinal traction  is  applied  to  the  outstretched 
arm  with  the  elbow  pronated,  the  anmdar  liga- 
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meat  tears  at  its  attachment  to  the  radius.  The 
liead  of  the  radius  then  moves  distally.  When 
traction  is  released,  the  ligament  is  caiaied  up 
and  becomes  impacted  between  the  radius  and 
capitelhnn.  (Fig.  2)  Because  the  shape  of  the 
radial  head  is  not  completely  regular,  the  liga- 
ment can  be  replaced  by  slight  flexion  and 
supination— thus  the  method  of  treatment. 

Radiology 

X-ray  findings  are  minimal  and  generally  not 
helpful.  As  stated,  this  is  a soft  tissue  injury 
and,  while  sultluxation  of  the  radial  head  does 
occur,  it  is  minimal  and  usually  not  demonstrable 
radiographically.  An  x-ray  to  rule  out  fracture 
should  Ije  made,  however.  This  may  prove 
therapeutic  rather  than  diagnostic  since  reduc- 
tion is  often  accomplished  as  the  x-ray  technician 
attempts  to  supinate  the  forearm  in  attempt  to 
record  a “true  AP  view”  of  the  ell>ow. 

Treatment 

As  described  above,  treatment  is  usually  simple 
and  accomplished  with  ease  either  before  or  after 
the  diagnosis  is  matle.  An  attempt  is  made  to 
gain  the  child’s  confidence  and  the  injured  arm 
is  supported  with  one  hand  under  the  wrist  as 
the  other  supports  the  elbow.  Meanwhile  a 


finger  or  thumb  exerts  gentle  pressure  directed 
medially  at  the  radiohumeral  joint.  While  the 
child’s  attention  is  diverted,  the  forearm  is 
quickly  and  firmly  supinated  with  a single 
motion.  A palpable  and  sometimes  audible 
“click”  can  lie  detected,  indicating  successful 
reduction.  Following  reduction,  the  parent  reacts 
with  amazement,  the  child  is  non-impressed,  and 
use  of  the  arm  immediately  returns. 

Immobilization  of  the  flexed  elbow  in  a simple 
sling  is  recommended  following  successfid  reduc- 
tion. Tltis  is  mainly  a prophylactic  measure  to 
prevent  additional  traction  injury  from  a parent, 
peer,  or  sibling  pending  soft  tissue  healing. 

Prognosis 

The  majority  of  “pulled  elbows”  are  probably 
reduced  either  spontaneously  by  the  patient  or 
someone  else.  As  a result  many  are  never  seen 
by  a physician  and  statistics  are  difficult  or  im- 
possible to  assess. 

After  manipulative  reduction  of  a “pulled 
elbow”  the  prognosis  is  excellent  although  ap- 
proximately 5%  will  sustain  one  recurrence  of 
the  lesion  as  a result  of  a sidrsequent  traction 
injury.!- 


Figure  2 

The  Pathology  of  Pulled  Elbow.  The  annular  ligament  is  tom  when  the  arm  is  pulled.  The  radial  head  moves  distally  and  when  traction 
is  discontinued  the  ligament  is  carried  into  the  joint. 
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Ill  cliiklrcii  over  the  af>e  ot  lour,  a recurrent 
pulled  elbow  may  be  irreducilile  iiy  closed  ma- 
iiipulatioii,  and  open  treatment  may  be  necessary 
on  rare  occasion. 
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ELECTROCARDIOGRAM 


The  Department  of  Cardiology,  University  of  Arkansas  Medical  Center 
(See  Answer  on  Page  214) 

The  patient  is  a 68-year-old  female  who  was  reported  to  have  a myocardial  infarction  in 
1971.  The  patient's  present  complaint  was  of  intermittent  rapid  irregular  heart  action,  accom- 
panied by  dyspnea  and  dizziness.  A routine  ECG  was  done  and  showed  sinus  rhythm  with  no 
clear  evidence  of  previous  damage. 

A past  posterior  infarction  could  not  be  excluded.  (Fig.  1)  A treadmill  exercise  test  was  started 
but  was  terminated  at  an  early  stage.  (See  Fig.  2) 

What  is  your  assessment  and  recommendation  for  management. 


Robert  T.  Bulloch,  M.D. 

Professor  of  Medicine 
Chief,  Cardiology  Section 
University  of  Arkansas  For  Health  Sciences 
Little  Rock,  Arkansas  72205 
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PUBLIC  HEALTH  AT  A GLANCE 


Arkansas  Alliance  for  Eradication  of  Venereal  Disease 

Miss  Carol  A.  Hopkins* 


H ow  luucii  concern  docs  venereal  disease 
rate?  Sometimes  (|nite  a Int  and  sometimes  none 
at  all.  It's  amazing  the  ‘waves’  that  are  created 
simply  by  mentioning  the  term  ‘venereal  disease'. 

On  Jidy  18,  1971,  a group  of  prominent  indi- 
viduals met  to  discuss  and  do  something  about 
venereal  disease.  This  group,  composed  of  these 
prominent  individuals  and  representatives  of 
organizations  throughout  the  State  including: 
Dr.  Ben  X.  Saltzman,  President,  Arkansas  Medi- 
cal Society;  Kent  Rubens,  State  Representative, 
West  Memphis;  Dwain  Cromwell,  Director  of 
Public  Relations,  Regional  Medical  Program, 
Little  Rock;  Dr.  Robert  B.  Miller,  Jr.,  Physician, 
Helena;  Dr.  Rex  C.  Ramsay,  Jr.,  Director-,  Arkan- 
sas Department  of  Health  and  Dr.  E.  J.  Easley, 
Assistant  Director,  Arkarrsas  Departrrrerrt  of 
Health,  formed  the  .\rkairsas  Alliance  for  Eradi- 
cation of  VTnereal  Disease  (AAEVD). 

The  Alliance  organizational  structure  consists 
of  a board,  executive  chairnrair,  coordirrator, 
council  of  advisors  arrd  chapter  alliances. 

l ire  rrrenrbers  of  the  Alliairce  believe  that  the 
verrereal  disease  epidetrric  is  a proirlenr  of  State 
inrportairce;  this  problem  canrrot  be  solved  by 
official  goverimreirt  agencies  alone;  there  rrrust 
be  a coordiiration  of  efforts  in  terirrs  of  tirrre, 
eirergy  and  resources;  all  persoirs,  whether  group 
or  individual,  can  pronrote  eradicatioir  of  vene- 
real tlisease;  and  the  State  Alliance  of  volnrrteers 
orierrted  prirrrarily  to  service  iir  combatirrg  verre- 
real  disease  cair  briirg  alrout  sigirificant  chairge. 

1 he  Alliairce  is  an  education /action  oriented 
association  consisting  of  all  organizatioirs,  agerr- 
cies  and  individuals  interested  in  the  eradication 
of  venereal  disease  through  a pooling  of  services 
at  a Statewide  level  and  also  through  chapter 
alliances  in  connrrunities  where  venereal  disease 

*PH  Education  Supenisor,  Arkansas  Department  of  Health,  4815 
West  Markham,  Little  Rock.  Arkansas  72205. 


is  a priority.  I’o  date,  nine  Chapter  Alliances 
have  Ireen  formed. 

The  Alliance  will  add  to  the  present  venereal 
disease  control  program  by  coordinating  efforts, 
which  has  not  beerr  doire  in  the  past,  and  by 
creatiirg  more  community  involvement,  partici- 
pation and  awareness  throughout  the  State. 
Other  diseases  such  as  smallpox,  polio,  tliph- 
theria,  tuberculosis  are  ‘not  tolerated'  and  are 
almost  completely  eradicated.  'Venereal  disease 
should  be  added  to  the  list. 

Currently,  in  the  nation,  Arkansas  ranks  24th 
in  .syphilis  and  lOth  in  gonorrhea.  Taken  by  age 
groups,  Arkansas  is  5th  in  the  15-19  year  olds 
and  4th  in  the  20-24  year  old  category.  Out  of 
100  reported  cases  94  are  under  30  years  of  age. 
\\T  are  still  in  an  epidemic  situation  even  though 
Arkansas’  statistics  are  more  encouraging  than 
they  have  been  in  the  past. 

On  [uly  19,  1975,  Dave  McCown  was  elected 
Chairman  of  the  .Mliancc.  He  replaced  Joint 
McIntosh  of  the  ,\rkansas  Metlical  .Society. 

McCown  said,  “Over  the  next  five  years  we 
will  see  venereal  di,sease  become  a major  concern 
of  public  health  in  this  country.  Up  till  now 
Arkansas  lias  been  the  leader  among  the  50  states 
in  mobilizing  for  the  epidemic  which  will  soon 
be  of  national  concern.  Public  awareness  will 
cause  other  states  to  follow  .Vrkansas'  example, 
and  they  will  be  looking  to  ns  as  a model  on 
which  to  base  their  own  campaigns.” 

“Here  in  Arkansas  we  are  just  Iteginning.  \Vc 
have  a res]X)nsilrility  not  only  to  Arkansas  l)ut 
to  the  nation  as  a whole  to  broaden  the  scope  of 
our  acti\'ities  in  combating  venereal  disease”, 
according  to  McCown. 

“\‘cncreal  disease  can  be  defeated  only  by  a 
conscientious  effort  on  the  part  of  every  person”, 
said  McCown,  “whether  he  be  an  “aware”  pliy- 
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sician  or  a 12-year-old  person.  It  is  our  job  as 
professionals  to  bring  this  disease  out  of  the 
closets  and  into  the  open.  And  we  can  do  this 
only  if  you  are  willing  to  help.” 

Dr.  Ralph  Henderson  of  the  Communicable 
Disease  Center  in  Atlanta,  Georgia,  called  “Ar- 
kansas’ V.D.  Control  Program  a ‘model’  for  other 
states”. 

We  will  continue  to  be  this  ‘model’  through 
work  of  the  Alliance,  its  membei'ship,  help  of  the 
‘aware’  physician,  complete  re|x>rting  of  venereal 
disease  cases,  follow-up  through  contacts  and  the 
interest  and  support  of  the  layman. 

Arkansas  has  led  the  country  in  immunization 
through  the  concentrated  efforts  of  the  “Every 
Child  By  ’74”  and  “Every  Child  In  ’74”  cam- 


paigns. Now  we  lead  the  nation  in  venereal 
disease  control— not  venereal  disease  case  rate,  as 
in  the  past. 


ANSWER— Electrocardiogram  of  the  Month 

The  exercise  ECG  showed  development  of  very  frequent 
multiform  ventricular  beats  and  probably  supraventricular 
beats  with  aberrant  ventricular  conduction.  The  patient 
had  previously  been  on  procaine  amide  but  became 
allergic  to  this  drug.  Currently  she  is  taking  quinidine 
300  mg  q 6h  and  propranolol  10  mg  q 6h.  The  rhythm 
disturbance  has  not  been  abolished,  but  is  markedly 
decreased  by  subjective  and  objective  criteria. 


Surgery,  Gynecology,  and  Obstetric  s "What's  New  " 

Alfred  Kahn,  Jr.,  M.D. 


5kirgery,  Gynecology,  and  Obstetrics  again 
presents  a “What’s  New”  Symposium  in  Surgery 
—this  is  the  sixteenth  and  it  is,  as  usual,  excellent. 
It  is  of  interest  to  all  physicians,  not  just  surgical 
specialists. 

D.  C.  McGoon  wrote  the  section  on  cardio- 
thoracic  surgery  and  discussed  the  difficulties  in 
reconstruction  of  the  trachea.  His  review  indi- 
cates the  degree  of  tension  required  to  approxi- 
mate tlie  cut  ends  of  the  trachea  play  a major 
role— less  tension,  better  healing.  Of  particular 
interest  are  his  comments  about  internal  mamma- 
ry transplantation  to  increase  the  blood  supply 
of  the  heart;  he  feels  this  operation  has  to  be 
used  with  great  care  and  only  if  the  vessel  has  a 
good  blood  flow;  this  operation  has  a limited 


use.  With  regard  to  grafting  to  coronary  vessels, 
McGoon  stresses  the  operation’s  long  term  results 
are  not  fully  known.  The  indications  are  that 
after  coronary  artery  grafting,  the  grafted  vessels 
show  an  enhanced  tendency  to  obstructive 
lesions.  A third  report  of  general  interest  was 
the  matter  of  obtaining  cardioplegia  for  surgery; 
new  work  suggests  potassium  washes  may  be  the 
best  way. 

“What’s  New  in  Gastro-Intestinal  and  Biliary 
Condition”  was  authored  by  S.  I.  Schwartz.  He 
reports  a new  type  of  ph  meter  that  is  capable  of 
telometry  when  used  in  esophageal  and  gastric 
studies.  He  has  summarized  new  information  on 
gastric  secretion;  of  particular  interest  are  his 
remarks  about  aspirin.  Prostaglandin  E levels 
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in  the  stomach  decrease  the  manufacture  of 
Prostaglandin  E after  aspirin  consumption;  it 
is  suggested  that  this  may  play  a role  in  the 
ulcerogenic  activity  of  aspirin.  From  a histologic 
point  of  view,  he  states  that  definite  neuro- 
anatomic  evidence  of  the  vague  nerve  innervating 
parietal  cells  has  been  found  but  the  report  has 
not  had  a second  confirmatory  report  yet.  There 
has  been  a lot  of  interest  in  the  hepatic  conse- 
quences of  ileal  by-pass  procedures  for  over- 
weight; one  author  believes  that  bacteroides 
proliferate  in  the  by-passed  portion  of  the  ileum; 
the  bacteroides  secrete  an  endotoxin  which 
injures  the  liver;  antibiotics  might  be  helpful. 

J.  H.  Nelson  reviewed  gynecology  and  ob- 
stetrics. The  material  presented  is  largely  an 
extension  of  previous  work.  One  {X)int  of  special 
interest  concerns  his  suggestions  that  a fetus  can 
be  treated  for  intra-uterine  problems  with  an 
amnioscope.  There  are  anti  prolactin  drugs  be- 
ginning to  appear;  CB  154  is  mentioned  as  such 
a drug. 

Neurologic  Surgery  was  reviewed  by  R.  H. 
Patterson,  Jr.  He  reports  that  aneurysms  of  the 
nervous  system  which  cannot  be  excised  can  be 
coated  with  glue;  one  that  is  for  sale  over  the 
counter  that  works  well  is  ethyl-2-cyanoacrylate; 
it  polymerzes  in  two  minutes  when  put  on  to  wet 
tissue;  Patterson  further  states  that  this  material 
seems  to  be  free  of  toxicity  and  does  not  elicit 
unusual  reactions  by  the  body.  Another  interest- 
ing point  brought  up  was  the  question  of 
whether  to  operate  on  a vascular  abnonnality  as 
an  aneurysm  if  it  were  in  a motor  area  or  other 
sensitive  location.  Opinion  has  been  against  this 
for  fear  of  leaving  a neurologic  deficit.  Patterson 
states  that  one  review  indicates  it  is  safe  to 
remove  aneurysm  in  these  areas  as  the  surround- 
ing brain  tissue  is  said  to  be  “non-functional”. 
Chymopapain  treatment  of  injured  discs  is  dis- 
cussed—but  nonenthusiastically.  The  feeling  is 
presented  that  the  residts  with  the  enzymes  is 
not  as  good  as  surgery  where  the  diagnosis  is 
uncomplicated.  The  enzyme  is  reported  as  being 
moderately  successful  in  ill-defined  back  dis- 
orders—particidarly  if  there  was  previous  surgery. 
Coagulation  therapy  of  the  vertebra  facets  is 
being  used  where  the  use  of  fiberoptic  scopes  has 
now  spread  to  the  nervous  system  and  a scope 
small  enough  to  thread  through  a 17  gauge 
needle  is  reported.  The  use  of  alcohol  prior  to 


injury,  Patterson  reports,  causes  a definite  en- 
largement of  the  injured  area.  Work  is  rejKJited 
on  the  systemic  effects  of  spinal  injuries,  es- 
pecially hypotension. 

W.  F.  Donaldson  wrote  the  orthopoedic  re- 
view. He  comments  that  total  hip  replacement 
in  older  patients  can  give  “a  predictably  good 
result”;  in  active  people,  he  says  the  problems 
of  wear  and  fixation  are  not  fully  a.ssessed. 
Replacement  of  the  knee  joint  is  of  two  types: 
hinged  and  non-hinged.  He  states  that  patello- 
femoral  arthritis  occurs  in  some  cases.  One 
unusual  facet  of  this  paper  was  Donaldson’s 
comments  on  aspirin  as  a preventive  of  thrombo- 
embolism; he  reports  that  it  works  as  well  as 
Coumadin  or  dextran.  Female  hormone  is  being 
tried  in  osteosarcoma;  it  depressed  the  fonnation 
of  desoxyribonucleic  acid. 

These  are  some  of  the  highlights  of  an  ex- 
tremely interesting  group  of  reviews. 


Dr.  Ulysses  S.  Reed 

Whereas,  Dr.  II.  S.  Reed  was  a valued  and 
respected  number  of  the  medical  community  of 
Jefferson  County;  and 

Whereas,  he  had  served  his  patients  and  pro- 
fession diligently  and  faithfully  for  many  years; 

Be  it  herewith  resolved:  That  his  recent  death 
is  noted  with  deep  sorrow  by  his  colleagues  of 
the  Jefferson  County  Medical  Society;  and, 

That  a copy  of  this  resolution  be  sent  to  Dr. 
Reed’s  family  as  an  expression  of  sympathy;  and 

That  a copy  of  this  resolution  be  sent  to  the 
Journal  of  the  Arkansas  Medical  Society  for  pul)- 
lication. 
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THE  MONTH  IN  WASHINGTON 

I'he  American  Medical  Association  has  filed 
a lawsuit  to  block  the  implementation  of  new 
federal  chug  regidations  that  would  pressure 
physicians  to  prescribe  low-cost  drugs  for  Medi- 
care and  Afedicaid  patients. 

The  Maximum  Allowable  Cost  (MAC)  regula- 
tions were  approved  in  final  form  by  Health, 
Education  and  Welfare  Secretary  Caspar  Wein- 
berger a few  days  before  he  left  office. 

Within  twenty-four  hours  AMA  filed  suit  in 
Northern  Illinois  District  Court  contending  the 
program  is  the  epitome  in  regidatory  control— 
“an  impossible  labyrinth  of  drug  regulations 
without  assuring  a favorable  cost-benefit  ratio”. 

The  AMA  contends  the  constitutional  rights 
of  both  patients  and  physicians  would  be  violated 
and  that  the  program  woidd  produce  adversary 
relationships  among  patients,  physicians  and 
pharmacists. 

The  disputed  regulations  w’ould  reejuire  phar- 
macists filling  prescriptions  for  Medicare- 
Medicaid  patients,  jnimarily  Medicaid,  to  be 
leimbursed  on  the  liasis  of  the  lowest  cost  at 
wdiich  the  product  is  generally  available  to 
jjroviders.  A higher-priced  drug  reimbursement 
would  be  allowed  oidy  if  the  physician  signs  that 
it  is  “medically  necessary.”  The  purpose  is  to 
stiimdate  jiurchase  of  generic  drugs  and  dis- 
courage purchase  of  brand  names  that  carry 
higher  costs. 

By  and  large  physicians  will  be  affected  as 
they  deal  with  Medicaid  patients  since  there  is 
no  sul)stantial  outpatient  benefit  for  Medicare. 
In  states  with  anti-substitution  laws,  a Medicaid 
])rescription  for  a Itrand  name  more  expensive 
than  the  MAC  would  mean  the  patient  would 
have  to  make  up  the  difference  in  price  unless 
the  physician  woidd  be  w'illing  to  change  the 
jjrescription  to  another  brand  or  generic  pre- 
scription or  sign  that  it  is  medically  necessary. 

At  an  HEW  news  conference,  officials  pre- 
dicted most  physicians  would  go  along  with  the 
program,  estimating  that  one-half  of  one  jrercent 


would  use  the  “medically  necessary”  route  for 
brand  names  that  exceed  the  MAC. 

I'he  AMA  suit,  however,  argues  that  the 
regulations  “violate  every  one  of  the  drug- 
reimbursement  reepurements  of  the  Medicare- 
Medicaid  statutes”  and  defy  the  law  inasmuch 
as  they  represent  government  interference  with 
medical  practice  by  telling  physicians  which 
drugs  they  shoidd  prescribe. 

Weinberger  estimated  the  MAC  program 
would  save  federal  and  state  governments  $60 
million  to  $75  million  a year  when  it  swings 
into  full  operation  within  three  to  four  years. 

In  addition  to  the  control  program,  HEW  will 
send  all  physicians  a list  of  most  frequently 
prescribed  drugs  along  with  the  prices  com- 
munity pharmacies  pay  for  them.  The  aim  is 
to  encourage  physicians  to  prescribe  cheaper 
products  in  their  regular,  private  practice. 

No  sanctions  are  provided  for  physicians  who 
decide  to  write  out  the  “medically  necessary” 
prescription  message,  but  HEW  officials  specu- 
lated that  state  health  agencies  might  take  a 
look  at  physicians  who  do  this  consistently  for 
all  their  Medicaid  patients.  The  possible  penalty 
by  the  state,  if  it  wishes,  would  be  ouster  from 
Medicaid  participation,  according  to  the  HEW 
officials. 

Before  a Maximum  Allowable  Cost  can  be 
estal)lished  for  drugs,  the  Eood  and  Drug  Ad- 
ministration must  first  indicate  that  there  are 
no  bioequivalence  problems  among  its  several 
brands.  I'he  HEW  Pharmaceutical  Reimburse- 
ment Board  woidd  then  propose  a MAC  at  a 
level  eipial  to  the  lowest  cost  at  which  the  drug 
is  generally  available  to  providers.  Before  the 
MAC  can  officially  be  established  it  must  be 
reviewed  by  a non-governmental  advisory  com- 
mittee and  pnblished  in  the  Eederal  Register 
for  comment. 

The  regulations  establish  both  the  Pharmaceu- 
tical Reimbursement  Board  and  the  5-member 
outside  advisory  group. 

HEW  said  about  one  quarter  of  commonly 
prescribed  drugs  are  available  from  multiple 
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sources.  However,  the  miniher  lor  which  bio- 
ecjuivalence  prolilems  can  be  ruled  out  is  smaller. 

rite  reimbursement  tliat  a pharmacist  receives 
lor  drugs  he  provides  Medicare  and  Medicaid 
patients  will  be  Inised  on  an  estimate  ol  his  cost 
of  buying  the  drug  plus  a dispeusing  lee,  or  on 
his  usual  charge  to  the  general  public,  whichever 
is  the  smaller.  Program  agencies  such  as  a state 
Medicaid  program  woidd  make  the  estimates 
according  to  price  information  supplied  on  a 
regidar  basis  by  HEW. 

1 he  original  ^^.\C  proposed  regidations  were 
amended  in  some  respects.  At  first,  it  was  recom- 
mended that  exceptions  wotdd  be  made  only  if 
physicians  certified  the  drug  was  the  only  one 
effective  or  that  cotdd  be  tolerated  by  the 
partietdar  patient. 

.\n  FR,\  official  said  this  section  was  changed 
in  an  attempt  to  meet  AMA  objections. 

Ehe  .M.\C  program  i.sn't  slated  to  begin  for 
eight  months  and  will  cover  at  the  start  .some  15 
to  20  drug  classifications. 

Some  2,600  comments  were  filed  with  HEW  on 
the  MAC  proposal  with  less  than  300  favorable. 

# * * 

health  manpower  bill  costing  .$1.7  billion  to 
aid  medical  and  other  health  schools  has  been 
approved  by  the  House  of  Representatives. 

The  measure  was  stripped  on  the  House  floor 
of  a provision  that  would  have  regidated  resi- 
dency assignments  and  ration  them  by  specialty. 
However,  a controversial  “payback”  provision 
for  medical  students  did  survive  the  floor  fight, 
though  it  was  watered  down. 

The  American  Medical  Association  w^aged  an 
all-out  drive  against  both  the  residency  control 
and  payback  provisions  in  the  first  big  medical- 
legislative  battle  of  the  Congressional  .session. 

Though  the  payback  plan  was  retained  in  the 
bill,  it  was  changed  on  the  floor  to  include  a 
“grandfather”  clause  exempting  all  current  stu- 
dents, and  to  allow  them  a total  of  three  years 
(instead  of  11  months)  to  begin  their  payback, 
cither  in  cash  or  in  shortage  area  .services,  and 
allowing  forgiveness  for  military  service. 

The  hotly-disputed  payback  wotdd  amotmt  to 
some  $2,000  a year,  that  portion  of  the  indi- 
vidual students’  yearly  medical  education  subsi- 
dized by  the  federal  government.  It  marks  the 
first  time  that  general  subsidies  to  schools  would 
be  required  to  be  repaid  by  students  at  the 


.schools,  and  is  expected  to  raise  legal  (piestions 
on  constitutionality  if  it  becomes  law. 

As  a result  of  the  ameudments  on  the  House 
floor,  no  one  would  be  faced  with  the  payback 
retpiirement  uutil  1085  or  1086  provided  the 
plan  is  enacted  into  law  and  survives  possible 
court  challenge. 

.Some  fancy  parliamentary  maneuvering 
blunted  the  anti-payback  forces  drive.  Manager 
of  the  bill.  House  Health  Sid)committee  Chair- 
man Paid  Rogers  (D-Fla.)  steered  throtigh  the 
palliative  “payback"  amendments  before  calling 
for  a vote.  I’he  vote  to  support  the  provision 
was  200-153.  Under  Hotise  rules  a vote  could  not 
then  be  taken  to  reject  the  amended  provision. 

l.eading  the  battle  against  the  payback  plan 
was  Rep.  David  Satterfield  (D-Va.)  who  charged 
it  “will  certainly  violate  the  spirit,  if  not  the 
letter,  of  our  constittition.” 

Terming  the  plan  “a  finely  baited  snare,” 
Satterfield  said  the  medical  graduate  has  to  make 
the  decision  on  cash  repayment  or  service  “at  a 
time  when  he  is  faced  with  repaying  loans  made 
to  provide  for  his  education,  the  cost  of  setting 
up  an  office,  paying  for  malpractice  insurance, 
and  perhaps  stipporting  a family. 

“I’he  saddest  aspect  of  all  is  that  the  ones  who 
will  have  no  choice  btit  to  enter  into  a period  of 
service  will  be  those  medical  graduates  who  come 
from  the  poorest  families  or  those  with  motlerate 
incomes,  becau.se  tinder  the  circumstances  they 
will  not  be  able  to  do  otherwise.” 

Tlie  service  payirack  would  Ije  on  a year-for- 
year  basis,  and  for  those  choosing  this  option, 
four  years  of  service  would  be  required  in  most 
cases.  Otherwise,  tliey  woultl  have  to  pay  LJncle 

.Sam  $2,000  a year  or  $8,000  in  a lump  sum. 

* * * 

The  Hou.se  voted  to  lift  the  $36,000  a year 
salary  lid  for  V'eterans  Administration  physicians 
and  dentists. 

d'he  measure,  approved  on  a 382-3  vote  and 
sent  to  the  Senate,  woultl  provitle  $5,000  a year 
in  special  pay  and  $8,500  a year  in  incentive  pay 
for  jthysicians  and  dentists  working  full  time  for 
the  VA  between  September  28,  1975  and  Sep- 
tember 25,  1976.  Part-time  physicians  would  be 
limited  to  $41,000  anti  part-time  dentists  to 
$36,000. 

Medical  professionals  in  the  armed  forces  and 
the  Public  Health  Service  previously  had  been 
votetl  bonus  pay. 
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The  American  Medical  Association  had  urged 
Congiess  to  approve  the  higher  pay  for  VA  phy- 
sicians. Still  to  be  resolved  is  the  $36,000  pay 
ceiling  lor  other  fetleral  physicians  under  regular 
civil  service. 

* * * 

The  House  Ways  and  Means  Subcommittee  on 
Health  has  opened  the  first  Congiessional  sessions 
of  the  year  on  National  Health  Insurance. 

Subcommittee  Chairman  Dan  Rostenkowski 
(D-Ill.)  said  the  purpose  was  to  provide  Congiess 
with  an  overview  of  the  problems  involved  in 
NHI  and  the  thinking  of  experts  in  the  field 
who  are  not  formally  aligned  with  any  outside 
group  seeking  passage  of  specific  legislation. 

Rostenkowski  also  announced  full-scale  formal 
hearings  on  NHI  will  start  in  early  fall  at  which 
sfiecific  time  legislation  will  be  considered. 

Four  all-day  sessions  have  been  conducted  to 
date,  with  a fifth  session  scheduled  for  September. 

Here  in  capsulated  form  is  a sampler  of  the 
views  expressed  before  the  subcommittee  by  some 
of  a host  of  witnesses: 

Dr.  E.  L.  Wynder,  President  of  the  American 
Health  Foundation,  devoted  most  of  his  testi- 
mony to  urging  emphasis  in  any  national  pro- 
gram on  preventive  medicine. 

Dr.  John  Freymann,  President  of  the  National 
Fund  for  Medical  Education,  called  the  present 
health  care  system  a “monstrosity.”  At  the  same 
time  he  criticized  national  health  in  other  coun- 
tries for  stifling  innovation.  Dr.  Freymann  urged 
caution  in  erecting  a national  health  plan  here. 
“We  must  build  on  what  we  have,”  he  said. 

Rashi  Fein,  Economics  Professor  at  Harvard 
University,  took  the  approach  that  NHI  is  “a 
hallmark  of  a civilized”  society  in  which  medical 
care  costs  are  shared  so  that  the  poor  have  equal 
access.  He  opposed  catastrophic,  and  without 
directly  saying  so  appeared  to  be  siq>porting  the 
labor  NHI  bill. 

Uwe  Reinhardt,  Economics  Professor  at 
Princeton  University,  noted  that  West  Germany’s 
highly  nationalized  health  care  system  has  a 
worse  infant  and  maternal  mortality  rate  than 
the  U.  S.  He  said  there  are  many  very  good  points 
about  the  American  system  and  warned  that  there 
are  no  legislative  panaceas.  Not  only  might  legis- 
lative proposals  not  result  in  improvement  of 
health,  “but  they  may  cause  developments  we  do 
not  like.” 

Herman  Somers,  Princeton  professor,  suggested 


that  the  government  become  more  deeply  in- 
volved in  financing  of  health  care  costs,  not  in  its 
administration.  Discontent  with  the  U.  S.  health 
system  is  not  due  to  poor  conditions  but  to 
greater  public  expectations.  Health  care  is  better 
now  than  ever.  Present  problems  are  due  as  much 
to  the  government  as  to  the  private  sector’s  own 
faults. 

Robert  England,  M.D.,  a private  practitioner 
of  Carlinville,  111.,  was  one  of  the  few  non- 
academic  physicians  to  appear  before  the  sub- 
committee. He  said  the  Indians  of  this  country 
are  the  beneficiaries  of  complete  Federal  health 
care  and  have  the  worst  health  of  any  group  in 
the  nation.  Labor’s  aim.  Dr.  England  said,  is  to 
shift  health  costs  to  the  general  public  so  it  can 
negotiate  better  wage  and  other  agreements  from 
management.  Corpiorations  think  the  same  way, 
he  charged. 

John  Thomjison,  President  of  Blue  Shield  of 
Massachusetts,  thought  Congress  should  view  the 
NHI  debate  “not  in  the  perspiective  of  the 
government’s  desire  to  continually  expand  in 
numbers  and  services  but  rather  as  to  which 
entity  can  provide  services  to  the  public  on  the 
most  cost  effective  basis.” 

Wilbur  Cohen,  former  HEW  Secretary  and 
now  the  Dean  of  the  University  of  Michigan 
School  of  Education,  said  he  didn’t  favor  enacting 
any  of  the  NHI  bills  before  the  subcommittee. 
He  said  developing  a NHI  bill  should  be  a long 
and  continuing  process  with  time  to  consult  fully 
jrroviders  and  consumers.  Only  the  executive 
branch  can  do  tliis,  he  said,  charging  tire  present 
Administration  is  “tragically  incompetent.”  This 
isn’t  the  year  for  Ways  and  Means  to  act  on  NHI, 
he  said.  The  public  must  be  fully  educated 
about  a NHI.  Benefits  should  be  phased  in 
slowly  with  a definite  schedule,  and  the  program 
shotdd  be  administered  outside  of  HEW  by  a 
Iroard  of  three  to  five  people.  The  longer  Con- 
gress deliberates  on  NHI,  the  better.  Swift 
action  would  be  “a  tragic  mistake”  for  “so  monu- 
mental an  undertaking.” 

Martin  Feldstein,  Economics  Professor  at  Har- 
vard, criticized  the  incentive  health  insurance 
provides  for  hospitals  to  produce  more  and  better 
services  yet  without  providing  consumers  the 
protection  they  need  against  catastrophic  costs. 

Heriiert  Klarman,  Economics  Professor  at  New 
York  University,  said  there’s  no  health  care  crisis. 
Some  problems  today  simply  reflect  past  successes. 


218 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Mkdicine  in  the  News 


The  j>resciit  system  is  largely  ellective.  NHI 
should  be  a financing  instrument  only. 

Avedis  Donabedian,  M.l).,  Professor  of  Medical 
Care  Organization  at  the  University  of  Michigan, 
discussed  the  problems  of  defining  (juality  care. 
Too  much  emjrhasis  shoukl  not  be  given  to  sta- 
tistics or  to  technological  procedures  at  the 
expense  of  jx?rsonal  relationships  involving  phy- 
sicians and  patients.  The  PSRO  program  faces 
two  dangers— it  might  be  implemented  half- 
heartedly and  it  might  use  the  wrong  standards. 
If  both  results  occur,  as  he  predicted  they  would, 
neither  much  harm  nor  much  good  woidd  residt, 
but  a large  bureaunacy  w'ould  be  created. 

Rep.  Charles  Vanik  (D-Ohio),  apparently  irri- 
tated at  the  defense  of  the  private  sector,  said 
most  of  the  doctors  he  knows  think  Attila  the 
Hun  is  a terrible  liberal.  There  are  severe 
problems  in  health  care  in  this  country,  Vanik 
said,  such  as  finding  physicians,  waiting  in  hos- 
pitals. Congress  doesn’t  “sit  here  and  dream  up 
plans  in  the  night  to  extend  the  gargantuan  of 
the  federal  government.  We  are  pushed  and 
shoved  into  this  by  angry  constituents.” 

* * * * 

UTERINE  CERVICAL  CANCER  CONTROL 

The  following  resolution  w'as  adopted  by  the 
membership  of  the  Arkansas  Public  Health  As- 
sociation on  April  25,  1975; 

While  it  is  known  that  early  detection  of 
cancer  of  the  uterine  cervix  can  result  in  the 
institution  of  effective  curative  therapy  in  a 
high  percentage  of  cases,  only  about  half  of 
the  adult  female  population  in  this  state  has 
ever  been  screened  for  cervical  cancer  whereby 
approximately  100  women  in  Arkansas  die 
needlessly  each  year. 

A large  percentage  of  the  adult  female  pop- 
ulation is  regularly  seen  for  pre-employment 
physicals,  for  physical  examinations  in  the 
private  offices  of  practicing  physicians,  in  state 
operated  clinics,  and  for  admission  to  hospital 
facilities. 

The  Arkansas  Public  Health  Association 
urges  the  continued  and  increased  use  of  reg- 
ular cytologic  examinations  for  uterine  cervical 
cancer  for  all  adult  females  at  risk,  taking  ad- 
vantage of  employment  physicals,  hospital  ad- 
missions, and  visits  to  private  physicians  and 
supports  the  principle  that  these  examinations 
be  made  easily  available  and  at  reasonable 
cost;  also  that  this  resolution  be  appropriately 


circulated  to  the  Arkansas  Medical  ScKiety,  the 
Arkansas  Board  of  Health,  County  Medical 
Societies,  the  .\rkansas  Cancer  Society,  the  Ar- 
kansas Employment  Security  Division,  and  to 
the  hospitals  in  Arkansas. 

Central  Arkansas  Ostomy  Association 

In  cooperation  with  the  American  Cancer  So- 
ciety’s Ostomy  Rehabilitation  Program,  the  Cen- 
tral .\rkansas  Ostomy  Association  at  Little  Rock 
provides  person-to-person  help  for  new  ostomates 
of  all  ages  and  mutual  aid  and  support  of  its 
members.  Regarding  the  Association’s  Visiting 
Service,  they: 

carefully  select  and  instruct  rehabilitated  mem- 
bers on  how'  to  visit  the  colostomy,  ileostomy 
or  urostomy  patients,  pre  and  post  operative; 
always  obtain  the  attending  physician’s  per- 
mission before  a visit  is  made;  endeavor  to 
build  morale  in  the  patient  by  showing  that 
they  themselves  lead  normal  lives;  whenever 
jx)ssible,  match  sex,  age,  marital  status  and 
type  of  surgery  of  the  patient  to  the  visitor. 
The  Association  does  not  give  medical  advice 
or  discuss  doctors  or  their  methods.  Their  sole 
purpose  is  to  aid  in  the  emotional  and  physical 
rehabilitation  of  the  Ostomy  patient. 

For  Visiting  Service  patient  refenal,  phone 
562-0763  or  565-3934.  You  may  wiite  Mr.  Ed 
Brister,  President,  Central  Arkansas  Ostomy  As- 
sociation, P.  O.  Box  3822,  Little  Rock,  Arkansas 
72203. 

# * * * 

Therapeutic  Drug  Monitoring 

The  University  of  Arkansas  for  Medical  Sci- 
ences, Division  of  Clinical  Pathology,  with  the 
support  of  the  Mental  Retardation-Develop- 
mental Disaliilities  Services  of  Arkansas,  can  now 
provide  analyses  of  serum  levels  of  Dilantin, 
Phenobarbital,  and  Mysoline  (Primadone). 

The  service  does  not  provide  emergency  drug 
assays,  but  is  strictly  intended  for  better  main- 
tenance of  patients  with  epilepsy. 

The  service  has  been  available  to  all  Arkansas 
physicians  since  June  1,  1975.  Specimen  con- 
tainers, mailers,  recjuest  forms  and  instructions 
are  available  on  physician’s  recjuest  from: 
University  of  Arkansas  for  Medical  Sciences 
Clinical  Toxicolog)’  Laboratory 
4301  West  Markham  Street 
Little  Rock,  Arkansas  72201 
AC  501  664-5000,  ext.  365 
Ms.  Genung  or  Dr.  Brewster 
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New  Emergency  Treatment  Facilities  in  Memphis 

The  new  emergency  treatment  facilities  for 
Methodist  Hospital’s  Central  Unit  in  Memphis 
are  now  open.  Some  of  the  most  advanced  eqnijr- 
nient  available  in  the  medical  services  field  has 
been  used  in  equipping  the  department,  which 
utilizes  the  entire  ground  floor  of  the  new 
Sherard  \\hng. 

Whtli  20  patient  treatment  rooms  and  a self- 
contained  Observation  Section  with  11  beds  and 
two  isolation  rooms,  the  Emergency  Department 
is  designed  and  equipped  to  offer  emergency 
medical  care  to  .some  200  patients  a day. 

Complete  x-ray  and  laboratory  services  will  be 
provided  within  the  bbiit  which  also  affords 
direct  elevator  service  to  Surgery,  Intensive  Care 
and  Coronary  Care  Units.  All  emergency  ad- 
missions will  be  handled  here,  and  after  7:00 
P.M.,  all  hospital  admissions  will  be  handled 
in  this  department. 

* # # # 


MINUTES 


Board  of  Directors 

Arkansas  Foundation  for  Medical  Care 

The  Board  of  Directors  of  the  Foundation  for 
Medical  Care  met  at  2:00  P.M.  on  Sunday,  Au- 
gust 24,  1975,  in  the  Camelot  Inn,  Little  Rock. 
Present  were  Long,  Shuffield,  Dtizan,  Kirkley, 
Fairley,  Gray,  P.  Bell,  Irwin,  Harris,  Andrews, 
McCrary,  Kolb,  Kirby,  Henry,  Koenig,  T.  E. 
Lownsend,  Nathan  Poff,  Stevenson  Flanigan, 
Mr.  .Max  Blake,  Mr.  Warren,  Mr.  Schaefer,  Miss 
Riclnnond,  and  Mr.  McIntosh. 

d’he  Board  transacted  business  as  follows: 

1.  President  Long  advised  the  Board  that  the 
following  had  been  elected  to  the  Board  by 
mail  ballot  for  terms  beginning  January  1, 
1976; 


Payton  Kolb 
Raymond  Irwin 
H.  V.  Kirby 
K.  R.  Duzan 
Curtis  Clark 


Paul  Gray 
C.  C.  Long 
Allie  Andrews 
Stevenson  Flanigan 
Nathan  Poff 


3. 


4. 


Upon  motion  of  Kirkley,  the  Board  ap- 
jiointed  Allie  Andrews  to  fill  the  vacancy 
on  the  Board  created  Ijy  the  resignation  of 
Karl  ton  Kemp. 

President  Long  introduced  Max  Blake,  who 
will  join  the  PSRO  staff  on  September  1st. 
President  Long  reported  to  the  Board  on 
activities  relating  to  the  contract  for  Pro- 
fessional Standards  Review  (PSRO)  . He  atl- 


5. 


6. 


7. 


vised  the  Board  that  a grant  had  been  ob- 
tained from  the  Regional  Medical  Program 
which  allowed  the  Foundation  to  employ 
review  coordinators  for  four  regional  areas 
to  assist  hospitals  with  preparation  for  the 
review  program  to  be  carried  out  under 
PSRO.  He  advised  the  Board  that  the  PSRO 
would  have  to  enter  into  a subcontract  for 


data  and  requested  opinions  from  the  Board 
memiters  regarding  proposed  subcontractors. 
If  Blue  Cross-Blue  Shield  should  be  the  suc- 
cessful bidder  for  the  data  subcontract,  the 
Board  indicated  that  would  be  satisfactory. 
I’be  Board  approved  the  following  appoint- 
ments to  the  Professional  Review  Committee 
for  the  PSRO  Program: 

W.  F.  Turner,  Fort  Smith,  Chainnan 
Milton  Deneke,  West  Memphis 
Maxwell  Cheney,  Mountain  Home 
J.  Warren  Murry,  Fayetteville 
Wayne  G.  Elliott,  El  Dorado 
James  Gardner,  Hot  Springs 
George  V.  Roberson,  Pine  Bluff 
Forney  Holt,  Little  Rock 
John  E.  Bell,  Searcy 
Wayne  Workman,  Blytheville 
The  Board  approved  the  following  appoint- 
ments to  the  Health  Care  Guidelines  and 
Education  Committee: 


John  E.  .\lexander. 

Magnolia,  Cliairman 
Rliys  W'illianis,  Harrison 
William  O.  Bann,  Texarkana 
David  Lockhart,  Forrest  City 
James  Wilson,  Little  Rock 
Joe  H.  l)or/ab,  Fort  .Smith 
John  W.  ']  rieschmann. 

Hot  Springs 

Carl  E.  Hyman,  Pine  Bluff 
James  L.  Smith,  Little  Rock 
Banks  Blackwell,  Pine  Bluff 


Family  Practice 

Surgery 
Osteopathy 
Family  Practice 
Internal  Medicine 
Psychiatry 
Pediatrics 

Obstetrics-Gynecology 
Ophthalmology 
Orthopaedic  Surgery 


The  Advisory  Group  memitership  was  con- 
sidered and  recommendations  were  made 
pending  the  approval  of  the  Advisory  Group 
Plan  by  the  Bureau  of  Qtiality  Assurance, 
Office  of  Professional  Standards  Review. 


8.  The  Board  approved  conditions  for  leasing 
space  for  the  expansion  of  the  Foundation 
office  in  Fort  Smith  and  authorized  the  pres- 
ident of  the  Board  to  sign  a lease  for  the 
space. 

The  meeting  adjourned  at  3:35  P.M. 

APPROVED:  C.  C.  Long,  M.D.,  President 
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The  Centennial  Meeting 


Dr.  and  Mrs.  M.  R.  Springer,  Jr.,  of  Hot  Springs,  prior  to  the  Costume  Ball  on  Tuesday 
evening  at  the  1975  Annual  Session. 


Dr.  and  Mrs.  H.  W.  Thomas  of  Dcrmott  discuss  the  Centennial 
activities  and  the  evening’s  Costume  Ball. 


Dr.  Ben  Saltzman  and  Mrs,  Saltzman  of  Little  Rock,  Dr.  John  Wood  of  Mena,  and 
Dr.  H.  W.  Thomas  of  Dermott.  celebrate  the  Centennial. 
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TO 

COME 


Phenomenology  and  Treatment  of  Depression 

The  Office  of  Continuing  Medical  Education, 
Baylor  College  of  Medicine,  Houston,  Texas,  an- 
nounces a course  on  the  Phenomenology  and 
I'reatment  of  Depression,  llie  course  will  be 
presented  by  the  Department  of  Psychiatry,  Bay- 
lor College  of  Medicine,  Hotiston.  It  will  be 
held  December  4-5,  1975,  at  the  Shamrock  Hilton 
Hotel,  Houston. 

An  outstanding  faculty  of  basic  scientists  and 
clinicians  with  special  expertise  in  the  investiga- 
tion and  treatment  of  depression  will  present 
current  information  on  the  nature  and  manage- 
ment of  dejjressive  disorders.  The  two  day  con- 
ference will  consist  of  formal  didactic  sessions 
and  an  informal  evening  session  at  which  time 
conferees  and  facidty  will  be  able  to  exchange 
information  on  their  interests  and  professional 
experiences  with  varied  aspects  of  psychiatric 
depression. 

I'his  Continuing  Medical  Education  offering 
meets  the  criteria  for  151/0  hours  of  credit  in 
Category  I for  the  Physicians  Recognition  Award 
of  the  American  Medical  Association,  and  is  ac- 
ceptable  for  151/,  Prescribed  Hours  by  the  Amer- 
ican Academy  of  Family  Physicians. 

Registration  fee  is  $150.00.  For  further  infor- 
mation contact  The  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  Texas  77025.  Phone  AC  713 
790-4941. 

Postgraduate  Seminar  in  Emergency  Medicine 

The  Fourth  Annual  Postgraduate  Seminar  in 
Emergency  Medicine  will  be  held  March  19-22, 
1976,  at  the  Americana  Hotel,  Miami  Beach, 
Florida. 

The  Seminar  will  be  sponsored  by  the  Florida 
Chapters  of  the  American  College  of  Emergency 
Physicians  and  the  Emergency  Department 
Nurses  Association.  Fees  are  as  follows:  $125 
(ACEP),  $150  (Non-ACEP  Physicians),  $75 
(EDNA),  $100  (Non-EDNA  Nurse),  $75  (Reg- 
istered EMT  — State  or  National),  $100  (Non- 
Registered  EMT),  $40  (Interns  and  Residents 
with  letter  from  Department  Head),  $100  (Ad- 
ministrators, Planners,  and  others). 

For  further  information  contact:  Registrar, 


1976  PGS,  1919  Beachway  Road,  Suite  5-C,  Jack- 
sonville, Florida  32207.  Phone  AC  904  399-0510. 

EDUCATIONAL  OPPORTUNITY 

ANNOUNCEMENTS 

SEMINAR: 

A Gastro  intestinal  Seminar:  “Gut  Issues  and 
Answers’’ 

DATE: 

11-6-75  thru  11-8-75 
PROGRAM  DIRECTOR: 

E.  Clinton  Texter,  Jr.,  M.D. 

*For  more  details,  contact  the  Department  of 
Continuing  Education  for  Physicians,  University 
of  Arkansas  For  Medical  Sciences  Campus,  4301 
West  Markham,  Little  Rock,  Arkansas  72201. 

O 

OBITUARY 

Dr.  Ulysses  S.  Reed 

Dr.  Ulysses  S.  Reed  of  Pine  Bluff  died  July  16, 
1975,  at  the  age  of  sixty-four.  He  was  a graduate 
of  the  Meharry  Medical  College  School  of  Med- 
icine in  Nashville,  Tennessee,  in  1953. 

Dr.  Reed  was  a past  president  of  the  Arkansas 
Medical,  Dental  and  Pharmaceutical  Association. 

He  was  a member  of  the  Jefferson  County 
Medical  Society,  Arkansas  Medical  Society,  and 
the  American  Medical  Association.  He  was  a 
veteran  of  World  War  II  and  a Mason. 

Dr.  Reed  is  survived  by  his  wife,  Mrs.  O.  B. 
Reed,  and  two  sons,  Ulysses  and  Samuel,  both 
of  Pine  Bluff. 

Dr.  Arthur  Manfield  Washburn,  Sr. 

Dr.  A.  M.  Washburn,  Sr.,  of  Little  Rock  died 
August  30,  1975,  at  the  age  of  eighty-five.  He 
was  a native  of  Burlington,  Iowa,  and  a 1917 
graduate  of  Rush  Medical  College,  Chicago,  Ill- 
inois. He  also  held  a Ph.D.  degree  in  public 
health  from  the  Harvard  School  of  Public 
Health. 

Dr.  Washburn  retired  in  1960.  He  had  served 
as  director  for  the  Arkansas  State  Health  De- 
partment’s division  of  communicable  diseases  for 
twenty-three  years.  Prior  to  joining  the  State 
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Health  Department,  he  had  lieeii  in  private 
practice  in  Chicago  ior  lour  years,  and  had  served 
as  medical  director  lor  the  Mississippi  County 
Health  Unit  in  lilytheville. 

Dr.  ^Vh^shburn  was  an  ollicer  in  the  Army  iMed- 
ical  Reserves  in  WMrkl  \\^ar  I,  and  was  a veteran 
ot  \Vorkl  Whir  II.  He  retired  from  the  Army 


Reserve  in  19.')0  as  a fidl  colonel.  He  was  a mem- 
ber of  the  Pulaski  County  Medical  .Society,  the 
Arkansas  Medical  .Society,  and  the  American 
Medical  Association. 

He  is  survived  by  two  sons,  Arthur  .M.,  Jr.,  of 
Tulsa,  and  John  of  Little  Rock,  and  a daughter, 
Mrs.  Joseph  'Lrionfante  of  I.lttle  Rock. 


PERSONAL 


Family  Doctors  Elect  Officers 

Dr.  Paul  Wallick  of  Monticello  was  installed 
as  president  of  the  Arkansas  Academy  of  Family 
Physicians  at  their  1975  Annual  .Session.  Dr.  Ken 
Lilly  of  Fort  Smith  is  the  new  president-elect; 
Dr.  George  Warren  of  Smackover,  vice  president; 
and  Dr.  James  K.  Patrick  of  Fayetteville,  secre- 
tary-treasurer. 


Dr.  Read  is  EMS  Director 

Dr.  Raymond  C.  Read  of  Idttle  Rock  has  been 
appointed  Medical  Director  of  the  Arkan,sas 
Emergency  Services  System.  Governor  Pryor’s 
appointment  was  announced  by  Dr.  Rex  C. 
Ramsay,  director  of  the  State  Health  Depart- 
ment. 


Dr.  Heidgen  Honored  by  Hospital 

Dr.  Martin  F.  Heidgen,  who  had  practiced 
medicine  for  over  20  years  in  Russellville,  was 
honored  by  the  Memorial  Hospital  at  Elmhurst, 
Illinois.  The  hospital  dedicated  a plaque  and 
portrait  of  Dr.  Heidgen  in  the  hospital’s  main 
lobby.  He  joined  Elmhurst  as  a resident  phy- 
sician and  acting  superintendent  in  1932,  and 
served  as  superintendent  for  the  hospital  for 
more  than  25  years. 

Dr.  Saltzman  New  Association  President 

The  Arkansas  Chapter  of  the  American  As- 
sociation of  Mental  Deficiency  has  elected  Dr. 
Ben  N.  Saltzman  of  Little  Rock  as  its  new  pres- 
ident. 


Dr.  Dickinson  on  Rehabilitation  Panel 

Governor  Pryor  named  Dr.  Bill  Dickinson  of 
DeQueen  as  a member  of  the  new  State  Com- 


AND NEWS  ITEMS 


mission  on  Community  Based  Rehabilitation. 
I’he  fi^'e-man  commission  w'ill  make  recommen- 
dations to  the  Board  of  Corrections,  the  Depart- 
ment of  Correction,  and  the  Correction  Com- 
missioner concerning  rehabilitation  alternatives 
to  prison  confinement. 

Forrest  City  Sponsors  Vietnamese  Doctors 

Dr.  E.  P.  Hammons  and  Dr.  C.  E.  Crawley  of 
Forrest  City  have  sponsored  a Vietnamese  refu- 
gee physician  and  eight  members  of  his  family. 
Dr.  Nguyen  Hun  Man  will  be  working  with  the 
Forrest  View  Clinic  as  an  assistant  until  he  can 
qtialify  for  licensure  in  Arkansas. 

Cancer  Research  Program  in  Arkansas 

The  Head  and  Neck  Cancer  Service  of  the  Lbii- 
versity  of  Arkansas  College  of  Medicine  is  one  of 
fotir  jnograms  in  the  United  States  approved  for 
a $190,000  National  Cancer  Institute  contract  to 
establish  a cancer  detection  and  control  team. 
Dr.  James  Y.  Suen,  Dr.  Kent  C.  Westbrook,  and 
Dr.  Don  Harris,  all  of  Little  Rock,  will  form  the 
nucletis  of  the  team. 

Hughes  Doctor's  Office  Robbed 

Dr.  F.  H.  Fong’s  office  in  Hughes  was  robbed 
recently.  The  btiilding  was  completely  ransacked 
—with  money,  drtigs,  and  a number  of  syringes 
taken. 

Dr.  Killough  Locates  in  Searcy 

Dr.  Larry  Killough  will  be  associated  with  Dr. 
Eugene  Joseph  in  general  practice  in  Searcy.  Dr. 
Killough.  a native  of  Searcy,  formerly  practiced 
in  Camden.  He  is  a 1956  graduate  of  the  Uni- 
versity of  Arkansas  School  of  Medicine. 
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Dr.  Gordon's  Article  Published 

The  August  issue  of  the  Southern  Medical 
Journal  included  an  article  entitled  “Hypersen- 
sitivity Pneumonitis”  by  Dr.  Vida  H.  Gordon, 
et  ah,  of  Little  Rock. 


Dr.  Martin  Relocates 

Dr.  Rick  Martin,  formerly  associated  with  the 
Family  Doctor’s  Clinic  in  Fort  Smith,  has  relo- 
cated his  family  practice  in  Greenwood.  Dr. 
Martin  will  be  associated  with  Dr.  Charles 
Bailey. 


PHOCEIDINGS 

OF 

, SOCIETIES 


MINUTES 

COUNCIL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 

File  Council  of  the  Arkansas  Medical  Society 
met  at  11:00  A.M.  on  Sunday,  August  24,  1975, 
in  the  Camelot  Inn,  Idttle  Rock.  Present  were: 
Long,  Townsend,  Koenig,  Crow,  Shuffield,  Du- 
zan,  Kirkley,  Fairley,  Gray,  P.  Bell,  Irwin,  Har- 
ris, Andrews,  McCrary,  Kolb,  Kirliy,  Henry,  Saltz- 
man.  Brown,  Robert  Benafield,  Mr.  Harris,  Mr. 
Warren,  Mr.  Schaefer,  Miss  Richmond  and  Mr. 
McIntosh. 

The  Council  transacted  business  as  follows: 

1.  Upon  the  motion  of  Kolb,  the  Council  voted 
to  hold  the  1977  Annual  Session  April  24-27 
at  the  Camelot  Inn  in  Little  Rock. 

2.  Accepted  the  rates  proposed  by  Blue  Cross- 
Blue  Shield  for  the  Society’s  group  plan  for 
the  next  year,  upon  motion  of  Kirkley.  The 
rates  effective  September  1 represent  an  in- 
crease of  22.8%. 

3.  The  Council  approved  the  appointment  of 
Dr.  James  Rasch  to  the  Eighth  Councilor  Dis- 
trict Professional  Relations  Committee,  as 
nominated  l)y  the  councilors. 

4.  Approved  travel  expenses  for  Mr.  Warren  to 
attend  a seminar  in  New  Orleans  on  emer- 
gency medical  services. 

5.  After  discussion  of  the  current  situation  re- 
garding medical  malpractice,  it  was  generally 
agreed  that  members  of  the  Society  should 
urge  members  of  the  Legislature  to  propose 


amendment  of  the  State  Constitution  to  make 
remedial  legislation  possible. 

6.  Mr.  Schaefer  reported  to  the  Council  on  re- 
cent developments  regarding  Public  Law 
93-641,  the  health  planning  legislation.  He 
called  attention  to  the  fact  that  the  Economic 
Development  Districts  were  organizing  the 
Health  Service  Areas  with  little  or  no  input 
from  the  medical  profession.  He  reiterated 
his  judgment  that  Public  Law  93-641  would 
develop  into  a law  more  repressive  to  med- 
icine than  Medicare. or  National  Health  In- 
surance. He  urged  that  physicians  take  an 
active  part  in  the  formation  and  continuing 
leadership  of  the  Health  Service  Areas. 

7.  Upon  the  motion  of  Kolb,  the  Council  ap- 
proved the  following  travel  program  for  1976: 

INTRAV’s  South  Pacific  Adventure  for 
AT  arch 

INTRAV’s  European  Adventure  for  July 

8.  Upon  motion  of  Kirkley,  the  Council  ap- 
proved schediding  the  winter  meeting  for 
December  14  at  the  Camelot  Inn  in  Little 
Rock. 

9.  Ujx)n  the  motion  of  Townsend,  the  Council 
voted  to  support  the  efforts  of  the  Arkansas 
Association  for  Mental  Health  to  continue 
their  program  of  furnishing  pamphlets  to 
new  mothers,  provided  there  is  no  financial 
oliligation  on  the  part  of  the  Society. 

In  executive  session,  the  Council  transacted  the 

following  business: 

1.  Authorized  the  State  Headquarters  to  enter 
into  a ten  year  lease  for  office  space  to  be 
sublet  to  the  Arkansas  Foundation  for  Med- 
ical Care. 

2.  Heard  a report  from  Robert  McCrary  on  the 
activities  of  the  Private  Insurance  Review 
Committee. 

The  meeting  adjourned  at  1:45  P.M. 

APPROVED:  C.  C.  Long,  M.D. 

Chairman  of  the  Council 
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Dr.  Douglas  Franklin  Smart 

I'he  Pulaski  County  Medical  Society  has  added 
the  name  of  Dr.  Douglas  F.  Smart  to  its  meniber- 
ship  roll.  He  is  a native  of  McKinney,  Fexas. 

He  graduated  from  Southern  State  School  in 
Magnolia,  Arkansas,  in  19(i(i.  He  was  giaduated 
from  the  Fhiiversity  of  Arkansas  School  of  Medi- 
cine in  1970.  Dr.  Smart  completed  his  internship 
at  the  llniversity  of  Arkansas  Medical  Center  in 
Little  Rock,  as  well  as  a residency  in  Internal 
Medicine  and  a Fellowship  in  Gastroenterology. 
He  also  received  training  in  Gastroenterology  at 
the  \^eterans  Administration  Hospital  in  Little 
Rock. 

Board  Certified  Ijy  the  American  Board  of  In- 
ternal Medicine,  Dr.  Smart  is  a memljer  of  the 
American  College  of  Physicians.  He  held  teach- 
ing appointments  as  an  instructor  in  the  Depart- 
ment of  Medicine  at  the  Medical  Center,  and 
also  at  the  Veterans  Administration  Hospital  in 
Little  Rock. 

Dr.  Smart  is  practicing  Gastroenterology  at  409 
North  University,  Little  Rock,  associated  with 
Gastroenterology  Associates,  P.A. 


Dr.  Michael  Clinton  Roberson 

Dr.  Michael  C.  Roberson,  a native  of  Searcy, 
Arkansas,  is  a new  member  of  the  Pulaski  County 
Medical  Society. 

Dr.  Roberson  received  his  B.A.  degree  in  1961 
from  Hendrix  College,  Conway,  Arkansas.  He 
received  an  M.S.  degree  from  the  University  of 
Arkansas  Graduate  School  in  Little  Rock  in 
1968.  He  was  giaduated  from  the  Llniversity  of 
Arkansas  School  of  Medicine  in  1968.  Dr.  Rober- 
son's internshij)  was  completed  at  the  Llniversity 
of  Arkansas  Medical  Center.  He  completed  an 
Ophthalmology  residency  at  the  Baylor  College 
of  Medicine  Affiliated  Hospitals  in  Houston  in 
1972. 

Dr.  Roberson  is  Board  Certified  by  the  Ameri- 
can Board  of  Ophthalmology.  From  Jidy  1973 


through  jidy  1971,  he  was  Chief  of  Ophthalmolo- 
gy, United  States  Air  Force  Medical  Center,  Scott 
.Air  Force  Base,  Illinois.  In  (uly  197.5,  he  com- 
pleted work  ;it  Ohio  State  University  where  he 
was  a Fellow  and  Clinical  Instructor  in  Ophthal- 
mology. Dr.  Roberson  is  practicing  Ophthalmo- 
logy at  623  Woodlawn,  Little  Rock,  associated 
with  Dr.  [antes  L.  Smitli. 

Dr.  Leslie  Sessions 

A new  memiter  of  tlie  Pulaski  County  Medical 
Society  is  Dr.  Leslie  H.  Sessions.  He  is  a native 
of  Hattiesitnrg,  Mississippi. 

Dr.  Sessions  graduated  from  Southern  State 
College,  Magnolia,  Arkansas,  with  a B.S.  degree 
in  1969.  He  was  graduated  from  the  University 
of  Arkansas  School  of  Medicine  in  1973  and 
completed  his  internship  at  St.  Vincent  Infirmary 
in  Little  Rock  in  1974.  Dr.  Sessions  is  in  Family 
Practice  at  424  North  University,  Little  Rock. 

Dr.  Ton  That  De 

The  Ashley  County  Medical  Society  has  ac- 
cepted Dr.  Ton  That  De  lor  membership.  He 
is  a native  of  Thua  Thien,  Vietnam. 

Dr.  Ton’s  pre-medical  education  was  received 
at  the  Hanoi  Faculty  of  Sciences,  North  Vietnam, 
where  he  graduated  in  1952.  He  received  his 
M.D.  degree  in  1972  from  the  Saigon  Facidty  of 
Medicine,  Saigon,  Vietnam.  He  completed  a 
rotating  internship  at  the  Lutheran  Medical 
Center,  Cleveland,  Ohio,  in  1971.  Dr.  Ton  was 
a resident  in  Oljstetrics  and  Gynecology  at  Mary- 
land General  Hosjrital,  Baltimore,  Maryland, 
from  1971  until  1972.  He  practiced  in  Vietnam 
for  fifteen  years.  Dr.  Ton  is  practicing  Family 
Medicine  at  the  Wihnot  Medical  Center,  Wil- 
mot,  in  association  with  Dr.  Fhieu  Bui. 

Dr.  Thieu  Bui 

Dr.  I'hieu  Bin  is  a new  member  of  the  Ashley 
County  Medical  Society.  He  is  a native  of  Nhat- 
rano:,  Vietnam. 

Dr.  Bui  is  a 1954  graduate  of  the  Faculty  of 
Sciences,  Llniversity  of  Saigon,  Saigon,  Vietnam. 
He  was  graduated  from  the  Saigon  Faculty  of 
Medicine  in  Saigon  in  1961.  Dr.  Bui  completed 
an  internship  and  residency  program  at  Morgan- 
towm  Medical  Center,  a,ssociated  with  the  West 
Virginia  Llniversity  School  of  Medicine,  Morgan- 
town, West  Virginia,  in  1968. 

Dr.  Bui  is  practicing  Family  Medicine  at  tlie 
Wihnot  .Medical  Center,  Wilmot,  in  association 
w'ith  Dr.  Lon  d'hat  De. 
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Attention  Arkansas  Physicians: 


Come 
early,  or 
stay  late. 


Take  advantage  of  the  off  season  rate. 
Combine  your  education  & your  vacation. 


Southern  Medical  Association 

69  th  Annual 
Scientific  Meeting 


Miami  Beach,  Fiorida 

Nov.  1 6 

We  couid  draw  pretty  word  pictures 
about  Miami — the  scintiliating  beaches,  the 
giamorous  hoteis,  the  superb  cuisine,  the 
intriguing  spots  to  visit,  the  unequaied 
vacationiand — but  we  won’t.  You’ii  have  to 
find  out  for  yourseif. 

But  we  wiii  teii  you  about  the  most  ex- 
citing scientific  medicai  meeting  of  the  year 
- the  69th  Annuai  Scientific  Meeting  of  the 
Southern  Medicai  Association  - featuring 
a wide  range  of  symposia,  22  sections,  iive 
teaching  demonstrations,  iearning  center, 


- Hotei  Fontainebieau 
19, 1975 

postgraduate  courses,  closed-circuit  televi- 
sion—-something  for  every  specialty. 

The  Continuing  Education  Program  of 
the  Southern  Medical  Association  has  been 
granted  full  approval  by  the  American 
Medical  Association’s  Council  of  Medical 
Education. 

The  best  of  two  worlds  is  awaiting  you. 
Make  your  plans  now  while  reservations 
are  available.  Write:  Southern  Medical 
Association,  2601  Highland  Avenue,  Bir- 
mingham, Alabama  35205. 


November,  197') 
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BECOTIN® 

Vitamin  B Complex 

BECOTIN®  with  VITAMIN  C 

Vitamin  B Complex  with  Vitamin  C 

BECOTIN®-T 

Vitamin  B Complex  with  Vitamin  C,  Therapeutic 

MI-CEBRIN® 

Vitamins-Minerals 


MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 

AND  A WIDE  VARIETY  OF  OTHER  PHARIVIACEUTICALS 


I 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


(aiazepam) 


2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


X Roche  Laboratories 
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The  Effects  of  Religious  Backgrounds 
on  Emotional  Problems 

Frank  Minirth,  M.D.* 


A REVIEW  OF  THE  LITERATURE 

' Jl  ' he  objective  of  this  study  has  been  to 
examine  the  religious  backgrounds  of  alcoholics 
to  determine  if  there  was  a particidar  pattern. 
We  desired  to  answer  such  questions  as:  Do 
particidar  religious  backgrounds  jrredispose  to 
alcoholism?  Would  Baptist,  Methodist,  Church 
of  Christ,  Pentecostal  or  Roman  Catholic 
Churches  have  a higher  or  lower  ratio  of  alco- 
holics? Do  alcoholics  feel  their  religion  con- 
tributed to  their  drinking  problem,  or  rather,  do 
they  feel  it  helped  them  deal  with  their  drinking 
problem? 

Thus,  this  paper  deals  with  the  specifics  of 
alcoholism  as  it  relates  to  religious  background. 
Before  considering  this  sj^ecific  aspect,  two  gen- 
eral topics  bearing  on  this  subject  are  considered. 
The  first  deals  with  religion  and  j>sychiatry.  The 
second  deals  with  the  causes  of  alcoholism.  Then, 
in  this  paper  we  present  our  findings  of  whether 
religion  is  one  of  the  caitses  of  this  psychiatric 
problem. 

Much  has  been  written  about  religion  and 
psychiatry. Freud  was  not  impressed  with 
the  benefits  of  religion,  and  in  fact,  felt  it  was  a 
“universal  obsessional  neurosis”. on  the 
contrary,  felt  religion  was  very  important,  and  he 
wrote  much  in  the  field  of  religion  and  psy- 
chiatry.i'^  Of  course,  the  work  of  William  James, 
The  Varieties  of  Religious  Experience,  has 
become  a classic.-^  Although  Adler’s  and 
Fromm’s  major  contributions  have  not  been  in 
this  field,  they  apparently  felt  it  played  an  im- 
portant part  in  man’s  life  and  psychological 
makeup.i^  O)  Christensen^  and  Allison**  felt  that 
religious  conversion  may  help  to  reintergrate  a 
weakened  ego.  Pattison^  felt  that  there  may  be 
validity  for  the  claim  that  the  therapist  should 
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help  the  patient  work  towartl  spiritual  goals.  In 
like  manner,  Bronner***  and  Bergman*^-  believed 
there  should  be  a positive  acceptance  or  respect 
of  the  patient’s  religious  beliefs.  Meyersonii  has 
studied  the  psychoanalytic  meaning  of  the  cross 
and  related  that  it  is  not  only  a symbol  of 
Christianity  and  the  cntcifixion  but  also  of  love 
since  a person  with  arms  oittstretchetl  represents 
tenderness,  warmth,  affection,  and  a readiness  to 
embrace.  He  has  further  suggested  that  a |4erson 
terrified  by  love  would  try  to  destroy  this  symbol. 
And  finally,  recent  papers  by  Wilson-’ and 
Nicholii  have  pointed  toward  the  positive  bene- 
fits of  “religious  conversion”.  In  fact,  based  on 
their  research  of  resulting  healthy  changes  in 
life  style,  improved  impulse  control,  improved 
academic  performance,  and  improved  interper- 
sonal relationships,  they  have  suggested  that 
“religious  conversion”  may  be  one  of  the  most 
profoundly  transforming  of  human  exjx^riences. 

Much  has  also  been  written  about  the  caitses 
of  alcoholism. '^"21  Freud  felt  it  was  the  result  of 
oral  influences  and  an  escape  from  reality.*® 
Meninger  felt  it  was  a self-destructive  drive.*® 
Knight  felt  an  inconsistent  father  and  an  over- 
indulgent  mother  were  to  Itlame.*®  Roller’s  re- 
search showed  parental  loss  coidd  be  an  im- 
portant factor.**  Adler  felt  feelings  of  inferiority 
were  important.’®  Tollard,  Miller,  Shoben,  and 
Skinner  preposed  learning  theories  as  cairses.*® 
Westerfield,  Himwich,  and  Randolph  preposed 
psychobiological  theories,  and  Horton,  Synder, 
and  Barnett  thought  the  sociological  aspect  was 
important.*® 

Coidd  sick  religion  also  be  a cause  of  alco- 
holism? The  following  paragraphs  present  our 
findings.  The  methods  used  to  do  the  study  were 
as  follows: 

SUBJECTS  AND  METHODS 

Sixty-seven  subjects  from  an  alcoholic,  in- 
patient ward  were  interviewed.  They  were  asked 
various  questions  relating  to  their  genetic,  en- 
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vironmental,  and  religious  backgrounds.  They 
were  asked  questions  relating  to: 

1.  Eamily— Genetic  History 

2.  Eamily— Environmental  History 

3.  Age 

4.  Sex 

5.  Race 

6.  Education 

7.  Marital  Status 

8.  Job 

9.  Church  Attended  Regular  Irregular 

Birth  to  6 years 
7 to  12  years 
13  to  18  years 

N ow  — 

10.  Did  religion  play  an  important  part  in  your 
life  when  you  were  young  (age  0-18)? 

Now? 

11.  Religion  of  parents 

12.  Religion  of  spouse 

13.  Ha^  e you  had  what  you  consider  a religious 
experience? 

14.  How  do  you  interpret  religion? 

15.  Do  you  consider  yourself  a Christian? 

16.  According  to  your  view  how  does  someone 
become  a Christian? 

17.  At  what  age  did  your  drinking  problem 
start? 

18.  Do  you  feel  religion  contributed  to  your 
drinking  problem? 

19.  Do  you  feel  religion  has  helj^ed  you  in  deal- 
ing with  your  drinking  problem? 

The  following  percentages  clarify  the  specifics 
on  the  subjects  in  the  study: 

1.  Eamily— Genetic  History 

Number  of  patients  indicating  father 


had  drinking  problem  = 17 

Number  of  patients  indicating 

brother  had  drinking  problem = 15 

Number  of  patients  indicating  sister 

had  drinking  problem  = 5 

Number  of  patients  indicating 

grandfather  had  drinking  problem  = 2 

Number  of  patients  indicating 

mother  had  drinking  problem  = 1 

Total  patients  (of  possible  67  in 
study)  indicating  possible  genetic 

history  = 40 

Percentage  of  patients  with  possible 

genetic  history  in  alcoholism  = ^0% 


2.  Family— Environmental  History 
Number  of  patients  indicating 
problems  in  their  relationship 

with  their  father = 6 

Number  of  patients  indicating 
problems  in  some  way  relating  to 

their  mother  = 2 

Number  of  patients  indicating 


prolilems  with  health  when  young  r=  1 
Number  of  patients  indicating 
environmental  problems 

secondary  to  poverty  = 1 

Total  patients  (of  possible  67  in 
study)  indicating  environmental 

difficulties  when  young =r®12 

Percentage  of  patients  with  environ- 
mental history  contributing  to 

alcoholism  = 18% 

The  above  divisions  (genetic  and  environ- 


mental) are  used  for  convenience  but,  of  course, 
it  is  often  impossible  to  separate  the  tw'o. 


**Two  explanations  were  not  clear. 

3.  Age 

Number  of  patients  in  age  range 

20-39  years  = 17 

Number  of  patients  in  age  range 

40-59  years  = 45 

Number  of  patients  in  age  range 

60-79  years  = 5 

Total  'W 

Percentage  of  patients  in  age  range 

20-39  years  = 25% 

Percentage  of  patients  in  age  range 

40-59  years  = 67% 

Percentage  of  patients  in  age  range 

60-79  years  = 8% 

4.  Age  Drinking  Problem  Started 
Number  of  patients  in  age  range 

less  than  20  years  = 22 

Number  of  patients  in  age  range 

20-39  years  = 33 

Number  of  patients  in  age  range 

40-59  years  = 9 

Number  of  patients  in  age  range 

60-79  years  = 0 

No  answer  or  definite  age  not 

indicated  = 3 

Total  'W 

Percentage  of  patients  in  age  range 

less  than  20  years  = ^3% 

Percentage  of  patients  in  age  range 

20-39  years  = 50% 
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Percentage  ol  palieiils  in  age  range 

■10-59  years  . = 15% 

Percentage  of  patients  in  age  range 

00-79  years  _ = 0% 

Percentage  no  answer  =;  1% 

5.  Sex 


All  patients  in  tliis  study  were  males. 

0.  Race 

Number  ol  wliite  patients = 51 

Number  of  black  patients  12 

Nuniljer  ol  Indian  patients  . . z=  1 

7.  Education 

Number  of  patients  with  less  than 

6th  grade  education  = 6 

Number  of  patients  vvdth  7-11  years 

of  education  = 21 

Number  of  patients  with  12  years  of 

education  ...  = 27 

Number  of  j^atients  with  some 

college  education  =11 

Number  of  patients  with  graduate 

degiee  (college)  = 2 

Total  67 

Percentage  of  patients  with  less  than 

6th  grade  education  = 9% 

Percentage  of  patients  with  7-11 

years  of  education  = 31% 

Percentage  of  patients  with  12  years 
of  education  . = 40% 


Percentage  of  patients  with  some 

college  educatiem  . ....  = 17% 

Percentage  of  patients  with  graduate 
degree  (college)  — = 3% 


8.  Marital  Status 

Number  of  patients  who  are  mat  t ied  = 18 
Number  of  patients  who  are 

divot  ced  . ..  = 30 

Number  of  patients  who  are 

separated  _ . = 11 

Number  of  patients  who  are  single  ..  = 6 

Not  indicated  = 2 

dotal  67 

Percentage  of  patients  who  are 

married  . ._  = 27% 

Percentage  of  patients  who  are 

divorced  . . ....  = 45%, 

Percentage  of  patients  who  are 

separated  —.  = 16% 

Percentage  of  patients  who  are 

single  = 9% 

9.  Job 

Approximately  61%  of  the  patients  were  blue 
collar  workers,  apjMoximately  22%  of  the  pa- 
tients were  white  collar  workers. 

The  results  of  this  study  are  arranged  in  the 
following  paragraphs,  lists,  charts,  and  graphs. 

RESULTS 

1.  Clmrch  Attended 


0-6  years 
Regular  I 

i 

ITCg. 

7-12  y 
Regular 

ea  rs 

In  eg. 

13-18 

Regular 

years 

Iircg. 

Now 

Regular 

Irreg. 

Baptist  

21 

9 

21 

1 1 

■ 18 

12 

■f 

16 

Methodist 

5 

9 

5 

4 

3 

4 

0 

5 

Catliolic 

3 

2 

3 

4 

3 

4 

0 

9 

Church  of  Christ 

9 

0 

1 

1 

1 

1 

1 

1 

None  - - .. 

13 

0 

8 

0 

11 

1 

22 

0 

Assembly  of  God 

1 

0 

0 

1 

0 

1 

0 

1 

Church  of  Nazarene  . 

1 

0 

1 

0 

0 

0 

0 

o 

Pentecostal  _.  . 

0 

9 

0 

2 

0 

3 

0 

3 

Lutheran 

0 

1 

0 

1 

0 

1 

0 

0 

Answer  not  clear 

_ 1 

0 

0 

0 

0 

0 

0 

0 

Protestant . . . 

1 

0 

1 

0 

1 

0 

1 

0 

Church  of  God 

1 

1 

1 

1 

0 

3 

0 

0 

Varied  churches 

6 

1 

0 

1 

0 

1 

0 

1 

Christ’s  Church 

0 

0 

0 

9 

0 

0 

0 

1 

Total  Attemlance  _ 

36 

18 

33 

26 

25 

31 

6 

39 

Regular  Attendance  . 

36 

33 

25 

6 

Irregular  -j-  none 

31 

34 

42 

61 

Irregular 

..  ..  ...  18 

26 

31 

39 

None 

13 

8 

11 

22 
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Eor  this  data  to  be  significant,  the  percentage 
of  the  State  that  belongs  to  each  denomination 
should  be  considered.  Below  is  a list  for  the 
State  of  Arkansas  of  the  total  number  of  church 


memliers: 

Baptist  (American,  Negro,  North 

American,  Southern)  = 546,806 

Methodist  (A.M.E.,  Zion  Christian 

Methodist,  United)  = 217,256 

Church  of  Christ  (estimate)  = 123,000 

Catholic  = 53,234 

Presbyterian  = 32,632 

Pentecostal  (Assembly  of  God, 

Church  of  God)  = 29,410 

Episcopal  = 12,000 

Christian  Church  = 10,913 

Lutheran  = 7,453 

Nazarene  . = 7,417 

Latter  Day  Saints = 3,232 

Seventh  Day  Adventists  = 2,600 

Unity  Church = 1,000 

Jewish  = 895 

Unitarian  = 263 

United  Church  of  Christ  = 260 

4’otal  number  of  church  members  ..  921,771 

Population  of  state  2,037,000 


Percentage 

70 

65 

60 

55 

50 

45 

40 

35 


30  30% 


Rapt.  Eapt.Cath.  Cath.  Meth.  Meth.  Presb.Prcsb.Penta.Penta.  Ch.of  Ch.of 
in  in  in  in  in  in  in  in  in  • in  Christ  Christ 

State  Study  State  Study  State  Study  State  Study  State  Study  in  in 

State  Study 

It  should  be  noted  that  the  “percentage  of 
Baptist,  Catholic,  etc.,  in  the  study”  is  based  on 
the  answer  given  to  the  church  the  patient  said 
he  attended.  He  was  not  necessarily  a member 
of  that  churcli. 

Considering  these  percentages,  the  “religious” 
background  that  is  the  most  common  in  alco- 
holics is  that  of  none.  The  number  of  patients 


from  Baptist  backgrounds  does  seem  high,  but 
not  significantly  so  considering  the  percentage 
of  the  State  that  is  Baptist.  The  percentage  of 
patients  from  Pentecostal  and  Catholic  back- 
grounds does  seem  to  be  a little  high. 

An  overwhelming  majority  of  patients  now 
belong  to  no  religious  group.  A significant 
number  do  belong  to  the  Catholic  Church, 
although  they  do  not  attend  on  a regular  basis. 
The  number  of  Pentecostals  also  remained  a 
little  high. 

Relatively  fewer  of  the  patients  came  from  a 
Methodist  or  Church  of  Christ  background. 

2.  Importance  of  Religion  in  Youth  and  Now 


Number  of  patients  that  felt  religion 

was  important  in  their  youth = 45 

Number  of  patients  that  felt  religion 

was  not  important  in  their  youth-  = 21 
Number  of  patients  that  were  not 

sure  = 1 

I'otal  'W 

Number  of  patients  that  felt  religion 

is  important  to  them  now — = 27 

Number  of  patients  that  felt  religion 

is  not  im{x>rtant  to  them  now  = 39 

Number  of  patients  that  were  not 

sure  = 1 

Total  ~W 

Sum  711  ary  Yes  No 

Felt  religion  important 

in  youth 45  (67%)  21 

Felt  religion  important 

now  27  (40%)  39 

3.  Religious  Exj>erience 

Number  of  patients  that  felt  they 

had  had  a religious  experience = 35 

Number  of  patients  that  felt  they 

had  not  had  a religious  experience  = 30 
Numljer  of  patients  not  answering  ..  = 2 

Total  ^ 

Percentage  of  patients  that  felt  they 

had  had  a religious  experience = 52% 

Percentage  of  patients  that  felt  they 

had  not  had  a religious  experience  = 45% 

4.  Christianity 

Number  of  patients  that  felt  they 

were  Christians  = 27 

Number  of  patients  that  felt  they 

were  not  Christians  = 37 

Number  of  patients  not  answering  __  = 3 

Total  ”67' 
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Percentage  of  patients  tliat  felt  they 

were  Christians  _ — = 40% 

Percentage  of  patients  that  felt  they 

were  not  Christians  , , , z=  55% 


A number  of  patients  (14)  felt  they  had  had 
a religious  experience  (jx>ssibly  felt  they  were 
Christians  at  one  time),  but  did  not  consider 
themselves  Christians  at  the  present.  Also,  a 
number  of  patients  (7)  felt  they  were  Christians, 
but  had  not  had  what  they  considered  a religious 
experience. 

Baptist 

Patients  with  Baptist  and  Methodist  back- 
grounds tended  to  see  being  a Christian  more  a 
matter  of  only  faith  in  Christ  than  indicated  by 
other  groups.  For  example,  in  response  to  the 
question  of  how  they  felt  one  became  a Chris- 
tian, some  gave  such  answers  as: 

“Believe  in  Jesus  Christ” 

“Through  faith  in  Jesus  Christ” 

“Believing  and  accepting  Christ” 

How'ever,  many  also  gave  non-specific,  general 
type  answers. 

Catholic 

Patients  with  Catholic  backgiounds  tended  to 
give  more  general  answers  as: 

“Believing  in  God” 

“Faith  and  hope” 

“Place  yourself  in  the  hands  of  God”, 
in  response  to  how  one  became  a Christian  ac- 
cording to  their  view. 

Pentecostal  and  Church  of  Christ 

Patients  with  Pentecostal  and  Church  of  Christ 
backgrounds  listed  more  work  requirements  asso- 
ciated with  being  a Christian.  For  example,  the 
following  answers  were  given  by  patients  that 
were  or  at  one  time  had  been  of  these  gioups: 
“By  living  right  ...” 

“Truly  believing  and  baptism” 

“By  following  the  ten  commandments” 

No  Religions  Group 

Of  patients  that  presently  attended  no  church 
several  saw  an  element  of  works  and  human  re- 
quirements being  important  in  salvation.  FIow- 
ever,  most  gave  “no  comment”  answ'ers  to  the 
question. 

5.  How  Patients  Interpret  Religion 

.\11  the  patients  in  the  group  either  stated  they 
were  Christians  or  belonged  to  no  religious 
groiq).  Thus,  as  might  be  expected,  they  usually 
interpreted  religion  consistently  with  the  way 


they  interpreted  Christianity.  These  interpreta- 


tions are  listed  above. 

6.  Religion  a Help  vs.  Religion  a Deficit 
Number  of  patients  that  felt  religion 
had  helped  them  in  dealing  with 

their  drinking  problem  = 40 

Number  of  patients  that  felt  religion 
had  contributed  to  the  cause  of 

their  drinking  problem  = 4 

Percentage  of  patients  that  felt  re- 
ligion had  helped  them  in  dealing 

with  their  drinking  problem  z=  58% 

Percentage  of  patients  that  felt  re- 
ligion had  contributed  to  the 
cause  of  their  drinking  problem  ..  = 1% 


Not 

No  Y es  Decided 

Felt  religion  contributed 

to  problem  63  4 0 

Felt  religion  helped  in 

dealing  with  problem  26  40  1 

Only  four  patients  felt  religion  had  con- 
tributed to  their  drinking  problem.  Two  of 
these  did  not  specify  how  they  felt  religion  had 
contributed.  One  patient  stated  that  he  felt 
stronger  faith  woidd  have  eliminated  this  error 
—apparently  he  really  felt  a lack  of  religion  was 
at  fault.  The  fourth  patient  stated  that  early 
confusion  centering  around  religion  had  con- 
tributed to  his  drinking  problem. 

Fifty-eight  percent  of  the  patients  felt  religion 
had  helped  them  in  dealing  with  their  drinking 
problem.  They  gave  varying  answers  as  to  how 
it  had  helped  them,  for  example: 

“Inspiration  . . . peace  of  mind  when  I go  to 
church” 

“Have  to  dejjend  on  something  higher  than 
myself” 

“Makes  you  think  more— gives  you  more 
confidence  in  yourself” 

“Gives  me  support" 

“Gives  me  something  to  look  foi-w’ard  to” 

“He  (the  Lord)  shows  me  a way  out” 

“Gives  me  faith  to  believe  the  Lord  can 
solve  my  problems” 

“The  way  I was  raised  was  rubbed  oil— 
siqjport” 

Some  patients  felt  the  supjx^rt  of  the  church 
in  general  was  the  thing  that  helped  them,  others 
felt  that  the  guilt  they  felt  when  drinking  helped 
to  keep  them  from  drinking  more  often,  and 
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finally,  a few  felt  their  personal  relationships 
rvith  God  was  the  way  they  had  been  helped. 

7.  Changes  in  religious  denomination 
Number  of  patients  that  changed 

denominations  one  time  = 6 

Number  of  patients  that  changed 

denominations  two  times  = 1 

Number  of  patients  regularly  attend- 
ing Baptist  - - = 4 

Number  of  patients  changing  from 
regularly  attending  Baptist  to 

irregularly  attending  Baptist  = 8 

Number  of  patients  changing  from 
regularly  attending  Baptist  to 

none  = 7 

Number  of  patients  changing  from 
regularly  attending  Baptist  to 

Church  of  the  Nazarene  = 1 

Number  of  patients  changing  from 
irregidarly  attending  Baptist  to 

none  — 4 

Numljer  of  patients  changing  from 
irregularly  attending  Baptist  to 

Pentecostal  = 1 

Number  of  patients  changing  from 
irregularly  attending  Baptist  to 

Church  of  Christ  . _ = 1 

Number  of  patients  changing  from 
regularly  attending  Methodist  to 
irregularly  attending  Methodist  . = 4 

Number  of  patients  regularly  attend- 
ing Methodist  = 0 

Number  of  patients  changing  from 
regularly  attending  Methodist  to 

none  r=  1 

Number  of  patients  changing  from 
irregularly  attending  Methodist  to 

Assembly  of  Gotl  r=  1 

Number  of  patients  changing  from 
irregularly  attending  Methodist  to 

none  = 1 

Number  of  patients  regularly  attend- 
ing Catholic  = 0 

Number  of  patients  changing  from 
regularly  attending  Catholic  to 

irregularly  attending  Catholic  = 5 

Number  of  patients  changing  from 
regularly  attending  Catholic  to 

none  0 

Number  of  patients  changing  from 
irregularly  attending  Catholic  to 
none  = 0 
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Number  of  patients  changing  from 
regularly  attending  Church  of 
Christ  to  irregularly  attending 

Church  of  Christ  — 1 

Number  of  patients  changing  from 
regularly  attending  Church  of 
Christ  to  none = 1 


Number  of  patients  changing  from 
regularly  attending  Church  of 
God  to  irregularly  attending 


Church  of  God  r=  1 

Number  of  patients  changing  from 
regularly  attending  Church  of 
God  to  none  = 1 


Number  of  patients  changing  from 
regularly  attending  Church  of 
Nazarene  to  irregularly  attending 


Church  of  Nazarene = 1 

Number  of  patients  remaining  irreg- 
ularly attending  Pentecostal =:  2 

Nnmijer  of  patients  changing  from 
regularly  attending  Pentecostal  to 
irregularly  attending  Pentecostal  ^ = 0 

Numlier  of  patients  changing  from 
regularly  attending  Lutheran  to 

none  = 1 

Number  of  patients  that  have  never 
aligned  themselves  with  any 

church  = 4 

Number  of  patients  that  have 

changed  from  no  religious  group 
to  irregularly  attending  Baptist  ____  = 2 


Most  patients  did  not  change  churches, 
although  many  did  no  longer  attend  or  only 
attendetl  on  an  irregular  basis  a denomination 
they  had  once  attended.  Of  the  patients  that 
changed  from  one  denomination  to  another, 
more  changed  to  a more  legalistic  tyj^e  church, 
as  from  Baptist  to  Church  of  Christ  or  Methodist 
to  Assembly  of  God.  Eew  patients  had  been 
regular  at  tenders  in  a specific  church  throughout 
life.  In  fact,  only  four  had  done  so.  They  were 
Baptists.  Only  four  patients  listed  themselves 
as  having  never  attended  any  church  (on  either 
a regular  or  irregular  basis)  at  some  time  during 
their  life.  Two  patients  with  no  religious  train- 
ing in  early  life  later  became  Baptists. 

The  Baptists  had  several  that  changed  from 
regularly  attending  Baptists  to  irregular  at- 
tenders  or  not  attending  at  all.  The  Baptists  also 
lost  some  members  to  more  legalistic  groups. 
However,  again  the  overwhelming  percentage  of 
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Baptists  ill  tlie  State  should  be  eonsidered  when 
trying  to  di;nv  a eonclnsion.  Finally,  a lew  Bap- 
tists remained  regtilar  members  throiighont  lile. 

File  trend  ol  the  Methodist  patients  is  similar 
to  that  ol  the  Baptist,  except  that  none  remained 
regular  members  thronghont  lile. 

Ol  the  jiatients  with  early  Catholic  training  all 
remained  Catholics,  but  went  Iroiii  regular  to 
irregtdar  in  their  attendance. 

Ol  the  patients  with  an  early  training  in  the 
Church  ol  Christ,  one  no  longer  attended  any 
church  and  the  other  attended  the  Church  ol 
Christ  on  an  irregular  basis. 

Most  ol  the  patients  with  Pentecostal  back- 
grounds stated  that  they  had  always  attended  a 
Pentecostal  Church  on  an  irregular  basis.  One 
jiatient  with  a lormer  Church  ol  God  (and  also 
Church  ol  Christ)  background  no  longer  at- 
tended any  church. 

8.  Religion  ol  Parents 

Xumber  ol  patients  that  re- 
mainetl  in  the  same  religious 
alliliation  as  their  parents  _ 11  (61%) 

Xumber  ol  patients  that  listed 
none  lor  the  religious  allilia- 
tion ol  their  parents  . = 2 ( 3%) 

Ol  those  patients  listing  themselves  as  attend- 
ing no  church  now,  they  listed  their  parents 


as  lollows; 

Baptist  = 10 

(Parents  attended  dillerent 

churches)  = 3 

Methodist  = 2 

Church  ol  God  = 1 

Lutheran  = 1 

Undenominational  . = 1 

Xone  = 2 


Ol  seven  patients  that  listed  parents  attending 
dillerent  churches,  three  (ol  the  patients) 
attend  no  church  and  lonr  ol  the  patients 
attend  the  same  church  as  their  mother  did. 
Other  than  the  above  dillerences  in  the  re- 
ligion ol  the  parent  and  child  oidy  the 
lollowing  lour  dillerences  w'ere  noted: 
Parent  Child 

Baptist Church  ol  Nazarene 

(Mother)  Lutheran  Catholic 

Baptist Church  ol  Christ 

Protestant  (not  specilied)  Catholic 

Most  patients  continued  to  attend  the  same 
church  as  their  parents  had.  When  the  father 
and  mother  had  attended  dillerent  churches,  the 


child  cither  ended  up  attending  Jio  church  or 
the  same  church  as  that  ol  his  mother.  Very  lew 
patients  would  list  “noue"  for  the  religious  af- 
filiation of  their  parents. 

9.  Religion  ol  .Spouse 

Ol  18  married  patients  9 (50%)  attended  same 
church  as  their  spouse  did. 

Ol  30  divorced  patients  only  11  (37%)  at- 
tended same  church  as  their  lormer  wife 
did. 

Of  11  patients  .separated  from  their  wife  5 
(15%)  attended  same  church  as  their  spouse 
did. 

A higher  percentage  of  married  patients  at- 
tended the  same  church  of  their  spouse  than  was 
found  in  divorce  cases. 

DISCUSSION 

This  study  concerned  the  religious  back- 
grounds of  alcoholics.  The  group  that  was 
studied  had  the  following  characteristics: 

About  half  of  the  patients  indicated  that  one 
of  their  relatives  had  had  a drinking  problem 
also.  I'he  father  was  listed  most  often. 

About  one  in  live  patients  felt  he  had  had  a 
particularly  difficult  time  in  his  young  life. 
Again,  the  father  was  listed  most  often  as  the  one 
responsiijle  lor  this. 

Two  ol  every  three  patients  were  of  middle 
age,  and  one  of  every  two  felt  his  drinking 
problem  had  started  in  young  adult  life. 

All  ol  the  patients  were  males,  and  the  whites 
outnumbered  the  blacks  live  to  one  which  may 
not  be  greatly  signilicant  considering  the  race 
ratio  in  the  area  the  study  was  done. 

.Sixty  percent  ol  the  patients  had  a twelfth 
grade  education  or  above. 

More  than  half  ol  the  patients  were  either 
divorced  or  separated. 

Most  of  the  patients  were  blue  collar  workers, 
but  a significant  number  were  also  white  collar 
w'orkers. 

With  a group  with  backgrounds  as  indicated 
above  the  lollowing  results  were  found  concern- 
ing their  religious  backgrounds: 

The  religious  background  that  was  the  most 
common  in  alcoholics  was  that  of  “none”.  Of 
the  present  religious  affiliation  the  “none”  gioup 
had  grown  even  larger.  The  number  of  Catholics 
was  also  higher  than  the  other  groups. 

The  patients  interpreted  religion  and  Christi- 
anity with  different  views.  In  general,  patients 
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interpreted  Christianity  in  a manner  consistent 
with  the  view  held  by  their  church. 

Most  patients  felt  that  their  religion  had 
helped  them  in  dealing  with  their  drinking 
problem.  Some  felt  this  help  was  from  supjxirt 
they  had  found  in  their  Christianity,  others  felt 
this  help  was  from  an  increased  desire  to  avoid 
drinking  because  of  guilt,  and  a few  felt  their 
personal  relationship  with  God  was  the  way  they 
had  been  helped. 

Most  patients  did  not  change  churches,  al- 
though many  did  no  longer  attend  or  only 
attended  on  an  irregidar  basis  a denomination 
they  had  once  attended.  Of  the  patients  that 
changed  from  one  denomination  to  another, 
more  changed  to  a more  fundamental  type 
church. 

Most  patients  continued  to  attend  the  same 
church  that  their  parents  had  attended.  When 
the  father  and  mother  had  attended  different 
churches  the  child  either  ended  up  attending  no 
church  or  the  same  church  that  his  mother  hatl 
attended.  Very  few  patients  would  list  “none” 
for  the  religious  affiliation  of  their  parents. 

COMMENT 

There  are  several  factors  imjxirtant  in  the 
developing  of  alcoholism,  not  just  one.  Religion 
is  one  factor  that  was  considered  in  this  study 
and  just  as  one  cannot  point  to  one  factor  as 
being  responsible  for  alcoholism,  in  like  manner, 
one  cannot  point  to  one  religious  group  as  the 
most  important  in  contributing  to  alcoholism. 
I'he  graph  on  page  7 does  indicate  some  trends. 
The  lack  of  regular  church  attendance  was 
the  most  impressive  aspect  in  the  life  of  the 
alcoholics. 
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Diseases  of  the  Prostate: 

An  Outline  to  Diagnosis  and  Treatment 

Nabil  K.  Bissada,  M.D.,  and  John  F.  Redman,  M.D.* 


_L  he  prostate  glantl  is  a frequent  site  of 
disease  in  men.  Onr  purpose  is  to  liriefly  outline 
the  currently  accepted  tliagnostic  and  therapeutic 
modalities  of  prostatic  disease  for  the  family 
physician. 

Inflammatory  Diseases  of  the  Prostate 

rite  most  common  inflammatory  conditions 
of  the  prostate  are  acute  and  chronic  nonspecific 
prostatitis.  Less  commonly,  the  prostate  is  the 
site  of  tnbercidosis,  grannlomatons  prostatitis 
and  trichomoniasis. 

Acute  bacterial  prostatitis: 

The  onset  is  usually  acute  with  fever  and 
chills;  perineal,  rectal,  or  back  pain.  Urinary 
symptoms  may  be  pronounced  with  burning  on 
urination,  frecpiency,  urgency,  terminal  hema- 
turia, difficulty  on  urination,  and  even  acute 
urinary  retention.  On  examination  the  prostate 
is  enlarged,  tense  and  exejuisitely  tender.  Pros- 
tatic massage  is  contraindicated  both  as  regards 
diagnosis  and  treatment,  btit  urine  obtained 
after  rectal  digital  examination  may  show  more 
pyuria  than  urine  examined  prior  to  such  ex- 
amination. Treatment  of  acute  prostatitis  con- 
sists of  general  supportive  measures  and  a broad 
spectrum  antibiotic.  Antimicrobial  therapy 
should  be  contiitued  for  ten  to  fourteen  days. 
In  general,  acute  prostatitis  is  easily  treated  and 
usually  clears  satisfactorily.  The  presence  of  a 
continued  septic  temperature  in  spite  of  treat- 
ment, especially  if  it  persists  for  up  to  a week, 
associated  with  leukocytosis  and  rectal  symptoms, 
should  alert  the  physician  to  the  possibility  that 
a prostatic  abscess  has  developed.  The  treatment 
of  a prostatic  abscess  is  surgical. 

B.  Chronic  bacterial  prostatitis: 

This  is  the  principal  source  of  relapsing 
urinary'  tract  infection  in  men.  Some  patients 
have  asymptomatic  infection  but  most  experi- 
ence varying  degrees  of  perineal  pain,  low'  back 
pain,  or  suprapubic  discomfort  and  irritative 
voiding  symptoms  such  as  frecpiency,  dysuria 
and  burning  on  urination.  On  examination,  the 
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prostate  may  ite  soft  or  boggy,  but  is  sometimes 
normal  to  palpation.  (Fig.  1)  Microscopic  ex- 
amination of  the  prostatic  fltiicL  reveals  evidence 
of  inflammation  wdth  leukocytes  and  lipid  filled 

^obtained  by  prosiatic  massage 


Figure  I A 

Position  for  rectal  digital  examination  of  the  prostate. 


AMPULLA  OF  VAS  DEFERENS 


Figure  IB 

Massage  of  the  prostate  .and  seminal  vesicles.  It  is  important  after 
massage  to  express  the  prostatic  secretions  through  the  external 
sphincter  at  the  apex  of  the  prostate. 
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macrophages.  (Fig.  2)  Cultures  of  the  prostatic 
fluid  usually  reveal  a small  number  of  path- 
ogenic organisms.  Medical  treatment  of  chronic 
bacterial  prostatitis  with  appropriate  anti- 
microbial therapy  is  often  unrewarding  because 
of  the  poor  diffusion  of  most  antimicrobials  from 
the  plasma  into  the  prostatic  fluid.  Some  success 
has  recently  been  obtained  with  the  use  of  a 
combination  of  trimethoprim  and  sulfamethoxa- 
zole.- The  usual  duration  of  therapy  is  two 
weeks,  but  longer  periods  of  drug  therapy  may 
be  associated  with  higher  cure  rates.  Surgical 
treatment  is  only  occasionally  resorted  to  in  cases 
not  responding  to  medical  management. 

A significant  number  of  patients  that  present 
with  symptoms  and  prostatic  secretions  identical 
to  those  of  chronic  bacterial  prostatitis,  will  be 
found  to  have  no  pathogenic  organisms  on  care- 
ful cultures  of  the  prostatic  fluid.  These  patients 
have  chronic  non-bacterial  prostatitis  (pros- 
tatosis).  This  condition  is  even  more  difficult  to 
treat  than  chronic  bacterial  prostatitis.  Many  of 
these  patients  seem  to  have  some  symptomatic 
improvement  with  periodic  prostatic  massage. 

-Ilattrim— Roche 

Septra— Burroughs  Wellcoiiie 


White  blood  cell 


Corpora  amylacea 
Lecithin  bodies 

Figure  2A 

Normal  prostatic  secretions.  Only  rare  WBC  can  be  seen. 


Epithilial  cell 


Lecithin  body 


Pus  cell 


Hacrophage 


Figure  2B 

Prostatic  secretions  in  prostatitis. 


Benign  Prostatic  Hyperplasia 

This  is  a very  common  disorder  and  is  the 
most  frequent  cause  of  obstructive  uropathy  in 
the  male.  The  degiee  of  obstruction  caused  by 
prostatic  hyperplasia  is  not  always  proportionate 
to  the  extent  of  prostatic  enlargement.  With 
increased  resistance  to  urine  flow,  the  bladder 
undergoes  compensatory  hypertrophy  “trabecu- 
lation”.  Diverticula  may  form  as  a result  of 
increased  intravesical  pressure.  Infection  and 
stones  may  occur,  and  the  upper  urinary  tract 
may  secondarily  become  dilated  or  infected. 

The  symptoms  of  prostatic  hyperplasia  are 
referred  to  as  “prostatism”.  These  include  fre- 
quency, nocturia,  hesitancy  in  starting  urination, 
diminution  in  the  size  and  force,  and  interrup- 
tion of  the  urinary  stream,  terminal  dribbling, 
and  acute  urinary  retention.  If  infection  supei- 
venes,  these  symptoms  are  exaggerated.  Further, 
burning  on  urination,  foul-smelling  cloudy 
urine,  fever  and  chills  may  occur.  In  advanced 
cases,  uremia  may  develop.  Gross  or  microscopic 
hematuria  may  occur  in  about  one-fourth  of  all 
patients  with  prostatic  hyperplasia.  However, 
the  possibility  that  hematuria  may  be  due  to  an 
associated  urinary  tract  malignancy  should  not 
be  overlooked. 

On  examination  the  prostate  is  usually  en- 
larged and  firm  in  consistency,  although  some- 
times an  obstructing  prostate  may  feel  normal  to 
palpation. 

A rapid  assessment  of  the  degree  of  obstruction 
may  be  accomplished  by  watching  the  patient 
void  followed  by  an  immediate  residual  urine 
determination.  Evaluation  of  the  urinary  tract 
should  include  examination  of  the  urine,  renal 
function  tests  and  excretoiq'  urography  (I.V.P.). 

The  treatment  of  benign  prostatic  hyperplasia 
is  surgical.  Often  the  family  physician  wonders 
when  to  send  the  patient  for  urological  evalua- 
tion. It  should  be  emphasized  that  it  is  the 
severity  of  obstruction  and  not  the  size  of  the 
prostate  gland  that  determines  the  need  for 
surgical  treatment.  Thus,  the  occurrence  of 
acute  urinary  retention,  presence  of  moderate  to 
severe  symptoms  of  prostatism,  high  residual 
urine  (more  than  30-60  ml),  upper  urinai7  tract 
changes:  and  endoscopic  demonstration  of  sig- 
nificant obstruction  and  back  pressure  changes, 
are  considered  indications  for  surgical  manage- 
ment. In  the  patient  who  presents  with  renal 
insufficiency  or  with  acute  urinary  retention,  a 
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tcin(x>i';uy  iiulwelliiig  uretliral  catheter  is  indi- 
cated. Some  ol  tliese  patients  may  develoj)  posl- 
obstrtietive  ditiresis  alter  the  olistruction  is 
relieved  by  eatherterization. 

Prostatectomy  may  he  accomplislied  by  trans- 
urethral re.sectioii  or  by  open  enucleation  ol  the 
prostate.  It  should  he  remembered  that  the 
procedure  is  not  a total  jnostatectomy  (Fig.  3), 
and  prostJttic  carcinoma  can  develop  in  the  re- 
maining prostate. 

Carcinoma  of  the  Prostate 

This  is  a very  common  malignancy,  consti- 
tuting the  second  most  common  cause  ol  cancer 
deaths  in  the  Ihiited  States.  The  natural  history 
of  this  cancer  is  extremely  variable.  While  some 
tumors  behave  as  active  carcinoma  and  event- 
ually kill  the  patient,  others  are  found  inci- 
dentally at  autopsy.  Many  clinically  manifested 
cancers  progress  slowly  for  some  years,  especially 
under  hormonal  control,  but  eventually  break 
out  of  control  tvith  rapid  progression. 

Early  in  the  connse  of  prostatic  carcinoma, 
symptoms  may  be  entirely  absent  and  the  diag- 
nosis may  be  suspected  on  routine  rectal  ex- 
amination. Later  obstructive  symptoms  similar 
to  those  of  prostatic  hyperplasia,  or  symptoms  of 
metastatic  disease,  or  both  may  develop.  Back  or 
hip  pain  is  a common  symptom  due  to  metastasis 
to  pelvic  bones. 

A jjalpable  nodule  in  the  prostate  is  usually 
the  earliest  local  finding.  Almost  half  of  such 
nodules  are  found  to  be  malignant  on  micro- 
scopic examination.  Biopsy  is  essential  for  a 
definitive  diagnosis  to  be  made.  Evaluation  of 
the  patient's  general  condition  and  renal  status 
as  well  as  the  stage  of  tumor  extension  are  all 
important  in  deciding  the  appropriate  manage- 


Figure  3 

Benign  prostatic  hyperplasia:  Specimen  removed  by  open  enuclea- 
tion prostatectomy. 


ment.  .Staging  depends  on  all  the  available 
clinical  information  inclnding  physical  examina- 
tion, laboratory  and  radiological  studies.  Ehe 
presence  of  a hard,  nodular,  fixed  prostate,  or 
extension  of  induration  outside  the  coidines  of 
the  prostate  signifies  advanced  local  extension. 
Elevated  serum  acid  phosphatase  enzyme  usually 
indicates  extrajnostatic  tumor  extension.  Bone 
metastasis  are  nsnally  evident  as  osteoblastic 
lesions  (Eig.  4),  or  less  commonly  as  osteolytic 
lesions.  Technetium  phosphate  bone  scanning 
may  detect  metastasis  not  detected  on  plain 
radiography.  The  intravenous  urogram  may 
show  ureteral  obstruction  from  local  or  nodal 
extension  of  prostatic  carcinoma.  Lymphanio- 
graphy  may  be  helpful  in  detecting  lymphatic 
involvement. 

Management  of  prostatic  carcinoma  is  out- 
lined in  Table  I.  Usually  radical  prostatectomy 
is  re.scrved  for  localized  carcinoma  in  patients 
with  reasonable  life  expectancy.  Unfortunately, 
most  patients  present  with  advanced  disease  so 
that  only  about  ten  percent  of  the,se  patients  are 
candidates  for  radical  surgery.  Radical  radio- 
therapy gives  less  cure  rates  than  radical  surgery 


Figure  4 

Multiple  esteoblastic  metastatic  lesions  from  carcinoma  of  the 
prostate. 
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TABLE  I 

MANAGEMENT  OF  PROSTATIC  CARCINOMA 

1.  Surgical:  Radical  prostatectomy 

Palliative:  TURP 

2.  Radiation  therapy:  Radical 

Palliative 

3.  Endocrine  therapy:  Bilateral  orchiectomy 

Estrogens 

Anti-androgen  therapy 
Bilateral  adrenalectomy 
Hypophysectomy 
Medical  adrenalectomy 
(steroids) 

4.  Chemotherapy 

but  may  be  used  in  patients  who  refuse  surgery 
or  those  with  slight  local  extension.  Transure- 
thral resection  is  only  palliative  to  relieve 
obstruction. 

Hormonal  therapy  usually  affords  excellent 
temporai-y  relief  in  advanced  cases  of  prostatic 
carcinoma.  Bilateral  orchiectomy  or  estrogens 
(1-2  mg.  Diethylstilliestrol  daily)  are  the  most 
common  and  effective  forms  of  hormonal  treat- 
ment. Because  of  cardiovascular  complications 
of  hormonal  treatment,  it  seems  justifiable  to 
withhold  such  treatment  until  there  is  evidence 
of  extension  or  metastatic  disease. 


The  Prostatic  Nodule 

Often,  the  physician  is  confronted  by  the 
finding  of  an  area  of  induration  confined  to  the 
prostate  in  an  elderly  male.  Almost  50  percent 
of  such  nodules  are  found  to  be  malignant  when 
examined  microscopically.  Even  the  most  ex- 
perienced examiner  may  have  difficulty  differ- 
entiating a benign  from  a malignant  process  in 
such  instances,  and  therefore,  biopsy  is  almost 
always  indicated. 

Summary 

The  prostate  gland  is  a frequent  site  of  disease 
in  the  male.  Most  cases  of  prostatitis  are  treated 
medically.  Acute  prostatitis  responds  more 
readily  to  antimicrobial  therapy  than  chronic 
prostatitis.  Benign  prostatic  hyperplasia  is  the 
most  common  cause  of  obstructive  uropathy  in 
men.  Surgical  management  is  resorted  to  if 
significant  obstruction  is  demonstrated.  The 
presence  of  a prostatic  nodule  in  an  elderly  male 
should  arouse  the  suspicion  of  malignancy. 
Biopsy  is  indicated  to  reach  a definitive  diag- 
nosis. Management  of  patients  with  prostatic 
carcinoma  should  be  individualized. 

Acknowledgement:  We  wish  to  acknowledge  the  assistance  of  Mr. 
Jack  Diner  and  Mrs.  Mary  White  in  the  preparation  of  this  article. 


238 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Education  of  the  Juvenile  Diabetic 


Diana  Thompson,  R.N.,  B.S.N., 

A s a Pediatric  Nurse  Praciilioner  at  tlie 
Ihiiversity  ol  Aikansas  College  of  Medicine,  part 
of  my  responsibility  is  to  tlo  diabetic  teaching  with 
hospitalized  diabetic  patients.  1 also  follow  these 
patients  after  their  hospitalization  when  they 
return  to  clinic.  1 am  also  available  to  do  teach- 
ing with  patients  seen  in  the  clinic  with  whom 
I luive  not  previously  worked. 

\Vhen  1 work  with  a diabetic  patient,  I work 
closest  with  the  person  who  will  take  most  of 
the  responsiltility  for  the  diabetic’s  care.  This 
person  may  be  the  diabetic  himself,  a parent,  or 
someone  else  in  the  home.  In  this  paper  I may 
refer  to  the  “patient’s”  need  to  learn  something 
but  I use  “patient”  to  represent  the  person  most 
capable  of  assuming  the  responsibility. 

Wdien  I first  began  working  with  pediatric 
diabetics,  I found  myself  frequently  frustrated 
because  the  patient  was  not  learning  what  I 
thought  he  needed  to  learn  about  his  manage- 
ment. I realized  that  I was  trying  to  fulfill  my 
own  needs  as  the  teacher  rather  than  focusing 
on  what  the  patient  was  caj)able  of  learning. 
'Phis  is  an  important  basic  point  in  being  suc- 
cessfid  in  diabetic  teaching:  assess  the  level  at 
which  the  diabetic  and  his  family  are  aide  to 
jierform  and  then  teach  to  that  level.  Recognize, 
too,  that  the  child’s  level  will  be  different  from 
the  parent’s  level  and  to  vary  your  teaching 
according  to  this.  The  level  of  performance 
may  change  once  the  patient  works  through 
some  of  his  anxiety  about  the  disease  and  as  he 
becomes  older. 

In  this  paper  I will  include  most  areas  that 
can  be  covered  in  diabetic  education,  but  I do 
not  teach  all  areas  to  all  dial)etics. 

Before  initiating  any  phase  of  educating  the 
diabetic,  try  to  establish  some  kind  of  rapport 
with  the  patient  and  any  family  members  in- 
volved. It  is  usually  easy  to  establish  a relation- 
ship with  the  diabetic’s  family  because  they  have 
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m.Tiiy  (piestious  to  a.sk  and  you  are  there  to 
answer  them.  Unfortunately,  this  is  not  always 
the  ca.se  with  the  patient.  He  may  have  the  same 
questions  but  there  are  many  other  things 
happening  to  him  that  he  is  more  concerned 
about.  In  general  it  takes  much  longer  to  es- 
tablish rapport  with  the  patient  than  with  the 
family. 

During  the  first  visit,  it  is  not  necessary  to 
answer  most  of  the  questions  the  family  ask 
when  they  ask  them  but  it  is  imjxjrtant  to  go 
ahead  and  let  them  ask  the  questions.  Explain 
to  them  that  most  of  the  ([uestions  they  are 
asking  will  be  answered  as  the  teaching  pro- 
gresses and  that  you  are  not  avoitling  answering 
them  but  it  would  be  better  to  wait  on  specific 
answers  until  they  have  a better  understanding 
of  diabetes. 

I’hcre  are  some  tpiestions  that  do  need  to  be 
answered  immediately  because  they  initiate  ac- 
ceptance of  the  disease.  These  particular  ques- 
tions also  fretpicntly  provoke  anxiety  about 
managing  the  diabetic  at  home.  Some  of  the 
common  questions  that  need  answering  initially 
are: 

1)  Can  my  child  take  the  pill?  (no,  because 
they  don’t  work  in  children). 

2)  Whll  my  child  need  to  have  special  food? 
(no,  he  and  the  rest  of  the  family  can  eat 
the  same  food  prejtared  in  the  same  way 
for  everyone.  Some  changes  may  have  to 
be  made  in  the  way  the  food  is  prepared 
but  it  will  be  to  the  advantage  of  the 
whole  family). 

3)  Whll  he  have  to  take  so  many  shots  all  the 
time?  (Probably  not,  one  in  the  morning 
is  usually  sufficient). 

4)  4\’ill  he  always  have  to  take  shots?  (yes, 
probably  one  a day  for  the  rest  of  his  life). 

5)  Can  he  go  back  to  school?  (definitely). 

6)  How  long  will  he  be  hospitalized?  (About 
10-14  days). 

As  you  can  see,  answers  to  these  questions  should 
be  short  and  factual.  There  is  need  to  elaborate. 
If  the  answers  do  make  the  patient  or  family 
more  anxious,  reassure  them  that  you  will  go  a 
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step  at  a time  with  their  education  and  not  rush 
into  anything. 

Each  person  who  teaches  diabetic  theory  has 
an  individual  style  or  approach.  Rather  than 
explain  my  style,  I will  list  some  general  guide- 
lines 1 have  found  helpful  to  follow'. 

1)  It  is  mandatory  that  the  person  doing  the 
diaiietic  teaching  have  a thorough  understanding 
of  dialietes.  This  is  necessary  not  only  to  be  able 
to  answer  questions  hut  to  translate  medical 
terms  into  usable  language  that  the  patient  can 
understand. 

2)  A second  retiuirement  is  a good  book  for 
the  patient  to  read  and  the  teacher  to  teach  from. 
I use  An  Instructional  Aid  on  Juvenile  Diabetes 
Mellitus.  1 loan  a copy  to  the  patient  for  him 
to  use  during  the  hospitalization  and  then  give 
him  the  information  on  where  to  buy  one. 

3)  The  patient  should  feel  free  to  ask  ques- 
tions at  any  time.  Stress  that  no  cjuestion  is  too 
simple  to  ask. 

4)  Encourage  the  patient  to  read  ahead  in 
whatever  book  he  uses  and  learn  what  he  can. 
Let  him  know'  that  you  don’t  expect  him  to 
understand  everything  he  reads  and  have  him 
mark  areas  that  confuse  him.  He  should  under- 
stand that  everytliing  he  reads  will  lie  reviewed. 

5)  Allow  plenty  ol  time  for  questions  and 
answers  at  the  end  of  each  session.  This  is  where 
I get  most  of  my  feedback  and  can  assess  how 
well  the  patient  is  learning  and  how  effectively 
1 am  teaching. 

6)  Don't  ever  skip  over  an  area  just  because 
the  patient  says  he  understands  it.  There  is 
alw'ays  room  for  clarification  in  diabetes. 

7)  Don’t  be  afraid  to  get  “too  basic”  when 
explaining  a concept.  This  applies  to  teaching 
anyone,  not  just  very  young  children.  Eor  ex- 
ample, the  most  basic  explanation  I use  is  with 
the  preschool  dialectic.  In  order  to  explain  why 
he  neetls  to  have  a shot  every  day,  I tell  him  that 
his  pancreas  (point  to  location)  is  broken  and  it 
does  not  do  what  it  is  supposed  to  do,  make 
insulin.  ’Eo  keep  from  getting  sick  he  needs  to 
have  insulin  and  the  only  way  to  get  it  is  by 
raking  a shot  every  day. 

8)  Stress  that  diabetics  are  not  sick  people 
once  they  are  controlled.  Once  a diabetic  is 


controlled  he  can  lead  a normal  active  life  and 
this  is  the  goal  of  diabetic  teaching. 

9)  Review  from  the  beginning  after  each 
session.  This  serves  as  reinforcement  and  gives 
another  opportunity  for  questions  to  come  out. 

10)  When  working  with  previously  diagnosed 
diabetics  whom  I have  not  had  contact  with 
before,  I assume  that  they  know  nothing.  I ex- 
plain to  them  that  I do  not  know'  what  they 
have  been  taught  so  I prefer  to  start  from  the 
beginning  rather  than  skip  over  anything.  So 
far  I have  not  had  a patient  or  family  member 
disagree  with  this  approach. 

11)  Use  lots  of  praise  as  positive  reinforce- 
ment. Let  the  patient  know  that  you  know  he  is 
trying  to  learn,  especially  if  he  is  having  a hard 
time. 

12)  Be  honest  with  the  patient  if  you  do  not 
understand  a cpiestion,  if  you  do  not  know  the 
answer  or  if  you  are  getting  frustrated  w'ith  him. 
If  he  is  acting  bored  or  tired,  acknowledge  this 
and  find  out  how  you  can  make  the  sessions 
more  interesting  for  him. 

13)  Areas  to  cover  when  teaching  diabetic 
theory: 

a.  What  causes  diabetes?  Heredity  can  be 
explained  here  but  I don’t  recommend  it 
unless  the  family  is  ready  for  it. 

ix  What  happens  when  there  is  not  any 
insulin?  Sugar  cannot  reach  cells  to  provide 
energy  so  sugar  builds  iq:)  in  blood.  Once  the 
sugar  begins  building  np  in  the  lilood,  kidneys 
can  no  longer  handle  such  a large  amount  so 
it  is  lost  in  the  urine. 

c.  Why  urine  checks  are  done  aiul  what  the 
values  mean— since  sugar  is  lost  in  the  mine 
w'hen  there  is  not  enough  insulin  in  the  body, 
checking  the  urine  for  sugar  is  a good  indi- 
cator for  deciding  how  much  more  or  less 
insulin  is  reijuired.  Each  urine  check  has  a 
value  that  can  be  measured  and  the  measure- 
ment is  then  used  to  decide  what  to  do  about 
the  insulin. 

d.  How  energy  is  maintained  w'hen  there  is 
not  enough  insulin— fat  is  used  to  produce 
energy  with  the  consequent  production  of 
ketones.  The  ketones  are  undesirable  because 
they  lead  to  ketoacidosis  and  make  the  patient 
very  sick.  Symptoms  can  be  given  here. 
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e.  Difterence  in  juvenile  onset  anti  atlult 
onset  diabetes  and  ditteiences  in  tieatinent. 

1.  Dillerent  types  of  insulin  and  their 
action.  Concentrate  on  kind  patient  is  to  use. 

g.  How  physical  activity  influences  control 
and  insulin  retpiirements.  Stress  that  no  ac- 
tivity is  limited  but  some  activities  need 
supervision  stich  as  hiking,  overnight  camping, 
etc. 

Urine  checks  are  absolutely  es.sential  to  main- 
tain any  kind  of  control  in  the  diabetic  and  he 
needs  to  learn  to  do  them  as  soon  as  possible. 
During  his  hospitalization  is  the  optimum  time 
for  him  to  learn  how  to  do  them  because  he  will 
be  under  close  supervision  for  a relatively  long 
time.  Instruction  should  begin  once  he  is  over 
the  acute  phase  of  his  illness  and  urine  checks 
are  done  at  regidar  intervals.  Areas  that  need  to 
be  stressed  are  use  of  the  double  voiding  method 
and  why  it  is  important  to  double  void,  conect 
technicpie  for  doing  urine  checks,  recording  the 
urine  checks  and  why  this  is  necessary,  and  times 
that  urine  checks  are  to  be  done  and  why  in 
relation  to  insulin. 

Teaching  the  jratient  to  use  the  double  void- 
ing method  is  best  done  by  having  him  do  it  and 
point  out  what  he  has  done.  Have  him  void 
20-30  minutes  before  the  urine  check  is  to  be 
done  and  discard  the  specimen,  then  have  him 
drink  a glass  of  water  and  void  again  as  soon  as 
he  can.  Once  he  has  collected  the  second  speci- 
men, point  out  to  him  the  secjuence  he  has 
followed  and  reinforce  it  by  saying  that  he 
collected  the  specimen  in  the  correct  way.  1 
usually  wait  until  after  he  can  do  the  urine 
checks  accurately  to  explain  why  double  voiding 
is  necessary. 

Observation  of  the  correct  technique  for  doing 
urine  checks  and  practice  with  supervision 
usually  are  all  that  are  necessary  to  teach  the 
diabetic  to  do  his  urine  checks.  I have  found 
that  Clinitest  and  Acetest  tablets  are  the  easiest 
supplies  for  the  child  to  handle  and  accurately 
read  the  results.  Demonstrate  to  the  patient  how 
to  do  the  urine  checks  and  then  have  him 
demonstrate  back.  Do  this  several  times  until 
you  are  sure  his  technicpie  is  correct.  Instruct 
the  patient  that  he  does  not  have  to  check  for 
acetone  unless  his  sugar  is  3-|-  or  d-f-  but  he  does 


need  to  check  for  acetone  while  hospitalized  so 
that  he  will  have  practice  in  reading  the  results. 

Each  time  a urine  check  is  done,  even  before 
the  patient  learns  to  do  them,  explain  the  results 
to  him.  U.se  simple  terms  and  be  careful  to  avoid 
using  “good”  or  “bad”  to  describe  the  values.  Be 
factual  about  the  values  by  saying,  for  example, 
“The  urine  check  you  just  did  was  4-|-  for  sugar 
and  negative  for  acetone.  This  means  you  are 
losing  a lot  of  unused  sugar  in  your  urine,  but 
no  acetone  is  being  spilled.”  This  is  helpful  in 
familiarizing  the  patient  with  the  commonly 
used  terms. 

Once  the  patient  begins  to  do  his  own  urine 
checks  he  also  needs  to  learn  to  record  them. 
.Stress  keeping  an  accurate  record  because  the 
urine  checks  are  the  basis  for  regulating  the 
insulin  dose  at  home.  A notebook  of  some  sort 
is  easier  to  keep  up  with  than  separate  sheets 
and  provides  a long  running  reference  the  pa- 
tient anti  medical  personnel  can  look  back  over. 

If  the  child  is  capable  of  doing  his  own  urine 
checks,  make  it  his  resjxtnsibility  to  do  them  as 
long  as  he  is  in  the  hospital.  This  will  help  him 
establish  the  habit  of  doing  his  urine  checks  at 
a regular  time  once  he  gets  home  and  will  pro- 
vide him  with  supervised  practice.  Have  the 
urine  check  supplies  readily  available  for  the 
patient  to  use  either  at  the  bedside  or  in  an 
easily  accessible  location  once  he  is  ambulatory. 

,\fter  the  child  is  discharged  he  will  probably 
just  do  2 or  3 urine  checks  a day.  Exjrlain  the 
change  in  number  of  checks  done  in  relation  to 
the  action  of  insulin.  If  a reason  for  the  change 
is  not  given,  the  child  may  decide  to  leave  out 
more  urine  checks  on  his  own. 

Instruct  the  child’s  parents  to  j)eriodically 
check  the  accuracy  of  the  child  who  does  his 
own  urine  checks.  I consider  accuracy  to  have 
three  meanings:  accuracy  of  technique,  accuracy 
in  recording,  and  accuracy  in  reference  to  what 
is  used  to  do  the  urine  check.  Obviously,  the 
technitpie  and  recording  need  to  be  correct  for 
the  urine  check  to  be  of  any  value.  The  third 
area,  what  is  used  to  do  the  urine  check,  can  be 
misleading.  .Some  children  equate  a negative 
urine  check  with  getting  better  because  the 
insidin  dose  is  reduced.  A child  might  continue 
to  reason  that  having  all  negative  urine  check 
wordd  eventually  lead  to  reducing  the  insulin 
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dose  to  zero  and  no  more  shots.  To  achieve  this 
he  might  either  falsely  record  the  urine  check 
as  negative  or  use  tap  water  instead  of  urine  to 
do  the  check  which  would  produce  a negative 
check.  To  prevent  this,  someone  else  needs  to 
do  a simultaneous  urine  check  once  or  twice  a 
w'eek  along  with  the  child.  The  two  results 
should  be  compared  for  accuracy  of  the  indi- 
vidual check  and  in  relation  to  previous  checks 
done  at  the  same  time  of  day. 

The  graphs  and  pictures  used  in  An  Instruc- 
tional Aid  on  Juvenile  Diabetes  Mellitus  are 
most  helpfid  in  explaining  why  urine  checks  are 
done  at  specific  times  in  relation  to  insulin.  It 
also  has  a good  .section  illustrating  the  need  to 
use  the  double  void  method. 

When  teaching  the  dialietic  hoiv  to  give  in- 
sulin, emphasize  that  at  least  one  shot  of  insulin 
a day  will  lie  reipiired  for  the  rest  of  his  life. 
Start  this  from  the  very  first  day.  At  least  two 
people  in  the  family  need  to  learn  to  give  the 
insulin,  the  patient,  if  he  is  capable,  and  another 
family  member. 

If  the  child  is  to  learn  how  to  give  the  injec- 
tion, the  situation  demands  two  things  other 
than  equipment,  time  and  patience.  Tlie  typical 
child  does  not  want  to  stick  a needle  in  his  leg 
and  frequently  refirses  to  do  so.  In  cases  like 
this  you  have  to  wait  until  he  is  ready  and 
sometimes  make  him  give  the  shot  when  he  does 
not  think  he  can. 

The  following  are  some  guidelines  I have 
found  helpful: 

1)  Have  whoever  is  giving  the  patient  his 
insulin  explain  what  the  setpience  is  each  time 
a shot  is  given.  Start  this  as  soon  as  the  patient 
is  out  of  acidosis  and  can  comprehend  what  is 
happening.  Use  sitnple  factual  statements  for 
explanation.  Do  the  entire  procedure,  including 
drawing  up  insidin,  in  front  of  the  patient. 

2)  Let  the  patient  take  an  active  part  each 
time  insulin  is  given.  Have  him  choose  site, 
clean  area,  draw  up  insulin,  etc.  Go  a step  at  a 
time. 

3)  Once  you  have  decided  to  let  the  patient 
give  his  own  injection,  have  him  practice  with 
an  orange.  He  will  need  an  orange,  several 
alcohol  swabs,  several  insulin  syringes,  a bottle 
of  sterile  water,  and  written  instructions.  Dem- 


onstrate the  whole  injection  routine  several 
times  and  have  him  demonstrate  back.  When 
you  are  satisfied  that  he  can  do  the  routine  let 
him  practice  on  his  own.  Leave  the  written 
instructions  with  the  patient  so  he  has  something 
to  refer  back  to.  I use  the  following  instructions 
for  using  disposable  syringes: 

a.  Remove  liottle  from  refrigerator  (for  home 
use). 

b.  Assemble  equipment,  insulin,  2 syringes 
with  needle  attached  or  one  syringe  with  an  extra 
needle,  alcohol  swab,  record  sheet,  pencil. 

c.  Gently  roll  insulin  bottle  between  hands 
until  all  white  powder  is  mixed.  DO  NOT 
SHAKE  TO  MIX. 

d.  Clean  top  of  bottle  with  alcohol  swab. 

e.  Draw  air  into  syringe  ec[ual  to  amount  of 
insulin  to  be  given. 

f.  Remove  needle  cap,  stick  needle  into 
rubber  stopper  in  bottle  and  inject  air  into 
bottle. 

g.  Withdraw  amount  of  insidin  to  be  given 
from  bottle  taking  care  not  to  have  any  air 
bubbles  in  syringe  and  remove  needle  from 
bottle. 

h.  Replace  needle  cover  on  syringe. 

i.  Select  injection  site  and  clean  with  alcohol 
swab.  Leave  swab  close  to  injection  site. 

j.  Remove  needle  cap,  pinch  up  skin  slightly 
at  injection  site,  and  insert  needle  into  skin  at 
90°  angle. 

k.  Aspirate  for  blood.  If  none  appears,  give 
shot  and  then  remove  needle  at  same  angle  as  it 
was  pushed  in  while  covering  site  with  swab. 
IE  RLOOD  APPEARS  IN  SYRINGE,  DO  NOT 
GIVE  SHOT.  Remove  needle  from  skin  and 
start  from  step  (j). 

l.  Either  break  or  bend  needle  of  syringe  and 
discard.  Replace  insulin  in  refrigerator. 

Getting  the  child  to  give  his  first  injection  is 
probably  the  hardest  part  of  diabetic  teaching. 
Again,  time  and  patience  are  essential  factors. 
It  may  take  a half  dozen  attempts  to  get  him  to 
stick  the  needle  in.  Positive  reinforcement  is 
also  very  important. 
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Begin  by  telling  the  patient  yon  will  be  there 
for  his  nex.t  shot  and  want  him  to  try  to  give  it. 
Stress  trying  rather  than  making  him  give  it. 
d'rying  is  easier  to  look  forward  to  than  having 
to  give  the  shot.  Take  all  the  etjtiipment  into 
the  room  and  have  the  jtatient  do  everything 
himself  up  to  giving  the  injection.  .\t  this  point, 
if  the  child  is  not  confident  that  he  can  give 
the  injection,  it  is  indicated  by  shaky  hands, 
perspiring,  crying  or  some  other  outward  sign. 
Reassure  the  child  that  he  can  take  his  time  and 
avoid  rushing  him.  Have  him  stop  here  and 
relax  by  taking  some  deep  breaths.  This  is  a 
good  time  to  have  him  tell  you  what  he  is  going 
to  do,  step  by  step,  to  finish  out  the  procedure. 

When  the  child  has  calmed  down  tell  him  it 
is  time  to  go  ahead.  If  he  refuses,  ask  him  just 
to  try  and  let  him  know  that  you  think  he  can 
do  it.  Give  the  precise  instructions  on  how  to 
continue.  Ask  the  child  to  just  rest  the  needle 
on  his  leg  for  a minute  without  moving  it  and 
assure  him  that  it  can  just  stay  there  until  he 
can  relax.  For  many  children  just  getting  the 
needle  close  to  the  skin  is  the  most  difficult  part. 
It  may  be  helpful  to  put  your  hand  on  his  to  get 
the  needle  on  the  skin  but  DO  NOT  push  it  in 
yet.  Have  the  needle  at  a 90°  angle  to  the  skin. 
If  the  child  is  fairly  calm  start  urging  him 
verbally  to  go  ahead  and  push  the  needle  in. 
Tell  him  that  the  only  part  that  hurts  is  break- 
ing the  skin,  then  the  hard  part  is  over,  etc. 
Stay  calm  but  encouraging.  If  the  child  is  not 
frightened,  keep  your  hand  on  his  and  help  push 
the  needle  through  the  skin.  If  this  works  then 
stop  here,  point  out  that  the  needle  is  in  and 
have  him  relax  for  a few  seconds  to  be  sure  he 
doesn’t  react  by  accidentally  pulling  the  needle 
out.  After  he  relaxes  be  sure  the  needle  is  in  all 
the  way  and  let  the  patient  finish  out  the  pro- 
cedure. Then,  even  if  you  had  to  help  him, 
praise  him  to  let  him  know  how  well  he  did,  etc., 
and  ignore  the  fact  that  you  helped  him. 

Physical  closeness  may  be  helpful  with  a child 
such  as  sitting  next  to  him  on  the  bed  or  right 
in  front  of  him  if  he  is  in  a chair.  Use  praise 
lavishly  during  the  procedure  and  avoid  using 
negative  phrases.  Use  excellent  or  perfect  instead 
of  OK  or  good  and  say  he  is  not  quite  right 
instead  of  wrong. 

Teaching  a family  member  to  give  the  injec- 
tion is  usually  much  easier  than  teaching  the 


child.  That  person  should  observe  how  it  is 
done,  practice  with  an  orange  and  then  give  the 
shot.  Provide  her  with  several  opportunities  to 
give  the  shot  in  the  hospital  before  being  re- 
sponsible for  giving  the  shots  at  home.  Again, 
written  instructions  are  helpful  for  her  to  refer 
back  to. 

Rotation  of  injection  sites  must  be  practiced 
by  the  nursing  staff  and  stressed  to  the  patient 
from  the  first  injection.  Record  the  site  used 
along  with  the  medication  record  in  the  hospital 
and  at  home,  too.  Especially  stress  the  use  of  the 
abdomen  and  back  as  injection  sites  in  addition 
to  the  arms  and  legs. 

I prefer  the  90°  angle  for  giving  subcutaneous 
injections  because  there  is  less  chance  of  giving 
the  insulin  too  shallowly.  Also,  children  are 
more  accurate  holding  the  needle  straight  up  and 
down  than  at  an  angle. 

Within  reason,  the  specific  time  that  insulin  is 
given  at  home  is  not  as  important  as  giving  it 
at  the  same  time  every  day.  Stress  a regular 
schedule  eaclr  morning  in  the  order  of  doing  the 
urine  check,  giving  insulin  and  then  eating 
breakfast. 

Insulin  reactions  are  probably  the  most  trou- 
blesome part  of  being  a diabetic  but  they  are 
an  important  aspect  that  the  diabetic  needs  to 
learn  about.  The  best  way  to  illustrate  to  the 
patient  what  an  insulin  reaction  is  like  is  to  let 
him  have  a mild  reaction  while  he  is  hospitalized 
and  under  constant  supervision.  If  this  does 
occur  then  use  it  as  a teaching  tool. 

It  is  not  necessary  for  the  very  young  diabetic 
to  understand  what  an  insulin  reaction  is  called, 
what  its  cause  is,  or  how  to  treat  it.  All  he  needs 
to  know  is  that  if  he  feels  sick  or  even  feels 
“funny”  he  needs  to  tell  a grown-up,  preferably 
whoever  takes  care  of  him,  about  it.  If  he  is 
capable  of  understanding  the  symptoms,  then 
explain  them  to  him.  Instruct  the  parents  of  the 
young  diabetic  to  let  the  other  neighborhood 
mothers  know  that  the  child  is  diabetic  so  he 
will  be  a little  more  protected  when  he  is  away 
from  home.  It  is  also  important  to  instruct  all 
diabetics  to  wear  some  kind  of  diabetic  identifi- 
cation in  case  they  do  run  into  problems  away 
from  home. 

As  the  diabetic  gets  older  he  needs  to  be  given 
more  information  about  the  cause  of  insulin 
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reactions  and  how  he  can  treat  them  himself. 
Cover  the  types  of  insulin  and  peak  action  in 
relation  to  diet  at  this  point.  Explaining  about 
the  peak  action  of  insulin  helps  the  child  under- 
stand why  he  is  more  likely  to  have  an  insulin 
reaction  at  certain  times. 

Once  the  diabetic  is  capable  of  recognizing  the 
symjjtoms  of  an  insulin  reaction,  teach  him  how 
to  treat  it  by  eating  something  sweet.  Stress  that 
an  insulin  leaction  can  happen  at  any  time  so 
the  child  needs  to  have  some  candy  with  him  at 
all  times.  Lifesavers  or  cellophane  wrapjred  hard 
candy  are  the  easiest  for  a child  to  handle.  In- 
struct him  to  chew  the  candy  quickly  rather  than 
suck  on  it  and  to  eat  several  lifesavers  or  pieces 
of  hard  candy.  There  is  one  other  thing  that  is 
an  important  part  of  treating  an  insulin  re- 
action in  any  age  diabetic  and  that  is  to  instruct 
the  diabetic  to  ALWAYS  TELL  SOMEONE  he 
is  having  an  insulin  reaction.  This  is  especially 
a necessity  when  the  diabetic  is  away  from  home 
or  by  himself.  Also,  teach  the  parents  to  tieat 
an  insulin  reaction  even  if  they  are  not  sure  a 
reaction  will  occur. 

To  help  the  patient  anticipate  and  prevent 
insulin  reactions  in  relation  to  physical  activity, 
instruct  him  to  eat  an  extra  snack  prior  to  any 
unusual  or  strenuous  exercise  so  he  won’t  run 
the  risk  of  lowering  his  blood  sugar. 

Regulating  the  insulin  dose  at  home  is  man- 
datory to  maintain  good  control.  The  diabetic 
or  the  parents  are  the  logical  people  to  do  this 
because  they  live  with  the  disease  daily. 

The  basis  for  regulating  the  insulin  is  a good 
understanding  of  what  urine  checks  mean  and 
how  to  interpret  them.  If  the  patient  does  not 
understand  the  theory,  he  tends  to  juggle  the 
insulin  daily  without  getting  an  overview  of 
everything  that  might  be  contributing  to  the 
situation.  Eor  example,  he  might  have  a nega- 
tive afternoon  urine  check  and  decrease  his 
insulin  dose  the  next  day.  This  would  not  be 
valid  if  he  had  skipped  lunch  or  his  afternoon 
snack.  With  the  urine  check  value  as  a starting 
point,  stress  looking  at  the  whole  day’s  activity 
before  changing  the  insulin  dose. 

After  the  basic  theory  and  interpretation  are 
taught,  the  patient  needs  a specific  routine  to 
follow  to  increase  or  decrease  the  insulin  dose. 
The  children  at  UAMS  are  taught  to  change  the 


insulin  2 units  or  5-10%  at  a time  using  the 
afternoon  urine  check  as  the  point  of  reference 
for  NPH. 

Warn  the  patient  that  during  the  initial  regu- 
lation at  home,  a daily  reduction  of  insulin  is 
common  because  of  his  increase  in  activity. 
Teach  him  that  once  the  dosage  has  stabilized, 
watch  for  a pattern  over  at  least  two  days  before 
changing  the  dose  again.  This  helps  prevent 
unneeded  insulin  juggling  and  demonstrates  how 
well  he  understands  the  meaning  of  urine  checks. 

Initially  I use  a list  of  fictitious  urine  check 
results  for  the  patient  to  interpret  and  use  to 
change  the  insulin  dose,  as  shown  below; 


Day 

Insulin  Dose 

Urine  Check 

New  Dose 

Mon. 

20  u 

4 -)-  Sm. 

22  u 

Tues. 

22  u 

4-j-  Sm. 

24  u 

Wed. 

24  u 

4 -\-  neg. 

26  u 

d’hurs. 

26  u 

3+  neg. 

26  u 

Eri. 

26  u 

neg.  neg. 

24  u 

Sat. 

24  u 

2+  neg. 

24  u 

When  the  patient  decides  on  the  insulin  dose, 
have  him  explain  how  he  arrived  at  his  decision. 
Using  this  feedback  technique  lets  you  know  if 
he  understands  what  he  is  doing. 

Once  the  patient  is  able  to  interpret  the  prac- 
tice urine  checks,  another  phase  of  his  responsi- 
bility begins.  It  is  at  this  point  that  he  begins 
to  interpret  the  urine  check  results  that  he 
actually  does  in  the  hospital.  This  has  two 
purposes:  first  it  gives  the  diabetic  the  oppor- 
tunity to  practice  in  a real  situation  without 
having  to  take  the  ultimate  responsibility  for 
control,  second,  this  opportunity  will  help  lessen 
the  anxiety  that  normally  arises  once  the  child 
does  go  home  and  all  the  responsibility  this 
involves. 

Before  trying  to  teach  the  diabetic  to  regulate 
his  insulin,  be  sure  that  he  can  add  and  subtract 
by  2.  If  the  patient  or  family  cannot  handle  the 
responsibility,  then  perhaps  the  public  health 
nurse  can  help  in  the  situation. 

Good  general  health  and  hygiene  habits  should 
be  taught  to  all  diabetics  with  emphasis  on  par- 
ticular areas.  The  following  are  some  general 
guidelines; 

1)  Eootcare  cannot  be  overemphasized.  Going 
barefoot  should  be  discouraged  because  of  the 
potential  for  cutting  the  feet  and  creating  a site 
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for  infection.  "Ehe  diabetic  needs  to  keep  his 
feet  clean  ami  dry.  Exce.ssiYe  perspiration  is  a 
problem  with  many  diabetics  and  in  regard  to 
foot  care,  instruct  the  chikl  to  wear  soft  al> 
sorbent  socks  with  all  shoes  including  tennis 
shoes.  Light  colored  socks  are  preferable.  The 
nails  should  be  cut  straight  across  to  avoid 
ingrown  nails.  'Lite  best  time  to  cut  nails  is 
right  after  a bath  because  they  are  softer.  Shoes 
should  be  correctly  fitted  and  kept  in  good 
repair  to  prevent  blisters  and  possible  infection. 

2)  Diabetics  especially  should  be  warned  not 
to  scratch  or  pick  at  bites,  scabs,  or  pimples. 

3)  Catition  against  use  of  irritating  topical 
medicines  such  as  iodine  on  cuts.  Clean  cuts 
with  soap  and  water.  Air  exposure  is  good  for 
healing  unless  the  cut  can  be  easily  contaminated, 
in  which  case  it  should  be  kept  covered. 

4)  Keep  immunizations  current.  Stress  that  it 
is  much  easier  to  prevent  the  usual  childhood 
illnesses  than  to  re-regulate  the  diabetic  after 
he  has  been  sick. 

5)  Remind  the  family  to  have  the  child’s 
vision  tested  regularly.  Explain  that  doing  this 
can  help  detect  changes  in  vision  that  might  be 
a result  of  the  diabetes.  Stress  that  visual  prob- 
lems are  a common  jjart  of  the  diabetic  process 
and  if  the  child  does  complain  about  not  being 
able  to  see  well,  report  this  to  his  doctor. 

6)  Do  not  use  home  remedies  of  any  kind 
unless  approved  by  the  doctor. 

7)  The  diabetic  needs  to  know  that  the  heal- 
ing process  is  sometimes  slower  and  infection  is 
harder  to  treat  than  in  non-diabetics.  Instruct 
them  to  tell  the  doctor  if  a sore  is  slow'  to  heal. 

8)  Encourage  regular  dental  check-ups. 

I'here  are  several  common  problems  that  arise, 
especially  w'ith  new'  diabetics. 

I have  mentioned  the  acute  anxiety  that  most 
parents  and  some  of  the  patients  go  through. 
This  anxiety  may  be  due  to  a variety  of  causes 
and,  if  possible,  the  specific  cause  needs  to  be 
uncovered  to  alleviate  the  stress.  The  health 
team  needs  to  acknowledge  the  presence  of  the 
anxiety  and  let  the  patient  know  they  under- 
stand and  accept  it  before  very  much  learning 
can  take  place.  .Some  of  the  common  causes  of 
anxiety  are  unfamiliarity  with  the  disease,  know- 


ing another  diabetic  and  the  problems  en- 
countered, especially  if  he  is  difficult  to  control, 
the  hospitalization  process,  separation  of  child 
from  family,  guilt  feelings  about  not  recognizing 
symptoms  earlier. 

.\nother  problem  you  might  encounter  is 
having  another  tliabetic  in  the  family  who  lives 
at  the  same  residence  as  the  patient.  If  the  other 
diabetic  also  takes  insidin,  find  out  what  kind 
of  insulin  he  uses.  If  it  is  different  from  the 
patient’s,  stress  that  the  patient  must  have  his 
own  bottle  of  insulin  and  the  danger  of  giving 
either  person  the  wrong  insulin. 

third  problem  area  is  how'  the  parents 
handle  the  diabetic  child.  I do  not  attempt  to 
play  the  therapist’s  role  and  give  emotional 
counseling,  but  I do  point  out  some  common 
pitfalls  to  avoid.  One  is  to  NEVER  use  the 
insidin  injection  as  a threat  or  form  of  punish- 
ment. Another  area  to  avoid  is  being  too  strict 
or  too  lax  w'ith  the  child  in  regard  to  establishing 
a routine  at  home.  It  seems  to  be  most  common 
for  parents  to  go  overboard  about  diet.  Warn 
them  that  there  w'ill  be  occasional  food  binges 
and  days  when  the  child  will  refuse  to  eat.  Point 
out  that  the  parents  should  not  use  diabetes  as 
an  excuse  to  restrict  the  child  from  certain  ac- 
tivities such  as  sports  in  school.  If  they  are 
concerned  over  particular  activities,  a simple 
explanation  and  reassurance  that  sports  are  good 
for  the  child  suffices.  .Some  parents  w'ill  not  let 
their  diabetic  child  become  independent  and 
they  tend  to  use  their  child’s  disease.  If  this  is 
the  case,  then  counseling  is  indicated  for  parents 
and  child. 

.\  fourth  problem  is  w'ith  the  diabetic  who  is 
of  school  age  and  will  return  to  school  soon  after 
discharge.  Parents  a,sk  how  to  handle  this  and 
what  they  should  tell  the  school  pensonnel.  I 
have  w'ritten  a general  information  letter  to  be 
sent  to  the  school  principal,  health  nurse,  and 
all  the  teachers  involved  with  the  child.  1 also 
send  a copy  to  the  public  health  nurse  along 
W'ith  a referral  so  that  she  will  be  aware  of  the 
information  that  has  been  sent  to  the  .school.  It 
is  important  to  let  the  patient  read  the  letter 
himself  and  explain  its  nece.s.sity  so  that  he  w'ill 
not  feel  left  out  or  that  he  is  being  labeled  in 
any  w'ay.  The  letter  is  a way  to  alert  the  teachers 
of  the  child’s  disease  and  hoj^efully  prevent 
labeling  the  child  as  disruptive  when  he  cannot 
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Reference  Chart  of  Symptoms  of: 

WHEN  YOUR  SUGAR  IS  TOO  LOW 


BECAUSE  YOU 

1.  MISSED  A MEAL 

2.  TOOK  TOO  MUCH  INSULIN 

3.  EXERCISED  ESPECIALLY  HARD 


YOU  NOTICE  FIRST 

1 . HUNGER 

2.  SHAKINESS 

3.  SWEATING 

4.  HEART  BEATING  FAST 

5.  NEGATIVE  SUGAR  IN  URINE 


TAKE  CANDY,  LUMP  SUGAR, 
ORANGE  JUICE.  IF 
REPEATED  CALL  DOCTOR. 


YOUR  FAMILY  NOTICES  LATER 


1.  TALKING  OUT  OF  YOUR  HEAD 

2.  ACTING  STRANGELY 


GLUCOSE."  IF  NO  HELP, 
GO  TO  HOSPITAL  AT  ONCE 


WHEN  YOUR  SUGAR  IS  TOO  HIGH 


BECAUSE  YOU 

1.  SKIPPED  INSULIN 

2.  HAVE  ANOTHER  ILLNESS 

3.  ATE  BADLY 
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control  his  behavior  clue  to  an  insulin  reaction. 
A coj)y  ol  the  letter  and  a (inick  reference  chart 
follow. 

“Where  can  we  j>et  siipplic’s?"  is  a fretjnent 
question  from  families  of  new  diabetics  and  they 
are  often  asking  how  can  they  afford  supplies. 
Many  times  the  stress  from  worrying  about  being 
able  to  afford  the  supplies  is  so  great  that  it 
inhibits  tlieir  learning,  so  it  is  important  for  the 
nurse  to  be  atvare  of  some  of  the  available 
resources. 

A helpful  resource  is  the  Crippled  Children’s 
Service  (CClS).  CCS  may  pay  for  or  supply  in- 
sulin, syringes,  urine  test  siqjplies,  clinic  visits 
and  hospitalization.  To  apply  for  CCS  the 
parents  or  guardian  must  go  to  their  local 
Welfare  Office,  present  their  most  current  state- 
ment of  income  (W-2  form),  and  tell  the  welftrre 
office  person  they  want  to  apply  for  CCS  aid 
because  their  child  is  diabetic.  The  CCS  office 
will  then  notify  the  parents  of  what  else  they 
need  to  do.  CCS  covers  children  up  to  21  years 
of  age  and  judge  if  cases  cptalify  by  financial 
need.  The  parents  need  to  be  told  aijout  apply- 
ing for  CCS  as  soon  as  the  diagnosis  of  diabetes 
is  made,  d’he  application  may  take  several  weeks 
to  process  but  it  is  retroactive  to  the  date  of 
application  which  frequently  includes  the  initial 
hospitalization. 

A child  that  is  covered  by  AFDC  payments 
from  welfare  is  automatically  eligible  for  medic- 
aid. Medicaid  will  help  pay  for  prescription 
drugs  and  some  other  health  care  needs. 

Letter  Sent  to  School  and  Teacher  of  Child  With 
Diabetes: 

Dear  Sir: 

This  letter  is  in  regard  to  

who  is  a student  in  your  school  and  was  recently 
treated  at  the  University  Medical  Center  for 

diabetes.  has  started  taking 

insulin  injections  which  will  be  required  daily 
from  now  on.  My  purpose  in  writing  is  to  supply 
you  with  some  information  on  what  a diabetic 
might  require  should  any  problems  with  the 
disease  arise  during  the  school  day. 

The  most  common  problem  a diabetic  will 
have  is  known  as  an  insulin  reaction.  This 
usually  occurs  during  mid-morning  or  early 
afternoon  or  after  a prolonged  amount  of  exer- 


cise. Insulin  reactions  occur  because  tliere  is  too 
much  insulin  in  the  l)ody  at  a particular  time 
and  not  enough  sugar  iu  the  body  at  the  same 
time.  This  is  usually  caused  Ity  either  not  having 
had  enough  to  eat  or  by  an  unusual  amount  of 
exercise  that  uses  up  the  sugar.  I’he  symptoms 
of  an  insulin  reaction  are  fairly  easy  to  recognize 
and  treat;  they  include  dizziness,  shakiness, 
sudden  hunger,  sleepiness,  blurred  vision,  fast 
heart  beat,  or  a sudden  personality  change  such 
as  laughing  or  crying  inappropriately.  The  dia- 
betic might  describe  himself  as  feeling  drtink. 
I’here  may  lie  a staggering  walk  or  a glassy-eyed 
stare.  Frecjuently  a young  child  will  merely  say 
“I  feel  funny.”  A statement  like  that  should  be 
taken  seriously  from  a diabetic. 

Should  a teacher  suspect  that  an  insulin  re- 
action is  about  to  occur,  the  treatment  is  very 
simple;  administer  a quick-acting  source  of  sugar 
immediately.  This  can  be  clone  in  a variety  of 
ways  including  a cold  drink,  fruit  juice  with  2 
teaspoons  table  sugar  added,  a candy  bar,  several 
pieces  of  hard  candy  or  simply  give  the  child  a 
couple  of  teaspoons  of  talde  sugar.  After  having 
something  sweet,  the  student  shoidd  feel  normal 
within  1,5-30  minutes.  If  he  is  still  showing 
symptoms  of  a reaction,  then  repeat  the  treat- 
ment. If  the  second  treatment  does  not  dear  up 
the  reaction,  then  the  child  needs  to  be  seen  by 
a doctor  as  soon  as  possible.  If  an  insulin  re- 
action goes  untreated  it  could  lead  to  uncon- 
sciousness, coma,  and  convulsions  so  you  can  see 
how  important  quick  recognition  and  treatment 
are.  Also,  don't  be  afraid  to  treat  a suspected 
insulin  reaction  because  even  if  the  student  does 
not  actually  have  one  the  added  sugar  won’t  be 
harmful  for  that  short  period  of  time. 

The  student’s  parents  should  be  notified  if  an 
insulin  reaction  occurs.  If  the  reaction  symptoms 
clear  up  without  trouble  then  there  is  no  reason 
the  student  cannot  return  to  class  after  a short 
rest. 

Exercise  is  gootf  for  and  should  be  encouraged 
in  diabetics.  This  includes  physical  education 
classes.  Should  the  exercise  planned  for  the  day 
be  prolonged  or  particularly  strenuous  then  the 
student  might  retpiire  an  added  source  of  energy 
prior  to  the  exercise  in  order  to  prevent  an 
insulin  reaction.  The  energy  source  could  be  a 
glass  of  milk,  some  crackers,  or  a piece  of  Iruit. 


Volume  72,  Number  6 — November,  1975 


247 


Education  of  the  Juvenile  Diabetic 


Many  diabetics  need  to  urinate  more  frecjuent- 
ly  than  non-diabetics  and  this  needs  to  be  taken 
into  consideration.  Some  diabetics  need  to  do 
urine  checks  around  lunch  time  and  will  need  to 
be  excused  for  that  purpose.  We  encourage 
using  the  double  voiding  method  for  accuracy. 
Ellis  requires  that  the  child  urinate  30  minutes 
prior  to  the  time  that  the  urine  check  is  to  be 
done  and  then  drink  some  water.  Then  about  30 
minutes  later  he  will  urinate  again  to  do  the 
actual  urine  check. 

In  the  past,  diabetics  were  put  on  a strict  diet 
that  was  difficult  to  prepare  and  impossible  to 
follow  away  from  home.  The  w'ay  the  diet  is 
handled  now  is  much  easier  and  more  realistic. 
Many  diabetics  can  continue  on  a regular  diet 
with  the  exception  of  limiting  the  intake  of 
concentrated  sweets  such  as  candy,  cake,  etc. 
Others  are  more  limited  in  that  they  are  allowed 
only  a certain  balanced  amount  of  carbohydrates, 
fat,  and  protein  and  this  has  to  be  evenly  dis- 
tributed  throughout  the  day.  Even  with  the 
more  severe  restrictions  most  diabetics  can  eat 
food  prepared  by  the  school  cafeteria  as  long  as 
the  amount  they  eat  is  in  the  right  proportion. 

Frequently  a diabetic  requires  extra  snacks, 
d'he  student’s  mother  should  notify  the  school  if 
this  is  necessary.  The  snacks  might  Ire  required 


in  mid-morning  or  mid-afternoon.  They  are  an 
important  part  of  the  overall  regulation  and 
treatment  of  diabetes. 

Many  diabetics,  especially  teenagers,  have  a 
difficult  time  accepting  their  disease.  Many 
times  they  wall  refuse  to  talk  about  it  and  cer- 
tainly don’t  want  friends  to  know  about  it.  They 
also  tend  to  act  out  inappropriately  as  a means 
of  letting  out  hostility  and  frustration  regarding 
the  disease.  It  is  at  times  like  these  that  it’s 
especially  important  for  family  and  friends  to  be 
supportive  of  the  student  and  as  understanding 
as  possible. 

In  case  a student  recpiires  further  hospitaliza- 
tion during  the  school  year,  we  do  have  a full 
time  teacher  available.  Her  name  is  Mrs.  Patty 
Dillaha.  If  the  student’s  assignments  could  be 
sent  to  her  in  care  of  the  University  of  Arkansas 
for  Medical  Sciences,  she  would  be  able  to  help 
him  continue  wdth  his  work  while  in  the  hospital. 

I have  enclosed  a reference  chart  that  gives  the 
symptoms  of  an  insulin  reaction  and  treatment. 
This  will  probalily  be  easier  to  refer  to  in  a 
hurried  situation. 

If  you  have  any  questions  about  working  with 
a diabetic  student,  please  contact  me. 

Sincerely, 
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PAINFUL  THUMB 

"Effective  treatment  must  be  preceded 
by  a correct  diagnosis. " 

Kenneth  G.  Jones,  M.D.* 


J.  liis  complaint  is  encountered  most  fre- 
cjuently  in  the  female  who  is  beyond  middle-age. 
As  a rule,  a slowly  progressive  limitation  of 
motion  associated  with  inaeasing  discomfort  has 
been  observed.  The  patient  is  seldom  able  to 
identify  one  episode  of  trauma  as  the  causative 
agent.  On  occasions  both  thtunbs  are  involved. 

Questioning  of  the  patient  as  to  the  exact 
location  of  the  pain,  along  with  purposeful 
palpation  of  the  thumb  by  the  examiner,  will  in 
most  instances  disclose  that  the  source  of  the 
complaint  is  located  either  on  the  volar  aspect 
of  the  thtnnb  just  proximal  to  the  metacarpal- 
phalangeal  joint  or  at  the  base  of  the  thumb, 
i.e.,  in  the  metacarpal-carpal  articidation.  Once 
the  examiner  has  sjjecifically  localized  the  area 
from  which  the  patient’s  discomfort  is  arising, 
the  diagnosis  in  most  instances  can  readily  be 
made. 

\Vhen  the  complaint  arises  just  proximal  to 
the  first  metacarpal  head,  at  the  level  of  the  web 
space,  further  tpiestioning  will  often  reveal  that 
the  patient  also  experiences  a true  locking  or  a 
locking  sensation  of  the  thumb  on  flexion  and/or 
extension.  That  is.  the  direction  of  pidl  cannot 
Ite  reversed  without  a snapping  or  a jog-like 
motion  of  the  thumb  which  may  be  associated 
with  pain.  Occasionally,  the  patient  is  able  to 
recall  recent  repeated  use  of  some  tool  or  device, 
which  applied  greater  than  usual  pressure  in  the 
area  that  is  now  pain  fid.  Firm  pressure  by  the 

*Little  Rotk  Orthopedic  Clinic,  V.A.,  Post  Office  Box  5270.  Little 
Rock.  .Arkansas  72205. 


examiner  over  the  palmar  aspect  of  the  thumb 
just  proximal  to  the  metacarpal  head  will  reveal 
a painful  fusiform  swelling  of  the  tendon.  As 
the  thumb  is  actively  flexed  and  extended  proxi- 
mal and  distal  migration  of  this  enlargement  can 
be  detected.  It  may  be  possiltle  for  the  examiner 
to  determine  at  what  point  in  the  excursion  of 
the  tendon  it  passes  through  the  most  narrow' 
portion  of  the  tendon  sheath. 

The  pathology  consists  of  an  inflammatory 
reaction  of  the  synovia  lining  the  tendon  sheath, 
and  a fusiform  inflammatory  sw'elling  of  the 
flexor  pollicis  longus  tendon  at  the  level  of  the 
point  of  most  acute  angidation  of  the  tendon  in 
the  canal,  lire  inflammatory  reaction  is  me- 
chanical in  origin.  Oidy  on  rare  occasions  is  tlie 
syndrome  associated  with  some  systemic  ])rocess. 

Some  authors  have  suggested  there  is  patho- 
logical narrowing  of  the  tendon  sheath.  How'- 
ever,  clinical  observations  made  at  the  time  of 
surgical  release  of  the  sheath  do  not  bear  out 
this  consideration.  I’he  proce,ss  is  secondary  to 
greater  than  usual  activity  of  the  thumb  in  a 
midtlle-aged  individual.  It  is  ahvays  located  at 
the  jioint  of  most  acute  angidation  of  the  tendon 
sheath  and  at  a {X)int  where  greatest  direct 
pressure  is  applied  to  the  thumb  when  grasping 
a firm  object  such  as  the  handle  of  a tool.  As 
a consequence  an  inflammatory  reaction  in  the 
sheath  and  tendon  is  produced  resulting  in  the 
changes  noted.  The  tendon  swells  rather  than 
the  sheath  narrow'ing. 
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While  immobilization  and,  on  occasions,  corti- 
sone instillation  into  the  tendon  sheath  may 
temporarily  relieve  the  patient’s  complaint,  the 
only  satisfactory  management  of  this  problem  is 
surgical  release  of  the  tendon  sheath  at  the  point 
of  acute  angulation  over  a distance  of  approxi- 
mately 2 cm.  This  is  readily  accomplished  under 
local  anesthetic  with  care  lieing  taken  not  to 
damage  the  digital  nerves  and  vessels.  As  a rule, 
the  patient  is  pleased  with  the  relief  obtained  as 
the  inflammatory  process  then  heals  by  resolu- 
tion. “Trigger  fingers"  are  a like  process. 

lire  second  most  common  entity  producing 
the  complaint  “painfid  thumb”  is  found  at  the 
opposite  (proximal)  end  of  the  first  metacarpal. 
Like  stenosing  tenosynovitis  of  the  thumb, 
(trigger  thumb)  just  considered,  it  is  usually  seen 
after  middle-age.  Careful  palpation  of  the 
thumb  will  reveal  swelling  and  tenderness  at  the 
level  of  the  first  metacarpal-carpal  joint.  The 
patient  may  try  to  withdraw  the  hand  from  the 
examiner  because  of  the  marked  discomfort  pre- 
cipitated by  this  examination.  Often  the  ex- 
aminer will  observe  that  instead  of  the  resting 
thumb  being  maintained  in  the  usual  functional 
position  it  rests  adducted  toward  the  index 
finger.  Abduction  and  circumduction  are  often 
limited  and  painful.  X-rays  may  reveal  a mild 
or  a severe  degenerative  process  involving  the 
first  metacarpal-carpal  joint.  The  process  may 
be  bilateral.  The  patient  may  or  may  not  dem- 


onstrate generalized  degenerative  arthritis  or  in 
some  instances  rheumatoid  arthritis. 

Once  again  symptoms  may  be  temporarily  re- 
lieved by  the  instillation  of  cortisone  into  the 
articidation  and/or  immobilization  of  the  thumb 
with  a splint.  However,  one  must  anticipate  that 
the  symptoms  will  recur  upon  resumption  of 
normal  activity.  The  only  satisfactory  manage- 
ment is  surgical.  If  the  intercarpal  articulations 
about  the  greater  multangular  (trapezium)  are 
preserved  and  the  patient  wishes  to  use  the  hand 
for  heavy  activities  in  the  future  an  arthrodesis 
of  the  diseased  metacarpal-carpal  joint  usually 
proves  to  be  the  procedure  of  choice.  It  can  be 
relied  upon  to  relieve  pain  and  restore  useful 
function.  Approximately  six  weeks  of  immobili- 
zation are  required  to  assure  the  acquisition  of  a 
solid  fusion.  For  this  reason  and  because  they 
desire  a near  normal  range  of  motion  some 
patients  will  elect  to  have  a silastic  implant 
arthroplasty  as  an  alternative.  In  this  instance 
all  or  most  of  the  trapezium  is  removed,  and  the 
implant  substituted.  Where  adequate  stability 
is  attained  following  implantation  a full  range 
of  painless  motion  of  the  first  metacarpal-carpal 
joint  may  be  restored.  One  to  two  weeks  of 
immobilization  is  usually  adequate  following 
this  type  of  arthroplasty. 

While  these  two  entities  are  not  the  only 
causes  for  “painfid  thumb”  they  are  by  far  the 
most  common  ones  as  seen  in  Office  Orthopaedics. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  265) 

The  patient  was  a 45-year-old  male  with  symptoms  of  easy  fatigability, 
dyspnea  on  exertion  and  paroxysmal  nocturnal  dyspnea.  There  was  no 
history  of  chest  pain  or  hypertension. 


Robert  T.  Bulloch,  M.D. 

Professor  of  Medicine 
Chief,  Cardiology  Section 
University  of  Arkansas  College  of  Medicine 
Little  Rock,  Arkansas  72205 
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M.E.D.D.— Medical  Examinations  for  Disease  Detection 

Jerry  Wilson,  Research  Analyst* 


^ J. ' he  Medical  Examination  for  Disease  Detec- 
tion program  known  as  MEDD,  is  an  ontgrowth 
of  an  experimental  program  entitled  Community 
Activities  for  Senior  Arkansans,  which  began 
operating  in  1968.  The  Program,  which  was 
federally  funded  at  that  time,  moved  to  the  state 
Office  on  Aging  after  two  years  where  it  under- 
went some  conceptual  changes  and  a change  of 
its  name  to  MERCI,  or  Multiphasic  Examina- 
tions to  Reduce  Chronic  Illness. 

Last  year,  the  State  took  up  the  funding  of 
the  project  and  moved  it  to  the  State  Health 
Department  where  it  underwent  further  con- 
ceptual changes  and  refinements.  The  name  of 
the  program  was  changed  from  MERCI  to 
MEDD. 

'I'he  most  significant  operational  change  was 
in  how  the  health  services  in  the  program  would 
be  delivered.  In  the  past,  a medically  equipjred 
bus  had  been  used  to  provide  the  health  .services 
by  going  directly  to  rural  communities  but  the 
.system  has  now  l>een  scrapped  in  favor  of  the 
advantages  of  using  the  county  health  units 
themselves. 

The  State  Health  Department  has  been  using 
volunteers  to  transport  .senior  citizens  interested 
in  having  the  examination  to  the  county  health 
units,  which  generally  are  located  in  county 
cotirthouses. 

An  agreement  that  has  been  signed  with  the 
Office  on  Aging  to  provide  any  needed  trans- 
portation finalized  the  procedures  and  helped  to 
insure  the  delivery  of  this  health  care  system. 

The  MEDD  program  was  established  to  help 
get  needed  medical  services  closer  to  the  people. 
The  lack  of  transportation  and  medical  facilities 
are  two  of  the  most  serious  medically  related 

•Division  of  I’ublic  Health  Education.  Services.  Arkansas  Depart- 
ment of  Health,  4815  West  Markham.  Little  Rock,  Arkansas  72205. 


problems  confronting  older  Arkansans  today. 

The  MEDD  clinic  is  free  and  is  for  persons 
55  years  of  age  or  older.  MEDD  staff  members, 
including  two  nurses  and  a medical  technician, 
are  spending  a week  in  each  county  in  the  State 
testing  for  such  potential  medical  problems  as 
diabetes,  cervical  and  breast  cancer  and  hyper- 
tension. Tests  given  include  vision,  blood  and 
a urinalysis,  as  well  as  checking  height  and 
weight. 

After  the  tests  are  made,  persons  have  the 
opportunity  to  speak  with  one  of  the  MEDD 
nur.ses  abotit  any  medical  problems  being  ex- 
perienced. 

As  an  example  of  the  success  of  the  program, 
163  persons  above  the  maximum  number  that 
can  be  seen  in  one  week  called  for  appointments 
when  the  MEDD  clinic  recently  visited  the 
Washington  County  Health  Department  at 
Eayetteville. 

Overflow  names  are  taken  down  so  those 
people  can  be  called  back  when  the  unit  visits 
the  area  again. 

"Lite  MEDD  jrrogram  staff  does  not  dispense 
any  medication  or  diagnose  illnesses.  The  results 
of  the  tests  are  reviewed  by  a team  of  doctors  at 
the  .State  Health  Department  in  Idttle  Rock.  If 
an  almorniality  is  found,  the  person  will  be 
advised  to  see  his  family  doctor  or  a doctor  of 
his  own  choosing.  The  person’s  physician  will 
also  be  notified  if  the  result  of  any  test  makes 
a referral  necessary. 

The  MEDD  program  was  not  designed  to  take 
the  place  of  a person's  regular  visit  to  his  family 
doctor.  I’he  ultimate  goal  of  the  pilot  MEDD 
project  is  to  make  the  clinic  an  ongoing  one, 
regularly  scheduled  at  each  county  health  unit 
in  the  State. 
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Medical  Wanderings 

Alfred  Kahn,  Jr.,  M.D. 


J_'  lie  malpractice  crisis  still  tlrags  along. 
Eruptions  of  discontent  by  physicians  who  can- 
not afford  or  cannot  get  malpractice  insurance 
are  a daily  occurrence  in  the  papers.  By  and 
large,  some  State  Legislatures  seem  to  have 
failed  to  recognize  and  act  on  this  situation.  The 
ingredients  of  tlie  stew  are  a consumer  minded 
public,  the  inexactness  of  medical  science,  physi- 
cian errors,  and  some  overzealous  attorneys. 
Given  these  factors  and  the  obvious  moderate 
financial  success  of  most  physicians  (after  five  to 
twelve  years  post-college  training),  some  law 
suits  are  inevitable,  and  properly  so.  The  prob- 
lem is  the  irresponsible  suit  or  threat  of  suit 
(which  often  amounts  to  blackmail)  which  needs 
to  be  curtailed.  The  liest  Iiet  still  seems  to  be 
something  similar  to  a Workmen’s  Compensation 
Board  with  a tribunal  made  of  a physician,  a 
lawyer,  and  a representative  of  the  public.  I his 
tribtinal  shoultl  have  authority  to  make  financial 
grants  to  an  injured  patient,  throw  out  irrespon- 
sible or  unworthy  suits,  and  to  mediate  claims. 

The  kaleidoscopic  changes  in  the  medical  pro- 
fession in  past  years  is  like  watching  a great 
river  form  new  islands,  sweep  away  lianks,  Imild 
up  deltas,  flood,  and  occasionally  dry  up.  Spe- 
cialties anti  subspecialties  form  and  disappear. 
Some  stibspecialties  “cross  over”  a major  specialty 
line— the  best  examples  being  gastro-enterology 
with  internists  and  surgeons  both  doing  endo- 
scopies, peritoneoscopies,  et  cetera— and  the  same 
is  true  of  cardiology  to  a lesser  extent.  Of 
growing  interest  is  the  dilemma  of  the  profession 
—and  this  also  involves  the  training  in  medical 
centers— of  who  is  to  be  the  primary  physician. 
The  accommodation  in  Arkansas  has  been  good 
and  comfortalile  but  it  is  not  everywhere  else,  as 
the  numerous  articles  in  the  specialty  press  bear 
testimony.  Is  the  general  physician,  the  internist. 


or  the  suijspecialist  to  be  the  primary  physician? 
Ortlinarily,  the  subs]>ecialist  becomes  the  pri- 
mary physician  by  default  rather  than  choice— 
the  patient  knows  of  his  subspecialty,  and  feeling 
that  his  ailment  fits  this  subspecialty,  goes  direct- 
ly to  the  subspecialist.  The  subspecialist  does 
not  want  the  general  care  of  the  patient  after 
his  subspecialty  work.  This  leaves  the  arena  to 
the  general  physician  and  the  internist.  Actually, 
it  is  a tempest  in  a teapot  as  both  internist  and 
general  physicians  are  needed.  The  mutual  de- 
pendence of  internist  and  general  physician  was 
more  clear  a few  years  back  before  the  advent  of 
the  subspecialist;  at  that  time  problem  ca,ses  were 
referred  to  the  internist;  now,  many  general  phy- 
sicians refer  to  the  subspecialist  directly.  The 
real  place  of  the  internist  is  handling  difficult 
diagnostic  and  therapeutic  prolilems,  especially 
in  complicated  cases  where  the  disorder  covers 
several  areas  of  the  medical  s|X'ctrum.  The  real 
enforcer  of  the  division  between  the  general  phy- 
sician and  the  internist  is  availalde  time.  The 
general  pliysician,  with  the  public  depending  on 
him,  does  not  have  time  to  become  involved  in 
long  work-ups  or  tedious  prolonged  surgical 
jirocedures.  The  specialists  of  general  medicine 
and  internal  medicine  are  complementary;  they 
should  not  be  in  any  sense  competitive  despite 
the  fulminations  in  the  national  journals.  Ar- 
kansas and  America  needs  both  generalists  and 
internists. 

The  maldistribution  of  physicians  and  the 
presumptive  physician  shortage  has  precipitated 
immediate  public  interest  in  tlie  possibility  of 
using  so-called  refugee  physicians.  I’his  is  an 
old  .smouldering  prolilem  with  as  many  variations 
as  the  legs  on  a centipede— aiul  more.  For  ex- 
ample, the  resort  states  try  to  prevent  ijualified 
physicians  from  retiring  to  practice  in  their  state; 
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“WANTED ’’ 

TWO  COUNTRY  DOCTORS 

To  join  6-man,  fou I -tempered,  over- 
worked group.  Abundance  of  patients — 
both  night  and  day. 

Recreational  advantages  are  few. 

Mosquitoes  are  unbearable  3 months  each 
year.  Duck  hunting  not  much  good  any- 
more. Most  fishing  reservoirs  have  been 
drained  for  soybeans. 

Lot  Of  Pathology! 

You  can  make  a lot  of  money! 

CONTACT : Pat  Watkins,  Admin. 

Stuttgart  Medical  Clinic 
Stuttgart,  Arkansas  72160 
501-673-721 1 


Internist  needed  for  a four  man  well  established 
group  in  Memphis,  Tennessee.  Openings  available 
immediately  and  in  January  and  July  of  1 976.  Mod- 
ern office  is  adjacent  to  Methodist  South  Hospital 
(a  satellite  of  Methodist  Hospital  Central  of  Mem- 
phis, a 900  bed  accredited  facility).  Our  practice 
is  one  of  general  internal  medicine  with  an  emphasis 
on  cardiology,  however,  opportunity  exist  for  any 
major  sub-speciality.  Affiliation  with  the  Univer- 
sity of  Tennessee  School  of  Medicine  is  available  if 
desired.  Contact  P.  D.  Holmes,  M.D.,  4274  Faronia, 
Memphis,  Tennessee  38116,  telephone  901  398- 
2374. 


Medical  Personnel  INcedcd 


Dedicated  Health  Professionals 
needed  to  serve  the  Developmental^ 
Disabled  at  the  Arkansas  Children’s 
Colony,  Conway,  Ark. 

Immediate  openings  for: 

Medical  Services  Administrator 
— House  furnished  — Salary 
Open. 

Staff  Physician  — Salary  Open. 
Please  contact  Hurlis  V.  Graham, 
Suite  300,  Professional  Bldg.,  No. 
Little  Rock,  Ark.  72116.  Tele- 
phone: 501-371-1268. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  alter  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  lor  meperidine  or 
morphine  intoxication  (prolonged  and  carelul 
monitoring).  Respiratory  depression  may  recur 
in  spile  of  an  initial  response  to  Naitine®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12years  old.  Forages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i  d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680 
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Editoriai, 


this  silualioii  consists  oi  two  \'aiial)lcs;  some  well 
trained  out  ot  slate  physicians  and  a lelnclant 
“Iiome  town"  meilical  society.  I'lie  \'iet  Nam  air 
lilt  to  the  Ih  S.  poses  a variation:  physicians  ot 
unknown  training  and  open  minded  medical 
.society,  jdns  a public  desirous  ot  close-by  medical 
care.  W ith  regard  to  the  \’iei  Nam  "retngee’’ 
piiysicians,  common  sense  indicates  that  it  they 
can  prove  good  medical  training  and  can  pass 
appropriate  licensure  tests,  tlien  they  shoidcl  be 
permitted  to  practice.  But  this  does  not  mean 
icdncin<>  the  standards  which  one  uses  to  accredit 

O 

medical  schools  or  to  certily  physicians  tor  prac- 
tice; it  this  tvere  clone  it  wonlcl  create  tirst  and 
second  class  physicians.  Because  ot  the  ditticid- 
ties  involved,  it  might  be  well  tor  this  group  ot 


physicians  tcj  have  a period  ot  preceplorsliip  it 
there  is  any  cpiestion  ot  competency,  d'his  does 
not  mean  that  Arkansas  or  any  single  calher  state 
coidcl  or  shonlcl  try  to  absorb  all  cpialilicd 
“retngee"  physicians.  It  does  point  cant  tlie  possi- 
bility ot  getting  a limited  number  ot  cpialitied 
physicians  in  gccygraphic  areas  of  need.  Ot  the 
greatest  importance  is  the  tact  that  this  shoidcl 
Ije  completely  under  llie  control  and  gnidance 
ot  the  Arkansas  Medical  .Society  and  the  Arkan- 
sas Medical  Licensing  Board.  Currently  the 
University  ot  Arkansas  School  ot  Medicine  is 
as.scrting  its  leadership  in  trying  to  cpiality  these 
Vietnamese  ]>hysicians.  Special  classes  are  being 
held  tor  lliem  with  the  idea  in  mind  of  cjiialitying 
them  tor  llie  licensing  examinations. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

Congress  deserted  ^Vashington  tor  a summer 
holiday  leaving  behind  not  only  the  Angnst  heat 
of  the  Potomac  sw'amplands  but  also  most  of  its 
planned  health  legislation  still  hanging  np  in 
the  htmiid  air. 

\Vith  passage  ot  national  health  insurance 
(NHI)  written  off  for  this  year,  both  the  Senate 
and  House  on  return  will  tackle  a variety  ot 
health  or  health-related  matters  including  health 
manpower,  already  passed  by  the  House,  amend- 
ments to  the  Health  Maintenance  Organizations 
.\ct  (HMO),  and  possible  changes  to  the  Medi- 
care law. 

While  the  health  subcommittee  of  the  House 
^Vays  and  Means  Committee  has  scheduled 
public  hearings  on  NHI  for  October  28,  sub- 
committee chairman  Daniel  I).  Rostenkowski 
(D-111.)  stated  “the  considerable  lead  time  needed 
to  forge  a NHI  bill’’  as  the  tinexpected  rea,son 
for  hearings  this  year. 

Pressing  problems  with  Medicare,  however. 


have  prompted  Rejj.  Rostenkowski  to  schedule 
hearings  on  possible  changes  to  that  law  on 
.September  H). 

“Recent  oversight  hearings  concerned  certain 
HEW  regidations,  including  those  on  utilization 
review  and  the  81/0  percent  nursing  care  differen- 
tial. As  we  consider  Medicare  changes,  1 expect 
that  we  will  explore  the  possibility  ot  major 
modifications  in  the  way  hospitals  are  leim- 
bursed.  And  we  will  look  at  how  Medicare  may 
help  hospitals  facing  steep  increases  in  mal- 
practice insurance  rates,”  Rep.  Rostenkowski 
said. 

d he  slating  ot  an  adtlitional  hearing  indicates 
the  subcommittee  will  probably  draft  legislation 
to  change  some  ot  the  present  Medicare  regula- 
tions. I here  may  not  be  time  for  final  Con- 
gressional action  this  year,  but  legislation  could 
clear  Congress  next  year. 

Many  of  the  revisions  the  subcommittee  mem- 
bers are  considering  would  be  welcome  to  the 
medical  profe.ssion. 
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Listed  as  one  topic  of  the  hearing  was  the 
present  law’s  recpiirement  that  physicians’  Medi- 
care reimbursement  be  tied  to  a type  of  cost-of- 
living  index  and  geared  to  the  75th  percentile 
of  normal  and  customary  charges.  The  American 
Medical  Association  has  challenged  the  fairness 
of  HE\\'’s  jtrojaosed  index  and  warned  that  the 
regtdation  cotdd  drive  increasing  numbers  of 
physicians  away  from  assignment.  Another  hear- 
ing stilrject  is  “physicians'  services  reimbtirsement 
— possiirle  liasic  changes  in  present  ‘reasonable 
charge'  system.” 

Two  other  controversial  Medicare  regulations 
are  tip  for  revietv— possilrle  revisions  in  Profes- 
sional Standards  Review  Organizations  (PSRO) 
provisions,  and  utilization  review  recptirements 
for  hospitals,  the  latter  under  temporary  injunc- 
tion by  the  federal  courts  as  a result  of  an  AM.\ 
court  protest. 

Other  issues  to  be  considered  by  the  sultcom- 
mittee: 

‘^Termination  of  the  81/9  percent  nursing  dif- 
ferential in  hospital  costs; 

"Redefinition  of  reasonalile  cost  level  for  hos- 
pitals (90th  to  80th  percentile  and  revised 
hospital  classification  system); 

"Nurse  staffing  retpiirements  in  rural  hospitals 
(authority  to  waive  certain  recjuirements  witli 
respect  to  nurse  staffing  recjuirements  in  rural 
hosjaitals  exjrires  on  }anuai7  1,  1976). 
"Medicare  relationshijr  to  Federal  Emjrloyee 
Health  Progiam  (no  jrayment  may  be  made 
under  Medicare,  beginning  January  1,  1976, 
for  services  provided  to  memlrers  of  the  Fed- 
eral Emjrloyee  Plan  unless  a system  of  coordi- 
nation Iretween  two  j:)rogTams  is  developed 
under  jrresent  law). 

"Revisions  in  hemodialysis  and  kidney  trans- 
jrlant  jrrovision  to  imjrrove  administration 
and  enhance  cost  effectiveness. 

"Revisions  in  home  health  care  jrrovisions. 
"Medicare  Part  B |)remium  increase  jrrovision 
—correction  of  technical  error  in  jrresent  law 
which  precludes  inaeasing  the  jaremiums. 
"Institutional  services  reimbursement— possible 
basic  changes  from  the  jrresent  retroactive 
reasonable  cost  reimbursement. 
"Consideration  of  a sjaecific  jjrojaosal,  with 
respect  to  maljrractice,  to  jrermit  hospitals  to 
self-insure  and  charge  such  costs  to  Medicare. 
"Revisions  in  current  coverage  of  ambulance 
services. 


"Coverage  of  jrajr  smears  under  Medicare  Part 
B. 

"Possible  changes  in  jaayment  methods  for 
jrhysicians'  services  when  jratient  is  deceased. 

Similar  hearings  will  get  underway  in  the 
Senate  this  fall.  The  Senate  Finance  Subcom- 
mittee on  Health,  according  to  Chairman  Her- 
man Talmadge  (D-Ga.),  j^lans  sessions  “to  resolve 
some  of  the  reimimrsement  and  related  jrroblems 
in  Medicare  and  Medicaid,  and  some  of  the  more 
arbitrary  and  inequitable  regulations  which  have 
been  jrromulgated  by  HE^\^” 

* * # 

A bill  relaxing  some  of  the  federal  recjuire- 
ments for  Health  Maintenance  Organizations 
(HMO's)  to  receive  federal  aid  has  Ireen  aj^proved 
by  the  Health  Subcommittee  of  the  House  Com- 
merce Committee.  The  legislation  was  sjmrred 
by  the  lagging  start  of  the  once-vaunted  HMO 
jrrogTam  tvhich  has  been  stalled  desj^ite  high 
hojres  of  backers  it  would  jrrove  pojmlar  and 
become  a viable  alternative  to  regular  health 
insurance  and  fee-for-service. 

No  full  committee  action  was  taken  jrrior  to 
the  August  recess.  Senate  committee  considera- 
tion won't  begin  until  after  House  action,  putting 
a time  scjueeze  on  the  bill  as  far  as  final  action 
this  year  is  concerned. 

The  AMA  had  urged  the  House  Commerce 
Subcommittee  headed  Iry  Rep.  Paul  Rogers 
(D-Fla.)  not  to  reduce  the  jrresent  HMO  program 
to  a subsidy  for  jMe-jraid  gioup  practice  plans. 

The  Subcommittee  bill  amended  the  contro- 
versial “dual  option”  clause  in  the  law  that 
recjuires  emjrloyers  to  give  individual  workers 
their  choice  between  an  HMO  plan  and  jrrivate 
health  insurance.  Labor  has  protested  this  inter- 
feres with  collective  bargaining.  The  amendment 
gives  union  representatives  the  right  to  veto  an 
HMO  ojDtion,  but  not  to  veto  a regular  health 
insurance  oj^tion.  Thus,  Labor  would  have 
jrower  to  block  an  HMO  but  not  to  accept  one 
for  all  employers  at  the  exclusion  of  fee-for- 
service  health  insurance. 

The  jarovision  averted  the  danger  that  labor 
unions  could  force  all  emjrloyees  in  a company 
to  accept  a union-formed  and/or-controlled 
HMO. 

Another  important  action  was  elimination  of 
the  present  “open  enrollment”  provision  for 
HMO’s,  a jDi'ovision  designed  to  avoid  having 
HMO's  able  to  skim  the  cream  and  take  only 
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low-risk  groups  or  iiulividuals.  However,  the 
suliconiiiiittee  liill  retains  present  reipiireinents 
tliat  HMO's,  to  (pialify  for  aid,  must  “enroll 
persons  who  are  broadly  representative  ot  the 
various  age,  social  and  iiuoine  groups  witidn  the 
area  it  ser\es . . . 

The  bill  allows  HMO's  to  oiler  as  optional 
rather  than  mandatory  some  HMO  services  and 
to  limit  the  preventive  health  services  which 
would  have  to  be  ollered  as  basic  services. 

* * * 

Another  blow  to  the  belly  has  been  delivered 
to  national  health  insurance  plans  relying  on 
Social  Secnrity  linancing.  I'he  General  Acconnt- 
ing  Ollice,  supervisor  ol  lecleral  spending  and 
operations  for  Congress,  reports  Social  Security's 
trust  funds  “face  exhaustion  in  the  near  future 
because  of  increased  benefit  levels  due  to  infla- 
tion, and  high  unemployment  causing  reduced 
contributions  . . . “ 

According  to  GAO,  projections  covering  the 
next  75  years  show  that  the  system  will  also  incur 
a large  long-range  deficit  because  of  the  decreas- 
ing birth  rate  and  the  rising  cost  of  living. 

In  order  to  alleviate  the  situation,  GAO 
pointed  out.  Congress  will  have  to  approve  some 
of  the  remedies  already  suggested  by  various 
advisory  bodies,  including  financing  of  Medicare 
Part  A out  of  general  revenues,  the  ecpiivalent  of 
adding  a new  $9  billion  annual  spending  pro- 
gram. The  money  saved  for  Social  Security,  $9 
billion,  would  be  used  to  support  other  Social 
Security  programs,  primarily  the  main  retirement 
disability  program.  Social  Security  taxes  would 
not  be  changed,  but  federal  corporate  and  income 
levies  presumably  would  have  to  furnish  an  extra 
$9  billion. 

Unless  such  steps  are  taken.  General  Account- 
ing warned,  “there  may  be  no  alternative  to 
increasing  (Social  Security)  taxes”  or  the  wage 
base  or  both. 

* # # 

A Federal  Court  ruling  threatens  to  crimp  the 
Food  and  Drug  Administration’s  plan  to  make 
it  easier  for  “generic  drug”  makers  to  market 
their  products  tpiickly  after  patent  protection 
runs  out  on  brand-names. 

An  order  by  U.  S.  District  Court  Judge  June 
Green  in  Washington,  D.  C.,  blocked  FDA  from 
allowing  Zenith  Laboratories,  Inc.,  Northvale, 
N.  J.,  to  market  a generic  version  of  chlordi- 
azepoxide  without  first  obtaining  a new  drug 


application.  I’lie  ruling  was  .sought  by  Hoffmau- 
La  Rodie,  liic.,  Nutley,  N.  J.,  which  markets  the 
product  as  Libiium. 

Judge  Green  said  the  NDA  te([uirement  for 
generic  drugs  has  an  anti-competitive  effect,  but 
“the  overriding  interest  in  insuring  the  health 
and  safety  of  the  public  through  compliance  . . . 
ie(|uiies  the  result  reached  here.” 

Securing  an  NDA  for  a product  is  a lengthy 
and  expensive  procedure,  rei[uiring  test  data, 
etc.,  and  would  delay  for  a long  period  introduc- 
tion of  competitive  “generic”  drugs  iii  cases 
whete  patents  have  lajtsed. 

If  ujrheld  by  higher  courts,  the  ruling  could 
hurt  the  HE^V  Department's  controversial  Maxi- 
mum Allowable  Cost  (MAC)  program  intended 
to  foster  purchase  of  generic  drugs  by  Medicaid 
patients.  M.\C  has  been  challenged  in  Federal 
Court  by  the  AMA. 

# # * 

d he  Food  and  Drug  Administration  heard 
strong  arguments  for  and  against  warning  labels 
for  oral  diabetic  drugs  at  an  unusual  one-day 
hearing  on  one  of  the  Agency's  keenest  medical- 
scientific  controversies  over  the  past  five  years. 

A new  Briti,sh  study  and  the  testimony  of  one 
of  the  original  American  investigators  cast  some 
doubt  on  the  validity  of  the  scientific  data  FDA 
has  been  relying  upon  in  its  effort  to  crack  down 
on  oral  hypoglycemics.  On  the  other  hand,  one 
of  Ralph  Nader’s  health  teams  contended  the 
warning  label  was  insufficient  and  called  for 
written  consent  by  patients  taking  the  oral 
products. 

The  hearing  was  called  to  further  air  the 
differences  of  opinion  on  the  FDA’s  proposed 
warning  that  there  may  be  increased  risk  of 
cardiovascular  death  in  diabetic  patients  treated 
with  the  oral  drugs.  The  proposal  is  based  on  a 
1961-1970  clinical  study  by  the  University  Croup 
Diabetes  Program  (LIGDP)  which  claimed  that 
heart  disease  death  rate  was  twice  as  high  among 
patients  treated  with  the  oral  drugs  compared 
with  those  on  insulin  or  on  special  diets. 

A double  blind  study  by  University  of  London 
professor  Harry  Keen  suggested  evidence  of  long- 
term benefits  from  Tolbutamide  and  Phenformin 
and  no  long-term  cardiovascular  toxicity.  An 
FDA  official  said  this  latest  study,  carried  out 
over  an  eight  year  period,  will  retpiire  close  con- 
sideration. 

Fhe  UGDP  study  may  have  been  prejudiced  by 
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a conflict  of  interests  on  the  part  of  one  of  the 
investigators,  a researcher  in  the  study  testified. 

Angela  Bowen,  M.D.,  Olympia,  Wash.,  told 
the  FDA  “it  would  be  on  mighty  thin  ice”  if  it 
goes  lorward  with  its  plan  to  require  warning 
labels  without  first  investigating  whether  the 
study  was  valid. 

Describing  herself  as  a “very  reluctant  wit- 
ness," Dr.  Bowen  told  the  investigation  took  on 
almost  a vendetta  approach  where  Tolbutamide 
was  involved,  fn  addition,  she  said  some  of  the 
deaths  ascribed  to  that  drtig  appeared  to  have 
been  caused  by  factors  unrelated  to  the  diabetic 
conditions  of  the  patients. 

j.  Richard  Grout,  M.D.,  Director  of  the  FDA’s 
Bureau  of  Drugs,  said  he  found  the  allegations 
“a  little  astounding”  and  woidd  have  to  evaluate 
them. 

* * * 


Asa  S.  Crow,  M.I).,  Paragould 


Dr.  Asa  Crow  First  Vice  President 

Dr.  Asa  A.  Crow  of  Paragoidd  was  elected  first 
vice  president  of  the  Arkansas  Medical  Society 
at  the  1975  Annual  Session. 


Dr.  Crow  attended  Arkansas  State  University 
in  Jonesboro  and  was  graduated  from  the  Uni- 
versity of  Arkansas  School  of  Medicine  in  1961. 
Following  his  internship  at  the  University  of 
.\rkansas  Medical  Center  in  Little  Rock,  he  be- 
gan his  general  practice  in  Paragotild. 

Service  to  organized  medicine  is  important  to 
Dr.  Crow.  He  has  served  in  several  capacities, 
including:  president  of  the  Greene-Clay  County 
Medical  Society,  chief  of  staff  of  the  Community 
Methodist  Hospital,  a member  of  the  ArkPac 
Board  of  Directors,  a member  of  the  Society’s 
Afedical  School  Committee,  second  and  third 
vice  president  of  the  Society,  and  immediate 
past  president  of  the  Caduceus  Club  of  the  Uni- 
versity of  Arkansas  for  Afedical  Sciences. 

Civic  and  community  organizations  provide 
another  area  where  Dr.  Crow  provides  leader- 
ship and  counsel.  He  has  served  on  the  United 
Fund  Board,  District  Boy  Scout  Council,  Para- 
goidd Housing  Authority,  and  as  immediate  past 
president  of  the  Paragoidd  Country  Club. 

Dr.  Crow  is  married  to  the  former  Wanda 
Barnes  of  Caruthersville,  Missouri,  and  they  have 
three  children:  Denise,  15;  Susan,  14;  and  Greg, 
12.  Of  his  various  hobbies  and  interests.  Dr. 
Crow  especially  enjoys  playing  golf— when  his 
busy  schedide  permits. 

# # # 


4-H  O-Rama  Trophies 
Presented  by  Society  Members 

Medical  Society  members  from  six  districts, 
including  three  councilors  and  two  past  presi- 
dents, were  on  hand  for  the  awards  programs 
and  presentations  of  trophies  during  the  District 
4-H  O-Ramas  over  the  State  this  summer.  The 
following  physicians  presented  trophies  to  the 
first  place  winners  in  the  junior  and  senior  di- 
visions of  the  Health  Activities;  Dr.  Paul  Gray, 
Batesville;  Dr.  Morriss  M.  Henry,  Fayetteville; 
Dr.  John  Farmer,  Magnolia;  Dr.  Kemal  Kutait, 
Fort  Smith;  Dr.  C.  Lewis  Hyatt,  Monticello,  and 
Dr.  Ben  N.  Saltzman,  Little  Rock. 

The  Arkansas  Medical  Society,  for  the  past 
four  years,  has  underwritten  the  expense  of  tro- 
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phies  tor  each  District  C)-R;tiiia  Health  Activity 
as  well  as  the  State  l-H  O-Raiiia  Health  Activity. 
The  Health  .Activity  participants  increased  by 
forty-one  stndents  above  last  year's  totals.  .\  total 
of  ninety-two  )nnic)r  and  senior  l-H  ineinljers 
competed  in  the  Health  .Activity  conclnctcd  in 
the  districts. 


* * # 


Vee  Ann  Simpson,  Union  County.  Dr.  John  Farmer  of  Magnolia 
and  Shirley  Moore,  Union  County. 


Rose  Branham,  Sebastian  County,  Dr.  Kemal  Kutait  of  Fort  Smith, 
Councilor,  and  Debbie  Jones,  Sebastian  County. 


Jeanette  Sanders.  Jefferson  Countv.  Dr.  C.  Lewis  Hyatt  of  Monti- 
cello,  past  president.  Arkansas  Medical  Society,  and  Laura  Nar- 
lamore,  Jefferson  County. 


Ellen  Daniel.  Benton  County.  Dr.  Morriss  Henry  of  Fayetteville. 
Councilor,  and  Lori  Kennen,  Benton  County. 


Rita  Goins.  Stone  County,  Dr.  Paul  Gray  of  Batesville,  Councilor, 
and  Kim  Clark,  Jackson  County. 
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C.  C.  I.ong,  M.I)..  Arkansas  Medical  Society  Council  Cliairman,  meets  with  the  Secretary  of  the  Department  of  Healtli,  Education  and 
Welfare  to  discuss  putting  all  Arkansas  in  one  category  for  pavmtmt  of  Medicare  fees.  Shown  on  left  is  Dr,  Long;  renter,  Mr.  Lynn  Lowe, 
.Arkansas  Republican  Party  Chairman.  David  Mathews,  Ph.l).,  is  on  the  right. 


The  Arkansas  Medical  Society  Gets  to  the  Top 
In  Efforts  to  Eliminate  Five-Area  Discrimination 

Dr.  C.  C.  Long,  Chairman  of  the  Council  of  the 
Arkansas  Medical  Society,  met  with  the  new  Secre- 
tary of  Health,  Education  and  Welfare,  Dr.  David 
Mathews,  on  Septemljer  9.  The  purpose  of  the 
trip  was  to  ask  the  Secretary  to  change  HEW’s 
discriminatory  methods  of  jiaying  rural  physicians 
less  than  the  fees  received  by  urban  doctors  under 
Medicare.  The  appointment  was  arranged  by  Mr. 
Lynn  Lowe  of  Texarkana,  Chairman  of  the 
Republican  Party  in  Arkansas,  through  his  con- 
tacts among  Republican  officeholders.  Mr.  Lowe 
believes  the  desired  change  will  be  made  and  is 
determined  to  see  it  through. 

The  present  system  of  dividing  the  State  into  five 
areas  according  to  income  levels  was  installed  soon 
after  Medicare  was  implemented  in  1965.  The 
Medical  Society  has  tried  in  vain  for  five  years 
or  more  to  change  the  system  so  that  there  would 
be  one  area  for  the  whole  State.  Repeated  attempts 
have  been  made  through  our  congressmen  and 


senators.  Delegations  from  the  Arkansas  Medical 
Society  have  gone  to  the  Department  of  HEW  in 
Washington  to  try  to  convince  HEW  that  the 
system  was  unfair,  that  it  militated  against  doctors 
locating  in  rural  towns  where  they  are  needed 
worst,  and  that  it  w'ould  cost  the  Government 
little,  if  any,  more  than  under  the  present  dis- 
criminatory system.  The  system  discriminates 
against  patients  under  the  program  in  that  they 
pay  a larger  portion  of  a doctor’s  fee  in  the  lower 
four  areas  than  do  patients  in  Area  1.  7 he  num- 
ber of  doctors  who  accept  assignment  in  areas 
outside  Area  1 is  low  and  is  declining. 

Until  Dr.  Long’s  visit,  the  Department  of  HEW 
would  not  budge  from  its  position.  Dr.  Mathews, 
however,  expressed  interest  and  concern.  The 
Arkansas  Medical  Society  will  continue  its  efforts 
to  change  a system  which  exacerbates  the  physi- 
cian shortage  in  rural  areas  and  guarantees  that 
patients  outside  of  Area  I will  pay  more  for  their 
care  under  Medicare. 

# * * # 
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AMA  Tulsa  Regional  for  Category  I 

The  American  Metlical  Association,  Oklahoma 
State  Medical  Association  and  Tnlsa  Comity 
Medical  Society  are  co-sponsoring  Category  I 
Continuing  Medical  Education  Courses  in  Tulsa, 
January  17-18,  1976. 

A total  of  seven  se}Knate  courses  will  be  given 
on  the  following  topics: 

The  Child  in  the  Emergency  Room 
Einancial  Management 

Basic  I.ife  Support  Course  in  Cardiopul- 
monary Resuscitation 
Recent  Advances  in  Cardiac  Management 
Dermatology  for  Non-Dermatologists 
Management  of  the  Critically  Injured 
Patient 

Acid-Base,  Eluid  and  Electrolyte  Balance 

Eor  detailed  information  on  each  course  and 
registration  forms  contact:  Ralph  W.  Richter, 
M.D.,  Associate  Dean,  Continuing  Medical  Edu- 
cation, The  University  of  Oklahoma  College  of 
Medicine— Tulsa,  3233  East  31st  Street,  Tulsa, 
Oklahoma  74105. 


Rural  Health  Conference 

The  twenty-ninth  National  Conference  on 
Rural  Health  and  fifth  Arizona  Conference  on 
Rural  Health  will  l^e  held  April  8-9,  1976,  at 
the  Hyatt  Regency  Phoenix,  in  Phoenix,  Arizona. 

For  detailed  information  and  registration 
forms  contact:  Department  of  Rural  and  Com- 
munity Health,  American  Medical  Association, 
Division  of  Medical  Practice,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 


EDUCATIONAL  OPPORTUNITY 
ANNOUNCEMENTS 

PROGRAM 

SEMINAR:  DATE:  DIRECTOR: 

Acute  Respiratory  12-8-75  thru  Nancy  F.  Rector, 

Failure  Course  12-10-75  M.D. 

“Registration  is  closed  for  this  seminar.  How- 
ever, for  more  details,  contact  the  Department 
of  Continuing  Education  for  Physicians,  Uni- 
versity of  Arkansas  For  Medical  Sciences 
Campus,  4301  West  Markham,  Little  Rock, 
Arkansas  72201. 


Mark  Your  Calendar 
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• HOUSE  OF  DELEGATES 

• COMMITTEE  MEETINGS 

• COUNCIL  MEETING 

• TOP-NOTCH  SPEAKER 
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Dr.  Phillips  Robbed 

Dr.  Bert  L.  Phillips  of  North  Little  Rock  was 
robbetl  at  gunpoint  in  his  home  recently.  The 
assailant  came  to  Dr.  Phillij/s  door  asking  for 
medical  assistance.  AVhen  Dr.  Phillips  allowed 
the  man  to  come  into  the  house,  the  assailant 
scnffletl  with  the  doctor  and  robbed  him. 


Dr.  Edmondson  Opens  Office  in  Danville 

Di'.  Rogers  P.  Edmondson,  who  practiced  med- 
icine in  Springdale  for  twenty-one  years,  has  an- 
nounced the  opening  of  his  office  in  Danville 
for  the  jrractice  of  general  medicine  and  surgery. 

Dr.  Ring  is  Speaker 

Dr.  Gene  D.  Ring  of  Dardanelle  spoke  to  his 
community's  Chamber  of  Commerce  recently, 
seeking  their  cooperation  in  an  effort  to  attract 
additional  physicians  to  the  town. 

Dr.  Paris  is  Campus  Physician 

Dr.  John  Paris  of  Jonesboro  has  agreed  to  work 
as  campus  physician  in  the  Student  Health 
Center  of  Arkansas  State  LIniversity  this  year. 
Plans  call  for  Dr.  Paris  to  be  in  the  Health 
Center  two  separate  hours  each  day,  five  days 
per  week. 


AND  NEWS  ITEMS 


sician's  viewpoint  at  a recent  meeting  of  the 
El  Dorado  Rotary  Club. 

Medical  Seminar  In  Mountain  Home 

Dr.  Robert  Kerr  and  Dr.  Max  Cheney  of 
Mountain  Home  were  among  the  jxnticipants 
in  a seminar  entitled  “Infection  Control  and 
You''  for  health  professionals.  The  seminar  at- 
tracted more  than  200  attendees  from  ten  states. 

Dr.  Kittrell  at  Texarkana  AHEC 

Dr.  James  B.  Kittrell,  a Texarkana  family 
practitioner  for  twenty-eight  years,  will  become 
head  of  the  new  Area  Health  Education  Center 
being  established  at  Texarkana  by  the  Univer- 
sity of  Arkansas  for  Medical  Sciences. 

Dr.  Phillips  Honored  by  Medical  Assistants 

Dr.  VV.  P.  Phillips  of  Port  Smith  has  been 
selected  “Doctor  of  the  Year"  by  the  Sebastian 
County  Medical  Assistants  Society. 

Dr.  Saltzman  is  Campaign  Chairman 

Dr.  Ben  N.  Saltzman  of  Little  Rock  has 
been  appointed  State  chairman  for  the  1975 
Christmas  .Seal  Campaign,  which  officially  op- 
ened November  13th. 


Dr.  Saltzman  Appointed  Rotary  Official 

Dr.  Ben  N.  Saltzman  of  Little  Rock  has  been 
appointed  a member  of  the  LInited  States,  Can- 
ada and  Bermuda  Consultative  Croup  of  Rotary 
International,  the  worldwide  service  organiza- 
tion. 

Dr.  Wilson  on  Bank  Board 

Dr.  Larkin  M.  Wilson,  Jr.,  of  El  Dorado,  has 
been  elected  to  the  Boartl  of  Directors  of  the 
National  Bank  of  Commerce  in  El  Dorado. 

Drs.  Lesh  and  Hathcock  Honored 

Dr.  Ruth  Ellis  Lesh  and  Dr.  Preston  L.  Hath- 
cock, both  of  Eayetteville,  were  honored  by  fel- 
low members  of  the  \Vashington  Regional  Med- 
ical Center  staff.  Dr.  Lesh  and  Dr.  Hathcock 
each  received  a bronze  service  placpie  marking 
their  retirement  after  twenty-five  years  of  service 
to  that  hospital  in  Eayetteville. 

Dr.  Moore  Speaks  to  Rotary  Club 

Dr.  John  H.  Moore  of  El  Dorado  discussed 
safety  and  the  prevention  of  injuries  from  a phy- 


Dr. Henker  is  Historical  Speaker 

Dr.  Ered  O.  Henker  of  Idttle  Rock  recently 
spoke  to  the  Pulaski  County  Historical  Society 
on  mental  health  practices  in  the  county's  his- 
tory. 

Dr.  Landrum  is  Guest  Speaker 

Dr.  Annette  Landrum  of  Port  Smith  was  guest 
speaker  at  a seminar  for  medical  assistants,  spon- 
sored by  the  Sebastian  County  Medical  Assistants 
Society.  Dr.  Landrum  instructed  the  group  on 
medical  laboratory  procedures. 

Dr.  Hornberger  Named  to  Hospital  Position 

Dr.  E.  Z.  Hornberger,  an  Internist  in  Port 
Smith  since  1950,  has  been  named  Medical  Ed- 
ucation Director  of  Sparks  Regional  Medical 
Center  in  Port  Smith.  Dr.  Hornberger  will  be 
responsible  for  coordinating  the  activities  re- 
lating to  utilization  review,  medical  audit,  Joint 
Commission,  medical  staff  education,  and  he 
will  also  act  as  a special  advisor  to  the  hospital 
administration  on  medical  matters. 
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Dr.  Charles  Lynn  Weber 

Dr.  Charles  Lynn  \VeI)er  of  Magnolia  died 
August  9,  1975,  at  the  age  of  sixty-seven.  He  was 
born  March  7,  19()S,  in  Tnrlle  Creek,  Pennsyl- 
vania. He  was  a graduate  of  the  College  of  Phy- 
sicians and  Surgeons,  Boston,  Massachusetts,  in 
1937. 

Dr.  Weber  establi.shed  his  family  practice  in 
Magnolia  in  1939,  and  established  the  Weber 
Clinic  there  in  1948,  following  his  return  from 
military  service.  He  was  active  in  his  community 
as  a member  of  the  American  Legion,  Veterans 
of  Foreign  Wars,  first  president  of  the  Magnolia 
.Airport  Commission,  president  of  the  Magnolia 
Country  Club,  and  former  president  of  the  local 
Optimist  Club.  He  was  also  a Shriner  and  a 32nd 
Degree  Mason. 

His  professional  associations  in  the  field  of 
medicine  included  the  Columbia  County  Medi- 
cal Society,  Arkansas  Medical  Society,  Southern 
Medical  Association,  and  the  American  Medical 
Association.  He  was  a Fellow  in  the  American 
Academy  of  Family  Physicians. 

Dr.  Weber  is  survived  by  his  wife,  Annette,  one 
daughter,  and  three  sons,  including  Dr.  Charles 
H.  Weber  of  Magnolia. 

Dr.  Henry  Harrison  Atkinson 

Dr.  Henry  H.  Atkinson  of  Fordyce  died  Octo- 
ber 5,  1975,  at  the  age  of  sixty-one.  He  was  a 
native  of  Fordyce  and  a 1938  gTaduate  of  the 
University  of  Arkansas  School  of  Medicine. 

Following  his  graduation  from  medical  school. 
Dr.  Atkinson  practiced  medicine  at  Cummins 
Prison  Farm  near  Pine  Bluff  and  at  Cros.sett.  In 
1946,  he  established  his  practice  in  Fordyce  and 
became  active  in  the  community.  Dr.  Atkinson 
was  a World  War  II  veteran,  former  school  hoard 
president,  a member  of  the  Fordyce  City  Council, 
Dallas  County  Health  Officer,  and  a member  of 
the  American  Wildlife  Association  and  National 
Rifle  Association. 

His  profe.ssional  associations  included  the  Dal- 
las County  Medical  .Society,  Arkansas  Medical  So- 
ciety, and  the  Southern  Medical  Association. 

Dr.  Atkinson  is  survived  by  his  wife,  Maxine, 
and  two  sons,  James  and  Max. 


Dr.  Layne  Eugene  Carson 

Dr.  Layne  E.  Carson  is  a new  mend)er  of  the 
Pulaski  County  Medical  Society.  He  is  a native 
of  Wynne,  Arkansas. 

Dr.  Carson  graduated  from  the  University  of 
Tennessee,  Knoxille,  in  1940.  He  was  graduated 
from  the  University  of  Tennes.see  College  of 
Medicine,  Memjdiis,  in  1943.  Dr.  Carson  in- 
terned at  Gallinger  Memorial  Hospital,  Wash- 
ington, D.C.,  and  completed  a residency  in  In- 
ternal Medicine  in  1952  at  Walter  Reed  Army 
Hospital,  Washington,  D.C.  Board  certified  in 
family  practice,  he  is  also  a member  of  tlie  Amer- 
ican Academy  of  Family  Physicians. 

Dr.  Carson  is  in  General  Practice  at  the  Vet- 
erans Administration  Hospital,  300  East  Roose- 
velt Road,  Little  Rock. 

Dr.  Jeffrey  Warren  Ellis 

The  Pulaski  County  Medical  Society  has  ac- 
cepted Dr.  Jeffrey  W.  Ellis  for  membership.  He 
is  a native  of  Chicago,  Illinois. 

After  graduating  from  Grinnel  College,  Grin- 
nel,  Iowa,  in  1969  with  an  A.B.  degree.  Dr.  Ellis 
was  graduated  from  the  University  of  Illinois 
College  of  Medicine,  Chicago,  in  1973.  He  was 
an  Obstetrics  and  Gynecology  resident  in  1973-74 
at  the  University  of  Illinois  Hosjntal  in  CIncago. 
In  1974-75,  he  was  a resident  in  Surgery  at  the 
University  of  Arkansas  for  Medical  Sciences  in 
Little  Rock. 

Dr.  Ellis  is  in  Family  Practice,  with  offices 
located  at  Suite  1000,  Medical  Towers  Building, 
Little  Rock. 


Dr.  James  T.  Y.  Kwee 

The  Pulaski  County  Medical  Society  has  ac- 
cepted Dr.  James  F.  Y.  Kwee  as  a new  member. 
He  is  a native  of  Indonesia. 

Dr.  Kwee  received  his  medical  degree  from  the 
Faculty  of  Medicine,  Airlangga  University,  Sura- 
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baya,  Indonesia,  in  1966.  He  completed  an  in- 
ternship and  a residency  in  Obstetrics  and  Gyne- 
cology at  the  University  of  Arkansas  Medical 
Center  in  Little  Rock. 

Dr.  Kwee  is  practicing  Obstetrics  and  Gyne- 
cology at  310  Doctor’s  Park  in  Little  Rock. 

Dr.  Noble  Brassfield  Daniel,  III 

Tlie  Miller  County  Medical  Society  has  added 
the  name  of  Dr.  Noble  B.  Daniel,  III,  to  its  mem- 
bership roll.  He  is  a native  of  Texarkana,  Texas. 

Dr.  Daniel  graduated  from  Southern  State  Col- 
lege, Magnolia,  Arkansas,  with  a B.S.  degree  in 
1969,  and  he  was  graduated  from  the  LTniversity 
of  Arkansas  School  of  Medicine  in  1974.  Dr. 
Daniel’s  internship  was  completed  at  John  Peter 
Smith  Hospital,  Fort  Worth,  Texas.  He  is  a 
member  of  the  American  Academy  of  Family 
Physicians.  Dr.  Daniel  is  in  Family  Practice  at 
317  Stateline  Road,  Texarkana. 

Dr.  Roehl  Wesley  Johnson 

Dr.  Roehl  W.  Johnson,  a native  of  Knoxville, 
Tennessee,  is  a tiew  member  of  the  Craighead- 
Poinsett  County  Medical  Society. 

He  received  a B.A.  degree  in  1965  from  Central 
Methodist  College,  Fayette,  Missouri.  In  1969, 
he  was  graduated  from  the  University  of  Ten- 
nessee College  of  Medicine,  Memphis.  After  in- 
terning at  Baptist  Memorial  Hospital  in  Mem- 
phis, Dr.  Johnson  was  in  Pediatric  residency  until 
1975  at  the  City  of  Memphis  Hospitals. 

He  is  now  practicing  Pediatrics  at  505  East 
Matthews,  Jonesboro. 


Dr.  Michael  C.  Reese 

The  Benton  County  Medical  Society  has  ac- 
cepted Dr.  Michael  C.  Reese  for  membership. 
He  is  a native  of  Aurora,  Illinois. 

Dr.  Reese  graduated  from  Hendrix  College  in 
Conway,  Arkansas,  in  1964  with  a B.A.  degree. 
He  was  graduated  from  the  University  of  Ar- 
kansas School  of  Medicine  in  1968,  Dr.  Reese 
completed  his  internship  at  St.  John’s  Hospital 
in  Tulsa,  Oklahoma.  He  has  had  one  year  of 
General  Surgery  residency  and  three  years  of 
Otolaryngology  residency  at  the  University  of 
Arkansas  Medical  Center.  Dr.  Reese  completed 
two  years  of  active  duty  with  the  United  States 
Air  Force  in  1971  at  Tucson,  Arizona.  He  is  a 


member  of  the  American  Council  of  Otolary- 
nogology. 

Dr.  Reese  is  practicing  Otorhinolaryngology  at 
1110  West  Elm  in  Rogers. 

Dr.  Yale  E.  Parkhurst 

The  Crawford  County  Medical  Society  has 
added  a new  member.  Dr.  Yale  E.  Parkhurst,  a 
native  of  Centralia,  Washington,  to  its  member- 
ship roll. 

Dr.  Parkhurst  attended  Northeastern  State  Col- 
lege in  Tahlequah,  Oklahoma,  and  the  Univer- 
sity of  Oklahoma  in  Norman.  He  was  graduated 
from  the  University  of  Oklahoma  School  of  Med- 
icine in  Oklahoma  City  in  1948.  Dr.  Parkhurst’s 
internship  was  completed  at  St.  Joseph  Hospital, 
Wichita,  Kansas,  and  he  was  a resident  at  the 
University  Hospital  in  Oklahoma  City. 

He  has  practiced  in  Bel  Plaine,  Kansas,  Nor- 
man and  Miami,  Oklahoma,  and  for  the  past 
five  years,  he  has  been  in  practice  in  Oklahoma 
City,  Oklahoma.  Dr.  Parkhurst  has  held  teach- 
ing appointments  at  the  University  of  Oklahoma 
Health  Science  Center  and  the  University  of 
Kansas  Medical  Center.  He  has  served  as  Di- 
rector for  Health  Services  for  the  State  of  Okla- 
homa, and  Director  for  Health  Education  for  the 
State  of  Oklahoma. 

Dr.  Parkhurst  is  now  in  General  Practice  at 
1103  Chestnut  Street  in  Van  Buren,  in  associa- 
tion with  Dr.  Millard  C.  Edds  and  Dr.  Ed  G. 
Hopkins. 

Dr.  Thomas  A.  Henry 

Dr.  Thomas  A.  Henry  is  a new  member  of 
the  Pulaski  County  Medical  Society.  He  is  a 
native  of  Little  Rock. 

Dr.  Henry  giaduated  from  the  University  of 
Arkansas  in  1964  with  a B.A.  degree.  He  was 
graduated  from  the  University  of  Arkansas  School 
of  Medicine  in  1968.  His  internship  was  com- 
pleted at  Parkland  Memorial  Hospital  in  Dallas, 
Texas,  and  he  completed  his  Ophthalmology 
residency  at  the  University  of  Arkansas  for  Med- 
ical Sciences  in  1975.  Dr.  Henry  is  now  practic- 
ing Ophthalmology  at  the  Doctors  Building,  500 
South  University,  Little  Rock. 

Dr.  David  Allan 

The  Garland  County  Medical  Society  has 
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aildccl  a new  incmljcr,  Dr.  David  .Mian,  a native  I’hoinas  R.  Wallace,  Resident— Ophthalmology 

r)l  Weniyss  hile,  .Scotland.  Robert  G.  Enhanks,  Resident— Orthopaedies 

Dr.  Allan  was  graduated  Ironi  the  Dniversity  Thomas  R.  Braswell,  Medical  Student 
oi  St.  Andrews  Sc  hool  ot  Medic  ine,  Dundee,  Scot- 
land, in  1950.  Me  completed  an  internship  at 
the  Dtindee  Royal  Intirmary  and  a residency  in 
Anesthesiology  ;it  the  Ihiiversity  of  Toronto, 

Ontario,  Canada.  From  1902  until  1971,  Dr. 

•Mien  practiced  at  Northwestern  University  in 
(Chicago. 

He  is  a member  of  the  American  Society  of 
Anesthesiology,  and  a Fellow  of  the  American 
Academy  of  Pediatrics.  He  has  held  a teaching 
appointment  at  the  University  of  Arkansas  School 
of  Medicine. 

Dr.  Allan  is  practicing  Anesthesiology  at 

Ouachita  Memorial  Hospital  in  Hot  Springs. 

# # * # # 

The  following  are  new  student,  intern,  and 
resident  members  of  the  Pulaski  County  Medical 
Society: 

University  of  Arkansas  for  Medical  Sciences: 

C.  Don  Greenway,  Resident— Internal  Medicine 
Joe  A.  Abrams,  Resident— Family  Medicine 
Jim  Sharp,  Resident— Ophthalmology 
Robert  L.  Reese,  Resident— Radiology 


the  Auxiliary.  Honored  guests  included  seven 
charter  members  of  the  organization,  who  were 
Mrs.  C.  W.  Archer,  Mrs.  Robert  M.  Eubanks, 
Mrs.  Charles  C.  Hinkle,  Mrs.  Fay  Jones,  Mrs. 
C.  E.  Oates,  Mrs.  Wallace  Rose,  and  Mrs.  N.  F. 
Weny. 

Auxiliary  Officers  for  Pulaski  County 

I'he  Pulaski  County  Medical  Society  Auxiliary 
has  elected  and  installed  officers  for  the  year. 
Mrs.  Ray  Jouett  is  president;  Mrs.  W^illiam  Orr, 
president-elect:  Mrs.  Paid  Cornell,  first  vice  pres- 
ident; Mrs.  Harold  Chakales,  second  vice-presi- 
dent; Mrs.  James  Kyser,  publicity  .secretary;  Mis. 
William  Turner  Hands,  telephone  chairman; 
Mrs.  Robert  Valentine,  recording  .secretary;  Mrs. 
Dalton  Packmore,  treasurer;  Mrs.  Roger  Vaugh- 
ter,  corresponding  secretary;  and  Mrs.  William 
Hayden,  historian. 


Auxiliary  Dedicates  Plaque 

The  Woman's  Auxiliary  to  the  Arkansas  Med- 
ical Society  has  placed  a bronze  plaque  at  the 
Capitol  Hotel  in  Little  Rock.  The  platpie  com- 
memorates the  establishment  of  the  Auxiliary 
fifty  years  ago,  in  1925. 

Mrs.  Curry  B.  Bradburn,  Jr.,  Little  Rock,  State 
Auxiliary  President,  gave  the  welcoming  address. 
Mrs.  Frank  Padberg  presented  a brief  history  of 


ANSWER— Electrocardiogram  of  the  Month 

Interpretation: 

The  patient  had  marked  generalized  cardiomegaly, 
and  was  diagnosed  as  having  cardiomyopathy. 

The  £CG  shows  marked  left  axis  deviation  with  Q 
waves  in  the  posterior-inferior  leads  that  could  be  con- 
fused with  a previous  myocardial  infarction.  The  PR 
interval  is  upper  normal  limits.  The  QRS  interval  is 
prolonged  and  compatible  with  intro-ventricular  conduc- 
tion delay.  T wave  inversion  is  present  in  the  anterior 
and  left  precordial  leads.  There  is  "high  voltage"  of  the 
left  ventricle  (precordial  leads)  and  left  ventricular 
hypertrophy  is  possible. 

The  changes  described  indicate  myocardial  pathology 
but  are  not  specific  for  any  special  type  of  heart  disease. 
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Woman's  Auxiliary 
Fourth  Annual 
AMA-ERF  Sharing  Card 
1975 


W'HO? Sponsored  by  the  Woman’s  Auxiliary  to  the  Arkansas  Medical  Society,  statewide. 

WHAT? A non-sectarian  greeting  card,  designed  by  Mrs.  Joe  Bnmpas,  with  your  name 

printed  under  your  county,  addressed  and  mailed  for  you  about  December  17tli, 


to  each  member  of  the  Arkansas  Medical  Society  and  the  faculty  physicians  at 
the  University  of  Arkansas  College  of  Medicine.  This  card  will  reach  approx- 
imately 1800  physicians  statewide. 


AVHY? To  benefit  the  University  of  Arkansas  College  of  Medicine  by  providing  funds 

which  are  government  matched  on  a §9-$l  basis  for  student  loans. 

WHERE?  ....  Contact  your  Auxiliary  AMA-ERF  County  Chairman,  or  fill  in  the  form  below 
and  mail  with  your  check  to  the  address  shown. 

WHEN? Deadline  for  receiving  names  is  December  1,  1975. 

HOW  MUCH?  . . Individuals  or  families,  $20.00,  minimum. 

Businesses,  corporations  or  gionps,  $40.00,  minimum. 

DEDUCTIBLE?  . Contributions  to  AMA-ERF  are  income  tax  deductible. 


Name: 


(exactly  as  you  wish  it  to  appear  on  tlie  card) 


Address: 


(CITY) 


(STATE) 


(ZIP) 


County  Auxiliary  to  receive  credit: 


I enclose  $20.00  for  individual  or  family. 


I enclose  at  least  $40.00  for  a business,  corporation  or  group. 

I do  not  want  my  name  included  on  the  Card,  but  would  like  to  help 
medical  education  in  Arkansas  and  am  enclosing  a check  for 

$ • 


MAKE  CHECKS  PAYABLE  TO:  AMA-ERF  AUXILIARY  FUND. 

MAIL  BEFORE  DECEMBER  1,  1975,  to:  Mrs.  David  L.  Barclay 

No.  14  Arrow  Ridge  Court 
little  Rock,  Arkansas  72205 
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BECOTIN® 

Vitamin  B Complex 

BECOTIN®  with  VITAMIN  C 

Vitamin  B Complex  with  Vitamin  C 

BECOTIN®-T 

Vitamin  B Complex  with  Vitamin  C,  Therapeutic 

MI-CEBRIN® 

Vitamins-Minerals 

MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 
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DISTA  PRODUCTS  COMPANY 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


400944 


1 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


respond  to 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two.  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


2-mg,  5-mg,  10-mg  scored  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


THE 

JOURNAL  OF  THE 


SCIENTIFIC  ARTICLES 


MEDICAL  SOCIETY 


Owned  by 

THE  ARKANSAS  MEDICAL  SOCIETY 
And  Published  Under  Direction  of  the  Council 


ALFRED  KAHN,  JR.,  M.D.,  Editor 
1300  West  Sixth  Street  Little  Rock,  Arkansas 

MR.  PAUL  C.  SCHAEFER,  Business  Manager 
214  North  12th  Street  Fort  Smith,  Arkansas 

LITTLE  ROCK  BUSINESS  OFFICE 
1 14  E.  Second  St.  Little  Rock,  Arkansas 


Ainpitillin  ResislaiU  Heniophilus 
Influenzae  Meningitis  in  Arkansas  267 
Barry  Allen,  M.D., 
Margaret  Harrison,  M.D. 

Retinal  Neovascnlarizatioti:  The 

Sleeping  Dog  of  the  Eye  - - 269 

R.  Sloan  Wilson,  M.D., 
James  H.  Landers,  M.D. 

rite  Anterior  Pitnitary  and 

Hypothalamic  Hormones 273 

Hoieard  H.  Conaway, 
Michael  R.  Yelich 


OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


T.  E.  TOWNSEND,  President Pine  Bluff 

A.  S.  KOENIG,  JR.,  President-Elect  Fort  Smith 

AS.'X  A.  CROW,  First  Vice  President Paragould 

MAHLON  O.  MARIS,  Second  Vice  President  Harrison 

DONALD  L.  DUNCAN,  Third  Vice  President Texarkana 

ELVIN  SHUFFIELD,  Secretary Little  Rock 

KENNETH  R.  DUZAN,  Treasurer El  Dorado 

AMAIL  CHUDY,  Speaker, 

House  of  Delegates  . North  Little  Rock 

CHARLES  F.  WILKINS,  JR.,  Vice  Speaker, 

House  of  Delegates Russellville 

ALFRED  KAHN,  JR.,  Journal  Editor Little  Rock 

C.  C.  LONG,  Delegate  to  AMA Fort  Smith 

PURCELL  SMITH.  Delegate  to  AMA  . Little  Rock 

JOE  VERSER,  Alternate  Delegate  to  AMA Harrisburg 

T E.  TOWNSEND,  Alternate  Delegate  to  AMA  Pine  Bluff 

MR.  PAUL  C.  SCHAEFER,  Executive  Vice  President, 

P.  O.  Box  1208 - Fort  Smith 


FEATURES 

ERG  of  tlie  Month  280 

Malcohn  B.  Pearce,  M.D. 

Office  Orthopaedics:  Get  That 
Knee  Going  (Restoration  of 

Knee  Function)  281 

Philip  H.  Johnsoyi,  M.D. 

I’oxicology  Update  285 

D.  Karrol  Fowlkes 


COUNCILORS 

First  District 

JOHN  R KIRKTFY 

*ELDON  FAIRLEY 

Second  District 

JOHN  F RFI  I. 

•PAIT!  GRAY 

Third  District 

•L.  J.  P.  BELL  

Helena 

FRFD  G INMAN,  JR 

JOHN  P.  nURGF. 

...Lake  Village 

Fifth  District 

•RAYMOND  IRWIN 

•I.  B.  JAMESON,  JR. 

JOHN  H.  MOORE - 

Pine  Bluff 

El  Dorado 

Sixth  District 

•G  TYNN  HARRT«; 

A.  E.  ANDREWS  

Texarkana 

Seventh  District 

•ROBERT  F.  McCRARY 

CURTIS  CLARK  

Hot  Springs 

Eighth  District 

WILLIAM  S.  ORR,  JR ... 

•W.  PAYTON  KOLB 

.....Little  Rock 
l.ifflp  Rork 

Ninth  District 

•HENRY  V.  KIRBY  

Harrison 

MORRISS  M.  HENRY  ..  

Tenth  District 

KEM  AL  KUTAIT  

. ...Fort  Smith 

•C.  C.  LONG 

Fort  Smith 

•Senior  Councilor 

The  Advertising  policy  of  this  JOURNAL  is  go\erned  by  the 
PRINCIPLE'S  OF  ADVERTISING  of  the  State  Medical  Journal 
Advertising  Bureau,  Inc.,  by  the  Advertising  Committee  of  the 
Bureau  and  by  the  Council  of  the  Arkansas  Medical  Society. 

EXCLUSIVE  PUBLICATION— Articles  are  accepted  for  pub- 
lication on  the  condition  that  they  are  contributed  solely  to  this 
Joi:rnal. 

COPYRIGHT  1975— By  the  Journal  of  the  Arkansas  Medical 
Society. 

NEWS— Our  readers  are  requested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  of  interest 
to  the  membership. 


Arkansas  Public  Health  at  a Glance, 
“Afycology  Laboratoi-y  Services”—.  287 
Robert  T.  Howell 

Guest  Editorial,  “Surgery  For 
Coronary  Artery  Disease: 

An  Appraisal”  290 

G.  Doyne  Williains,  M.D., 
Robert  T.  Bulloch,  M.D., 
Malcolm  B.  Pearce,  M.D. 


Medicine  in  the  News 293 

Ehings  to  Come:  Announcements 
In  the  Field  of  Continning 
Education  ...  299 

Personal  and  News  Items 300 

New  Members 301 

Olhtuary  302 

Membership  Roster  303 


niuiiiuiiiMiiiiiiMiiiiuiuiuMuiiniiiniiiiiiniiiuiiniiiniiiuiiiiiinniniiniiiiniiiinuiiiininiiniiniiMiiniiiinuiuitiiiriiiniiiniiiniiiiiiiiiiiiiiiiiniiiiiiiiiiMiuiiiinMiiMiiiiiiiMtiiiiiiniiiiiiiiiiniiiiitiiiMiininiiMiiiiiiiiiiiuiiiiiiMMiiiiiiitiii 


Notice  on  Form  5579  to  be  sent  to  Arkansas  Medical  Society,  P.  O.  Box  1208,  Fort  Smith,  Arkansas  72901. 
Published  monthly  under  direction  of  the  Council.  Arkansas  Medical  Society,  Volume  72,  No.  7.  Subscription 
$2.00  a year.  Single  copies  50  cents.  Entered  as  second  class  matter.  May  1,  1955,  in  the  post  office  at  Little 
Rock,  Arkansas,  under  the  Act  of  Congress  of  March,  1879.  Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1103,  Act  of  October  3,  1917,  authorized  August  1,  1918.  Second-class  postage  paid  at 
Little  Rock,  Arkansas. 


THE  JOURNAL  OF  THE 


MEDICAL  SOCIETY 


PUBLISHED  MONTHLY  UNDER  DIRECTION  OF  COUNCIL 

ItltlllMINIIIIIIMIIMtlllMIIMIIIMIIIMUlHininMHIIIHMnHdllMIMmiKllllliniUlMMIIIIIIIIIIMlininiinillllintMIIMilllMIII  VOLUME  72  o DECEMBER,  1975  . NUMBER  7 

Ampicillin  Resistant  Hemophilus 
Influenzae  Meningitis  in  Arkansas 

Barry  Allen,  M.D.,*  and  Margaret  Harrison,  M.D.** 


I. 

Meningitis  is  a dreacled  disease  in  children 
especially  if  it  is  due  to  Heiiwpliilus  influenzae 
because  of  its  high  mortality,  morijidity,  and 
neurological  secpielaed  For  the  past  ten  years, 
the  drug  of  choice  for  therapy  has  been  intra- 
venous ampicillin  in  ever  increasing  dosages.- 
It  has  been  anticipated  for  several  years  that 
resistance  of  the  organism  to  the  drug  would 
evolve.  We  would  like  to  report  the  first  proven 
case  of  ampicillin  resistant  Hemophilus  influ- 
enzae meningitis  in  Arkansas. 

If. 

C.  F.,  a two-year-okl  black  male  from  Pope 
County  was  well  until  three  days  prior  to  his 
hospital  admission,  when  he  developed  vomiting 
and  subjective  fever.  The  following  day,  the 
vomiting  increasetl  and  he  became  (juite  irritable. 
The  next  day,  he  began  pulling  his  right  ear  in 
addition  to  his  other  symptoms.  On  the  day  of 
admission,  he  was  .seen  by  a physician  who  noted 
nuchal  rigidity.  A lumbar  puncture  was  per- 
foinied.  He  was  given  1 gram  of  ampicillin  and 
referred  to  UAMC. 

On  admission,  his  temperature  was  102.4°  (R), 
pulse  130/minute  and  a respiratory  rate  of  60. 

•Pediatric  Resident,  University  of  Arkansas  College  of  Medicine. 

••Assistant  Professor,  Department  of  Pediatrics,  University  of 
•Arkansas  College  of  Medicine,  4301  West  Markham,  Little  Rock, 
.Arkansas  72201. 
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4100/76* 

362/72 

130/21 
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CSF  protein 
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88  mg% 

65  mg% 

* CSF  count  from  Russellville 

+ culltire  positive  for  growth 

WBCs  — white  blood  cells  per  cubit  millimeter 

% polys  — percent  polymorphonuclear  cells  per  white  blood  cell 
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He  was  noted  to  be  drowsy  but  very  irritable 
when  aroused.  Other  abnormal  physical  findings 
included  a right  otitis  media  and  positive  Brud- 
ziiLski’s  and  Kernig’s  signs.  Fhe  lumbar  puncture 
was  repeated  and  blood,  urine  and  cerebral  spinal 
fluid  (CSF)  cultures  were  obtained.  He  was  then 
begun  on  continuous  intravenous  ampicillin  in  a 
dose  of  400  mg/kg/day  in  six  divided  doses.  This 
was  2Y2  hours  after  tlie  initial  dose  of  ampicillin 
had  been  given. 

Over  the  next  four  days,  his  condition  re- 
mained unchanged.  Because  of  persistence  of 
the  Hemophilus  influenzae  organism  in  subse- 
(juent  CSF  cultures  (Table  I)  and  failure  of 
improvement  clinically,  his  therapy  was  changed 
to  intravenous  chloramphenicol  (100  mg/kg/day 
in  four  divided  doses)  before  definitive  organism- 
drug  sensitivity  results  were  obtained. 

Suli.sef|uent  di,sc  sensitivity  testing  proved  that 
the  Hemophilus  influetjzae  organism  was  re- 
sistant to  ampicillin.* 

Within  24  hours  after  starting  chlorampheni- 
col, the  fever  began  to  subside.  He  became 
afebrile  on  the  fifth  day  (iiiiiih  day  of  hospitali- 
zation). Although  his  spinal  fluid  culture  became 
negative,  the  patient  showed  little  clinical 

‘Confirmed  by  the  Communicable  Disease  Center  in  Atlanta. 
Georgia. 
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impiovemeiit  anti  presently  is  severely  neuro- 
logically  iinpairetl. 

III. 

Since  Decenilier,  1973,  there  have  been  24 
reported  cases  in  children  ol  Hemophilus  influ- 
enzae meningitis  resistant  to  ampicillin. ^ Most 
of  these  children  have  died  or  have  had  severe 
neurological  setpielae.  d o date,  most  of  the  cases 
have  been  confined  to  the  eastern  coastal  area  of 
the  United  States.  A few  sporadic  cases  have 
appeared  more  inland. 

IV. 

W^e  have  now  seen  the  emergence  of  resistance 
of  this  organism  to  ampicillin  in  Arkansas.  The 
only  acceptable  alternate  therapy  is  intravenous 
chloramphenicol,  as  it  easily  passes  the  blood- 
brain  barrier.  Althongh  the  organism  is  usually 
sensitive  in  vitro  to  the  cephalosporins,  these 
drugs  are  not  effective  treatment  as  they  do  not 
cross  the  blood-iirain  barrier. 

In  areas  where  cases  have  been  proven  re- 
sistant, the  initial  treatment  of  meningitis  con- 
sists of  the  combination  of  aqueous  ampicillin 
and  chloramphenicol  and  the  discontinuance  of 
one  of  the  drugs  when  the  culture  results  are 
obtained.  This,  of  course,  in  combination  with 
sulfa  drugs,  was  the  treatment  of  choice  before 
the  advent  of  ampicillin.  Aqueous  penicillin  and 
chloramphenicol  may  again  be  the  drugs  of 
choice  in  the  future. 

ddiere  is  some  evidence  that  penicillin  and 
chloramphenicol  administered  together  might 
compromise  the  action  of  jienicillin.  The  reason 
for  this  concern  is  that  penicillin  is  a bactericidal 
agent  and  chloramphenicol  is  a bacteriostatic 
agent.  Studies  suggest  that  antagonism  was  likely 
to  occur  when  comfiination  of  drugs  were  given 
in  doses  that  produce  levels  of  inhibition  of  the 
site  of  infection.^ 

If  there  are  significant  reasons  for  the  use  of 
the  combination  of  penicillin  and  chlorampheni- 
col, they  shoidd  fie  used  in  full  therapeutic  doses. 
11  one  uses  the  drugs  in  combination,  they  should 
fie  used  simultaneously  or  the  penicillin  should 
be  administered  prior  to  the  chloramphenicol.® 
In  this  manner,  any  adverse  effect  on  the  anti- 
bacterial activity  of  the  penicillin  is  limited. 

Chloramphenicol  is  now  the  recommended 
drug  of  choice  in  those  areas  where  Hemophilus 


influenzae  has  been  shown  resistant  to  ampi- 
cillin.® In  using  chloramphenicol,  one  must  be 
aware  of  the  incidence  of  aplastic  anemia 
secondary  to  its  use.  The  mechanism  of  chlor- 
amphenicol in  the  etiology  of  aplastic  anemia  has 
been  described  and  is  thought  to  be  an  individual 
liiochemical  predisposition  involving  DNA  syn- 
thesis.^ Chloramphenicol  is  an  important  drug  in 
Hemophilus  influenzae  meningitis  but  because  of 
its  potential  danger,  it  should  be  used  only  in 
life  threatening  infections  and  if  no  other  anti- 
biotic is  effective. 

More  cases  of  Hemophilus  influenzae  menin- 
gitis resistant  to  ampicillin  can  be  anticipated, 
but  not  in  great  number,s,  in  the  near  future. 
Ampicillin  is  still  the  drug  of  choice  in  Arkansas, 
liowever,  one  should  not  hesitate  to  use  chlor- 
amphenicol if  the  child  did  not  respond  clinically 
to  ampicillin  or  if  there  was  conclusive  laboratory 
evidence  of  its  resistance  to  the  drug.® 

SUMMARY 

Hie  first  case  of  Hemophilus  influenzae  menin- 
gitis resistant  to  ampicillin  has  been  reported. 
Ampicillin  intravenously  at  400  mg/kg  day  in 
six  divided  doses  is  still  the  drug  of  choice  but 
one  should  not  hesitate  to  begin  chloramphenicol 
IV  at  100  mg/kg/day  in  four  divided  doses  if 
there  is  no  clinical  response  after  an  adequate 
•trial  of  ampicillin. 
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Retinal  Neovascularization: 

The  Sleeping  Dog  of  the  Eye 

R.  Sloan  Wilson,  M.D.,*  and  James  H.  Landers,  M.D.* 


Introduction 

^^_elinal  neovascularization  is  an  asyiuplo- 
niatic  treatable  oplithalmoscopic  lintling.  It  may 
develop  in  a variety  ol  diseases  which,  if  un- 
diagnosed and  untreated,  may  lead  to  blindness, 
riiis  paper  will  discuss  the  common  disease  states 
^vhich  may  develop  retinal  neovascularization 
and  em])hasiz.es  the  importance  of  careftil 
ophthalmoscopic  examination  for  its  detection. 
.\hhough  the  causative  disea.ses  may  differ,  the 
basic  pathophysiology  and  natural  history  of 
retinal  neovascularization  seem  to  follow  a 
common  course.  Photocoagtdation  obliterates 
neovascularization  if  it  is  confined  to  the  retinal 
surface,  reducing  the  incidence  of  vitreous  hemor- 
rhage, retinitis  proliferans  and  secondary  retinal 
detachment. 

Case  History  # 1 

4iS-year-old  male  was  seen  on  a routine  eye 
examination.  He  was  in  good  health  with  no 
past  history  of  stirgical  or  ophthalmological 
problems.  He  did  give  a history  of  mild  hypei- 
tension  htit  was  on  no  medication. 

His  uncorrected  visual  actiity  was  20/20  in 
each  eye.  External,  extraocidar  muscle  and  .slit 
lamp  examinations  were  normal.  Intraocular 
pressures  were  If  mm  Hg  by  applanation  to- 
nometry. 

d'he  eyes  were  dilated,  using  10%  Neo- 
Synephi'ine  and  1%  Mydriacyl  ojjhthalmic  drops. 
In  the  right  eye  there  was  noted  along  the  inferior 
temporal  vein  small  patches  of  “red  lace”  like 
neovascularization  (Fig.  1).  A diagnosis  of  branch 
vein  occlusion  was  made. 

This  patient  was  suhsecpiently  treated  with  the 
Argon  laser  photocoagulator,  destroying  these 
neovascidar  areas  by  direct  photocoagulation 
(Fig.  2). 

Case  History  #2 

.\  3H-year-old  female  presented  to  the  Retinal 
■Service  with  a 15  year  history  of  diabetes 
mellitus.  Presently,  she  was  well  controlled  on 

^Retina  Service,  Dept,  of  Oplithalmologn^.  University  of  Arkansas 
College  of  Medicine,  and  the  Veterans  Administration  Hospital, 
l.ittle  Rock,  Arkansas. 


35  units  of  NPH  (U-lOO)  insulin  per  day.  She 
had  no  ocular  complaints. 

Her  visual  acuity  was  20/20  in  each  eye  and 
hei  eye  examination  was  normal  except  for  the 
fundus  examination. 

On  direct  ophthalmoscopy,  she  was  found  to 
have  multiple  dot  hemorrhages  in  the  posterior 
pole,  with  areas  of  “retinal  neovascularization'’ 
along  the  inferior  and  superior  temporal  veins 
(Fig.  3).  O'Hare  classification  BH„NoF„. 


T igure  ! 

Small  patch  of  flat  ^covasculali^atio^  in  a patient  with  a branch 
vein  occ  lusion. 


Figure  2 

Neo\ asculari/ation  after  treatment  with  Argon  laser  pholoco- 
agulator. 
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This  patient  was  treated  with  the  Xenon  arc 
photocoagulator  in  both  a direct  and  indirect 
technique  (pan  retinal  photocoagulation)  (Fig.  4). 

Ophthalmoscopic  Appearance  of  Retinal 
Neovascularization 

Retinal  neovascularization  arises  from  capil- 
laries and  retinal  veins,  dltese  new  vessels  have 
an  irregular  but  fine  architecture  when  compared 
to  normal  vessels.  It  resembles  the  coral  “sea  fan” 
or  fine  red  lace  which,  with  time,  may  grow  out 
of  the  plane  of  the  retina  and  into  the  vitreous. 
The  size,  shape,  and  location  in  the  eye  vary 
slightly  with  the  basic  disease  and  individual 
variation. 


Figure  3 

Retinal  neo\ascularization  in  a patient  with  diabetic  retinopathy. 


Figure  4 

Neovascularization  immediately  following  treatment  with  Xenon 
Arc  photocoagulation. 


The  Pathophysiology 

1.  Vascular  obstruction 

2.  Retinal  Ischemia 

3.  A-V  Anastomosis 

4.  Neovascularization 

Natural  History 

Since  these  new  blood  vessels  are  fragile  and 
weak,  and  lie  on  the  retinal  surface,  excessive 
intravascular  pressure  might  cause  rupture  and 
hemorrhage  into  the  vitreous.  Eventually  retinitis 
proliferans  and  retinal  detachment  may  occur. 
Diseases  Which  Cause  Neovascularization 

Diabetes  Mellitns  accounts  for  14%  of  new 
cases  of  blindness.  Diabetic  retinopathy  can  be 
expected  to  develop  in  50%  of  all  diabetics  and 
in  90%  with  the  disease  more  than  eighteen  years. 
Twenty  percent  of  patients  with  diabetes  of  more 
than  ten  years  will  have  proliferative  retinopathy 
with  retinal  neovascularization.  The  neovascular- 
ization is  posterior,  often  near  the  optic  nerve. 
It  is  usually  bilateral. ^ 

VVe  use  the  O'Hare  classification  of  diabetic 
retinopathy.  The  following  four  characteristics 
are  considered  in  this  classification  system: 
1)  backgTound  retinopathy,  2)  vitreous  hemor- 
rhage, 3)  new  vessels,  4)  fibrous  proliferation. 
The  letters  B,  H,  N,  and  F are  used  to  designate 
the  four  features  of  the  retinopathy  (Table  1). 

Table  1 

O'Hare  Classification 

B Backgrotmd  retinopathy  (intraretinal  hem- 
orrhages, microaneurysms,  hard  and  soft 
exudates,  venous  abnormalities  and  macula 
edema) 

Ho  No  vitreous  hemorrhage 
Hi  Vitreous  hemorrhage  present  but  retina  can 
be  seen  well  enough  to  classify 
H2  Vitreous  hemorrhage  that  obscures  the 
fundus  details 

Nq  No  neovascularization  (new  vessels) 

Ni  Four  or  fewer  discrete  patches  and/or  four 
or  less  disc  areas  of  neovascularization 
N2  More  than  four  discrete  patches  and/or 
meater  than  four  disc  areas  of  neovasctilari- 

O 

zation 

Fq  No  fibrous  proliferation  into  vitreous  cavity 
Fi  Four  or  fewer  disaete  patches  of  fibrous 
proliferation  into  the  vitreous  or  a total 
area  of  proliferation  four  or  less  disc  areas  in 
size 

F2  Fibrous  proliferation  into  the  vitreous  cavi- 
ty, quantity  greater  than  Fi 
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liranch  ]'ein  Occlusion  is  usually  seen  in  older 
ai  tci  iosclei  otic  patients,  Irecjuently  associated 
with  hypertension,  glaucoma  or  diabetes  mellitns. 
Retinal  neovascularization  may  develop  slowly 
over  several  months  following  the  initial  occlu- 
sion. The  neovascularization  is  limited  to  the 
region  drained  by  the  obstructed  vein  or  an  area 
immediately  adjacent  to  it.- 

Sickle  Cell  retinopathy  has  been  reported  in 
SA,  SS,  sc;  anti  Sthal  forms,  but  is  seen  most 
commonly  in  Sickle  Ciell  Hemoglobin  C disease 
(SC).  The  neovascidarization  is  bilateral,  but 
usually  more  advanced  in  one  eye.  It  starts 
peripherally,  temporally  as  a rule,  and  progresses 
posteriorly.^ 

Coats’  Disease  is  a rare  unilateral  ocular  condi- 
tion characterized  by  retinal  e.xudation  and 
telangiectasis  primarily  in  male  children.  The 
neovascularization  is  located  peripherally,  but 
exudates  may  appear  near  the  macida  or  nerve 
head.^ 


Eales’  Disease  is  another  rare  condition  pre- 
dominantly affecting  otherwise  healthy  young 
adult  males.  The  retinopathy  initially  shows 
perivasculitis  which  progresses  to  retinal  neo- 
vascularization. The  neovascularization  is  usually 
in  the  peripheral  retina.  The  etiology  is  obscure, 
but  it  may  be  associated  with  collagenosis  or 
tidiercidosis.^ 

Treatment 

Retinal  neovascidarization  is  treated  by  photo- 
coagulation.^ This  can  be  done  with  either  the 
Argon  Laser  or  the  Xenon  .\rc  (Figs.  5 and  6). 
Photocoagulation  affects  neovascularization  in 
two  ways: 

D/jcct— obliterates  new  vessels  (Fig.  7). 

Didirect— destroys  nearby  retina  and  the  stimu- 
lus for  neovascularization  (Fig.  8).  Coagulation 
seals  potential  ruptures  and  discourages  addi- 
tional neovascularization. 


I'ieure  7 

Drawing  of  ''Direct'’  coagulation  ol  ncovasciilari/ation. 


Figure  8 

Drawing  of  "Indirect”  coagulation  (pan  retinal  pholocoagulation). 


Figure  6 

Xenon  Arc  photocoagulator  in  use. 


Figure  5 

Argon  laser  photocoagulator. 
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Contraindications 

1.  Uncontrolled  systemic  hypertension 

2.  Patients  on  anticoagtilam  drugs 

a.  Patients  in  the  F2  category  (O'Hare  classifi- 
cation) 

1.  Hazy  media  (corneal  o]>acity,  dense  cataract 
and  vitreous  hemorrhages  which  block  an 
adecpiate  view  of  the  retina) 

Complications 

Most  complications  occtir  with  treatment  of 
advanced  stages  of  diabetic  retinopathy.  Compli- 
cations are  very  rare  with  treatment  of  early 
disease.  They  include: 

1.  mild  iritis 

2.  vitreous  hemorrhage 

3.  traction  type  of  retinal  detachment 
1.  occhision  of  arteries  and  veins 

5.  optic  neuritis 

(i.  exudative  retinal  detachment 


Summary 

Retinal  neovascnlarization  is  an  asymptomatic 
ophthalmoscopic  fiiuling  in  a variety  of  diseases. 
In  the  early  stages,  retinal  neovascnlarization  can 
be  siiccessftilly  treated  using  the  Xenon  Arc  or 
.\rgon  laser  photocoagnlators.  Early  diagnosis  is 
important  in  the  sticcess  of  the  treatment  and 
the  prevention  of  blindness  in  these  patients. 
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The  Anterior  Pituitary  and  Hypothalamic 
Hormones 

T.e  pituitary  »l;uul  (or  hy]X)physis)  is  lo- 
cated at  the  l)ase  of  the  brain  in  ;i  depression  ol 
the  sphenoid  bone  known  ;is  tlie  sella  turcica.  It 
is  a relatively  small  endocrine  organ  of  m;in 
eiKompassing  an  areti  less  than  1 cm^  ami  having 
an  average  weight  of  0.5  gm. 

The  pitintary  is  a compound  gland  of  ectoder- 
mal origin.  The  glaiuhdar  portion,  the  anterior 
pituitary,  arises  early  in  embiyonic  life  as  an 
evagination  from  the  roof  of  the  pharyn.':  known 
as  Rathke's  pouch.  Rathke's  ]M)nch  fuses  with 
a second  evagination  ol  embryonic  tissue  arising 
from  the  floor  of  the  third  ventricle  which  is 
destined  to  become  the  posterior  jntnitary.  Ihe 
posterior  jntnitary  retains  an  essentially  neural 
character  thronghont  life,  receiving  an  al)nndant 
nenrosecretory  fibei  sn]>ply  from  cell  bodies  lo- 
cated in  the  supraoptic  and  paraventricular 
nuclei  of  tlie  hypothalamus,  ddie  hormones 
oxytocin  and  vasopressin  (Al)bf)  are  made  in 
these  cell  bodies,  transported  down  ■‘peptidergic" 
nenrosecretoi  y fibers  to  the  posterior  pitnittiry, 
and  snljsecpiently  reletised  from  the  ends  of  these 
axons  following  nerve  tiction  potentials.  The 
anterior  pituitary,  on  the  other  hand,  receives  no 
direct  nenrosecretory  fiber  innervation  Irom  the 
hypothalamus.  The  embryonic  tissue  of  Railike's 
pouch  undergoes  extensive  development  culmi- 
nating in  the  formation  of  distinct  anterior 
pituitary  cells  responsible  for  tlie  synthesis  of  at 
least  seven  polypeptide  and  jirotein  hormones, 
the  secretions  of  which  are  believed  to  lie  con- 
trolled to  a large  extent  by  a group  of  small, 
blood-born  jjolypeptides  which  reach  the  anterior 
pituitary  by  way  ol  the  hypophysial  portal  system. 
Anatomy 

I'he  conventional  anatomietd  ieatnres  of  the 
pituitary  are  depicted  in  Figure  1.  I'he  pituitary 
is  bounded  anteriorly  by  the  optic  chiasm  and 
jiosteriorly  by  the  mammillary  liodies.  In  most 
species  the  jiars  tuberalis  completely  surrounds 
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the  neural  stalk.  Ffowever,  in  man  the  pars 
tuberalis  consists  ol  a thin  cloak  of  cells  located 
on  the  anterior  portion  of  the  stalk.  The  pars 
intermedia  can  be  defined  as  a disliiut  entity 
separated  from  the  pars  clistalis  by  the  residual 
clelt  in  most  vertebrates,  Imt  is  virtually  alisent 
in  man.  1 he  remnant  of  the  lumen  of  Rathke’s 
pouch,  the  residual  delt,  can  be  noted  in  tlie 
human  as  small  colloid  filled  cysts  at  the  junction 
of  the  pars  clistalis  and  the  neuroliypophysis. 
Altliough  die  median  eminence  and  infundilmlar 
stem  are  anatomically  classified  as  parts  of  the 
neurophypophysis  and  transversed  by  axons  of 
supraoptic  and  paraventricular  origin,  these  areas 
are  closely  assoc iateil  with  adenohypophysial 
func  tion. 

Blood  Supply  — The  Hypophysial  Portal  System 

IMood  is  supplied  tet  the  pituitary  by  way  of 
superior  and  inferior  hypophysial  arteries  which 
ai  ise  from  the  internal  carotids  and  the  rostral 
portion  of  the  posteromedial  group  of  the 
cerefnal  circle,  dhe  blood  to  the  anterior 
pituitary  can  be  described  as  tlowing  from  capil- 
laries, to  veins,  to  capillaries  without  going 
through  the  heart  and  is  thus  designated  as  a 
portal  system.  Superior  hypophysial  arteries  form 
an  extensive  vascular  network  in  the  area  of  the 
median  eminence  and  infundibular  stem  {Figure 
2).  In  man,  the  capillaries  of  this  vascular  net- 
work, the  primary  plexus,  form  loc)[)s  tvhich  are 
part  of  spiral  structures  known  as  gomitoli.  I'he 
primary  jklexus  is  drained  by  long  [jortal  veins 
which  course  down  the  anterior  portion  of  the 
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Diagrammatic  representation  of  the  blood  supply  of  the  adenohy- 
pophysis. 

stalk  carrying  blood  to  anterior  pituitary  sinusoi- 
dal capillaries,  d he  blood  supply  of  the  posterior 
pituitary,  originating  by  way  of  inferior  hypophy- 
sial arteries,  is  generally  considered  to  he  mainly 
separate  from  that  of  the  anterior  pituitary. 
However,  small  branches  from  the  inferior 
hypophysial  arteries  terminate  in  a capillary 
plexus  in  the  lower  jjortion  of  the  infimdihnlar 
stem  with  hlooil  entering  short  portal  vessels 
which  drain  almost  directly  into  anterior  pitui- 
tary sinusoids.  Venous  Itlood  from  both  the 
anterior  and  posterior  pituitary  drains  into  the 
cavernous  sinus. 

The  Portal  — Vessel  Chemotransmitter  Hypothesis 

Besides  the  axons  of  supraoptic  and  para- 
ventricular origin  which  transverse  the  neuro- 
hypophysis, a large  number  of  neurosecretory 
fibers  from  cell  bodies  located  principally  in  the 
ventral  hypothalamus  terminate  in  the  median 
eminence  and  infundibular  stem.  .Small  poly- 
peptides are  believed  to  be  elaborated  from  the 
terminations  of  these  axons  and  carried  to  the 
adenohypophysis  by  way  of  the  hypophysial 
poi  tal  system  where  they  act  to  release  or  inhilht 
the  release  of  anterior  pituitary  hormones.  Cur- 
rently, releasing  factors  (or  releasing  hormones) 
are  Itelieved  to  exist  for  ACTH,  TSH,  FSH,  LH, 
S I’H,  Prolactin  and  MSH;  inhil)itoi7  factors  (or 
inhibitory  hormones)  are  propo.sed  for  STH, 
Prolactin  and  MSH  (Table  1).  Not  only  are  the 
releasing  and  inhibiting  hormones  believed  to 
modulate  the  secretion  of  anterior  pituitary  hor- 


TABLE  1 


Hypothalamic  Hormones 

Corticotropin  releasing 
factor  (CRF) 

Tliyrotropin  releasing 
factor  (TRF) 

Follicle  stimulating 
hormone  releasing  factor 
(FRF) 

I.nteinizing  hormone 
releasing  factor  (FRF) 
Somatotropin  releasing 
factor  (SRF)  (GRF) 
Somatotropin  inhibitory 
factor  (SIF)  (GIF) 
Prolactin  inhibiting 
factor  (PIF) 

Prolactin  releasing 
factor  (PRF) 

Melanocyte  stimulating 
hormone  releasing  factor 
(MRF) 

Melanocyte  stimulating 
hormone  inhibiting  factor 
(MIF) 


Adenohypophysial 

Hormones 

ACTH  (adrenocortical 
trophic  hormone) 

TSH  (thyroid  stimulating 
hormone) 

FSH  (follicle  stimulating 
hormone) 

LH  (luteinizing  hormone) 

STH  (GH)  (growth 
hormone) 

STH  (GH)  (growth 
hormone) 

Prolactin 

Prolactin 

MSH  (melanocyte 
stimulating  hormone) 

MSH  (melanocyte 
stimulating  hormone) 


Structures  of  Hypothalamic  Hormones 
TRF  pGlu-His-Pro-NH^ 

l.H-FSH-RF'  pGlu-His-Trp-Scr-Tyr-Gly-Leu-Arg-Pro- 
Gly-NH^ 

GIF  HAla-G’iy-Cys-Lys-Asn-Phe-Phe-Trp-Lys 

Thr-Phe-Thr-Ser-Cys-OH 


mones,  there  is  also  data  stiggesting  that  some 
of  these  factors  may  effect  the  biosynthesis  of 
pituitary  hormones  as  well. 


Releasing  and  Inhibiting  Hormones 
CRF 

In  the  1950’s  it  was  found  that  hypothalamic 
extracts  would  cause  both  the  in  vivo  and  in  vitro 
relea,se  of  ACTH  from  anterior  pituitary  tissue. 
Although  this  was  the  first  demonstration  of 
a hypothalamic  substance  releasing  an  adeno- 
hypophysial hormone,  this  factor  (CRF)  has  not 
presently  been  characterized  because  of  its  in- 
stability and  difficulty  of  a.ssay.  Since  the  active 
fraction  of  hypothalamic  extracts  which  elicits 
AC'FH  release  can  be  destroyed  by  some 
proteolytic  enzymes,  CRF  is  believed  to  be  a 
jtolypeptide.  Some  of  the  early  work  suggested 
that  vasopressin  might  be  CRF,  but  more  recent 
ob.servations  seem  clearly  to  indicate  that  vaso- 
jtressin  and  ACTH  are  regulated  by  separate 
bypothalamic  mechanisms. 

In  addition  to  there  being  a CRF  of  neural 
origin,  evidence  has  now  been  presented  for 
the  existence  of  CRF  released  from  extra- 
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hypotliahuuic  tissue,  lit  exjx'i  imcntal  animals 
the  response  to  aente  stress  is  eharat  teri/ed  l)y 
acute  corticosteroiti  setretion  mediated  by  hypo- 
tlialaniic  CRK.  In  liypothalamically  lesioned 
animals  snl)jected  to  stress  the  increase  in  cortico- 
steroid secretion  is  more  delayed  ;ind  piolonged. 
d'his  pattern  ol  response  Inis  been  suggested  to 
lie  due  to  "tissue  CiRF".  In  situations  ol  in- 
appropriate hypotliahtmic  modulation  or  with 
chronic,  severe  trtinma,  it  is  theorized  th;tt  tissue 
CRF  may  play  an  importtint  physiological  role 
in  medititing  pitnitary-adreind  secietions. 

TRF 

The  lirst  major  success  in  elucidating  the 
chemical  nature  ol  releasing  hormones  was 
achieved  in  196()  when  it  was  lonnd  that  I'RF 
isolated  ironi  porcitie  hypothalamic  nuclei  con- 
sisted ol  three  amino  acids— histidine,  proline, 
and  glutamic  acid— in  ecpiimolar  ratio.  The 
amino  acid  secpience  and  strnctnre  ol  TRF  were 
snhsetpiently  determined,  lollowed  closely  by  the 
synthesis  ol  the  tripeptide  in  196!)  (Talde  1).  The 
molecular  strnctnre  ol  ovine  FRF  has  been 
shown  to  be  the  same  as  that  lor  the  porcine 
molecule,  and  bovine  and  hnman  1 RF's  are 
similarly  believed  to  be  tripeptides  ol  identical 
strnctnre.  No  variance  in  the  biological  activity 
of  pnrilied  FRF  and  synthetic  TRF  has  been 
noted.  I'he  lile  ol  the  tripeptiile  is  ionr 
minutes. 

Svnthetic  I'RF  has  been  used  extensivelv  in 

j / 

the  past  lew  years  lor  experimental  and  clinical 
purposes  and  will  soon  be  available  commer- 
cially. The  peptide  has  been  shown  to  be  ellec- 
tive  in  promoting  the  release  ol  TSH  in  all 
mammals  thus  lar  testetl,  with  increased  secretion 
of  TSFI  following  hypophysial  jjortal  perlnsion 
of  small,  jjresnmaldy  physiological,  dosages  ol 
'I'RF  adding  strong  support  lor  the  validation  of 
the  chemo-transmitter  hypotltesis. 

.\n  increase  in  'FSH  secretion  following  oral 
or  intravenous  FRF  administration  has  been 
thoroughly  dotumented  in  normal  humans.  Re- 
sponsiveness to  FRF  is  independent  to  sex,  but 
dependent  upon  age  and  the  circidating  concen- 
trations ol  the  thyroid  hormones.  Older  males 
have  been  shown  to  secrete  less  TSH  lollowing 
TRF  than  younger  subjects,  and  administration 
of  Tg  or  T4  decreases  or  inhiitts  the  secretion  ol 
TSH  elicited  by  'FRF.  The  effect  of  thyroid 
hormones  on  TRF  res|X)nsiveness  has  not  only 
been  dotumented  in  normal  subjects,  but  also 


ill  various  pathological  conditions.  Hyperthyioid 
suiijects  showing  a low  baseline  .secretion  ol  I'SH 
usually  do  not  res])()ud  to  I'RF,  but  patients 
with  |)iimary  hypothyroidism  and  high  baseline 
I'SH  secretion  usually  show  an  exaggerated  re- 
sponse. Perhaps  the  most  important  clinical  u.se 
ol  FRF  to  date  has  been  as  a diagnostic  tool. 
FRF  is  now  being  routinely  administered  in 
some  laboratories  as  a test  of  pituitary  reserve 
and  to  distinguish  hypothalamic  from  pituitary 
hypothyroidism. 

Not  only  has  TRF  been  clearly  shown  to 
stimulate  the  secretion  of  TSH,  the  tripeptide 
has  been  reported  to  provoke  GH  release  in  the 
rat,  cow,  and  acromegalic  and  uremic  human 
sultjects.  FRF  has  also  been  noted  to  elicit  FSH 
secretion  in  men,  but  not  women,  and  prcdactin 
release  in  cattle,  sheep,  monkeys,  and  normal 
male  and  female  human  subjects.  Prolactin  re- 
lease stimidated  by  FRF  in  mammals  .seems  to 
be  s[)ecie.s  specific.  I here  is  no  increase  ol  serum 
prolactin  in  rats  lollowing  TRF.  in  man  FRF 
elicits  a stimuhis  for  prolactin  secretion  which 
is  as  potent  and  rapid  as  that  lor  TSH.  In  a 
somewhat  anaktgous  fashion  to  TSH  secretion, 
thyroid  status  also  plays  a role  in  the  .secretion 
ol  prolactin  elicited  by  'FRF.  A comparison  of 
hyperthyroid  and  jaimary  hypothyroid  indi- 
viduals before  and  alter  the  attainment  of  the 
euthyroid  state,  following  antithyroid  therapy  or 
thvroid  hormone  medication,  has  shown  that  the 

j 

secretion  ol  prolactin  in  response  to  TRF  ad- 
ministration varies  with  the  blood  levels  of  Fg 
and  'F4.  With  high  levels  ol  the  thyroid  hormones 
the  secretion  of  prolactin  is  depressed,  but  with 
low  levels  ol  I'g  and  T4  prolactin  secretion  is 
potentiated.  The  inhiltition  of  prolactin  secre- 
tion by  Tg  and  'F4  is  not,  however,  as  dramatic 
as  that  noted  for  F.SH.  Prolactin  secretion  stimu- 
lated by  TRF  in  normal  subjects  after  treatment 
with  I'g  and  T4  daily  for  three  to  four  weeks  is 
not  significantly  depressed,  but  TRF-induced 
.secretion  is  dramatically  reduced. 

Fhe  answer  to  whether  or  not  'FRF  is  a 
physiologically  important  release  factor  for  pro- 
lactin, or  other  anterior  pituitary  hormones 
besides  TSH,  awaits  further  experimentation. 

PIF  and  PRF 

It  has  been  believed  for  a number  of  years  that 
prolactin  secretion  in  many  mammals,  including 
man,  is  tonically  inhiltited  by  a hypothalamic 
PIF.  Early  experiments  in  animals  established 
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that  transplaiuation  ol  the  pituitary  to  a site 
lemoved  from  the  base  ol  the  brain  led  to  an 
increase  in  prolactin  secretion,  but  a decreased 
secretion  ol  all  otlier  anterior  pituitary  hor- 
mones; the  develoimient  ol  galactorrhea  after 
pituitary  stalk  section  could  best  be  explained  by 
the  release  ol  prolactin  prodneing  cells  Irom  an 
inhibitory  inllnence  of  hypothalamic  origin. 
However,  abbotigb  a great  deal  of  work  has 
siibsecpienily  been  done  in  this  area,  the  chemical 
nature  of  the  factor  has  not  yet  been  elucidated. 
Attempts  to  cbaracteri/.e  PIF  have  been  hampered 
by  the  lack  of  simple  a,ssays  for  PIF  and  prolactin. 
I be  recent  development  of  radioimmunoassays 
lor  prolactin  have  made  it  possible  for  investi- 
gators to  confirm  eailier  reports,  ba,sed  tipon 
bioassay,  showing  inbil)ition  of  prolactin  secre- 
tion in  rats  indticed  by  hypothalamic  extracts, 
and  sbonld  prove  to  be  a valuable  aid  in  fnttire 
attempts  at  isolation  and  characterization  of  PIP'. 

In  addition  to  a hypothalamic  PIF  regtdating 
prolactin  .secretion,  it  has  been  reported  that 
hypothalamic  extracts  contain  a substance  which 
will  cause  the  relea,se  of  prolactin.  While  TRF 
can  he  postulated  as  a possible  hypothalamic 
regidatory  hormone  controlling  prolactin  secre- 
tion, evidence  showing  a stimulation  of  prolactin 
release  Ity  porcine  hypothalamic  extracts  from 
which  TRF  had  been  removed  suggests  that  a 
non-d'P'R  prolactin  releasing  liormone  iTiay  also 
l)e  present  in  the  hypothalamus. 

Fhe  brisk  secretion  of  jtiolactin  in  response  to 
suckling  in  women  clearly  cannot  be  attributed 
solely  to  FRF  release.  d’SH,  prolactin,  and 
thyroid  hoimone  levels  have  been  measured  in 
post  partum  women  following  either  suckling  or 
tlie  administi  ation  of  FRF.  Suckling  caused  an 
itit teased  secretion  of  prolactiti,  but  no  change 
in  rSH  or  Jh  and  J 4 levels.  d'RP'  increased  both 
I’SH  and  jnolactin  levels  witliotit  effecting  "F^ 
and  T4  concentrations.  (Acute  increases  in  TSH 
concentrations  following  single  injections  of  TRF 
have  generally  not  been  noted  to  provoke  sig- 
nificant changes  in  T3  and  T4  levels),  d ims,  the 
secretion  of  prolactin  following  suckling  in  the 
human  can  be  theoii/ed  to  be  dtte  to  decreased 
.secretion  ol  IMF  ctr,  conversely,  to  the  release  of 
a non-TRF  prolactin  releasing  factor.  However, 
it  cannot  be  etnirely  rtded  out  that  TRF  is 
releasing  prolactin  but  not  M’SH  during  suckling 
if  one  posttdates  the  concomitant  release  of  a 
hypothalamic  hormone  that  wotdd  inhibit  only 


tlie  relea.se  ol  1 .SH.  GIP',  or  somatostatin,  has 
l)een  reported  to  possess  such  inhiijitory  proper- 
ties in  man.  Whth  the  administration  of  l)oth 
GIF  and  TRF  it  has  been  shotvn  that  'F.SH 
secretion  is  inhibited  while  prolactin  secretion 
increases. 

GRF  and  GIF 

Ahhotigh  some  controversy  exists  in  the  early 
literature  concerning  the  isolation  of  a GRF, 
reports  in  the  past  three  to  four  years  seem  to 
have  estaljlished  the  existence  of  a factor  (pre- 
sumaitly  a small  jtolypeptide)  in  the  hypothala- 
mtis  which  can  elicit  the  relea.se  of  growth 
hormone.  Hypothalamic  extracts  of  rats,  pigs, 
and  sheep  have  been  noted  to  cause  either  an 
increased  secretion  of  innmmoreactive  growth 
hormone  in  intact  animals  or  an  increased  in 
vitro  release  of  immunoreactive  growth  hormone 
from  inctibated  pituitary  fragments. 

As  with  tlie  control  of  prolactin  secretion, 
growtli  hormone  release  is  believed  to  Ite  regti- 
lated  by  not  only  a releasing  factor,  but  also  an 
inhibitory  factor  from  the  hypothalamus.  The 
existence  of  GIF  teas  first  postulated  in  1968. 
In  1972  ovine  GIF  (somatostatin)  was  purified 
and  synthesized.  Its  structtire  is  shotvn  in  Table 
I.  M'he  biological  half-life  of  the  tetradecapetide 
is  extremely  short,  only  altout  four  minutes. 

It  has  now  been  established  that  somatostatin 
will  inhibit  growth  hormone  secretion  in  animals 
stich  as  the  rat,  dog,  and  baboon.  In  normal 
adult  human  stdijects  the  elevations  in  blood 
growth  hormone  levels  usually  seen  following 
L-dopa,  arginine,  sleejx  and  exercise  are  blocked 
following  somatostatin  administration.  GIF  will 
also  inhibit  growth  hormone  secretion  stimulated 
by  hypoglycemia,  but  will  not  block  prolactin, 
AG  I II,  or  corticosteroid  increases,  nor  alter  basal 
LFI,  F.SH,  and  M’.SH  concentrations.  The  release 
of  IJI  and  F.SH  stimulated  by  gonadotropin  re- 
leasing hormone  (LH— FSH— RF)  in  humans  is 
tinaffected  by  .somatostatin.  Although  somato- 
statin also  has  no  effect  upon  prolactin  secretion 
stimulated  by  "FRF,  it  inhibits  the  TRF  induced 
secretions  of  FSH  and  FSH. 

M he  actions  of  somatostatin  are  not  limited  to 
the  pituitary.  A decrease  in  the  basal  levels  of 
glucose,  insidin,  and  glucagon  has  also  been 
rejxnted  following  GIF  administration.  The 
hypoinstdiiiemia  has  been  suggested  to  be  due  to 
a direct  inhibitory  action  of  somatostatin  at  the 
level  of  the  pancreas  while  the  hypoglucagonemia 
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may  be  the  lesull  ol  .soinaio.siatiii  acting  at  l)otli 
tlie  pancreas  am!  gnt.  Somatostatin  lias  lieen 
shown  to  inhiliit  hotli  glncose-iiulnceil  insulin 
secretion  and  arsi inine-iiuhu ed  insnlin  and  eln- 
cagon  secretion  in  noiinal  human  subjects.  In 
the  isolated  perinsetl  dog  pancreas,  somatostatin 
inhibits  both  the  stinudation  ol  insnlin  induced 
liy  high  glucose  concentrations  and  that  of 
glticagon  in  response  to  lotv  glucose  concen- 
trations. In  the  totally  depancreati/ed  dog, 
somatostatin  inhibits  the  secretion  of  "pancreatic- 
like"  glucagon  which  is  presnmahly  elaborated 
from  the  newly  described  gastrointestinal  "A” 
cells.  While  the  extra-pitnitary  actions  of 
somatostatin  can  no  doubt  he  considered  as 
pharmacological  in  nature,  some  clinical  investi- 
gators have  recently  propcased  that  somatostatin 
may  prove  to  he  a valuable  adjunct  to  therapy 
for  the  diabetic  patient. 

In  acromegaly  the  chronic  hypersecretion  of 
growth  hormone  is  dramaticallv  reduced  during 
somatostatin  infusion.  Free  fatty  acid  levels  have 
been  notetl  to  increase,  and  plasma  insulin, 
glticose,  and  prolactin  levels  to  decrease.  The 
paradoxical  rise  in  growth  hormone  secretion 
often  noted  in  acromegalic  patients  subjected  to 
a glucose  challenge  has  also  been  reported  to  he 
suppressed. 

LH-FSH-RF 

laiteinizing  hormone  releasing  factors  were 
purified  from  bovine  and  ovine  hypothalami 
in  1970.  The  primary  structures  for  the  two 
peptides  were  determined  to  he  identical,  and 
the  synthesis  of  the  decapeptide  was  reported  in 
1971  (Table  1).  The  .synthetic  peptide  was  found 
to  release  not  onlv  LFI  Init  also  FSH,  confirming 
earlier  reports  of  the  dualistic  potential  of 
natural,  purified  LH-RF.  The  peptide  has  now 
been  thoroughly  documented  as  stimulating  the 
secretion  of  both  FH  and  FSII  in  animals  and 
man.  Fo  date,  no  other  factors  po.s.se.ssing  solely 
LH  or  F.SH  releasing  activity  in  both  the  male 
and  female  have  been  isolated  from  the  hypo- 
thalamus. For  these  reasons  LII-RF"  is  commonly 
referred  to  in  the  literatuie  as  LH-F,SH-RF.  The 
hormone  is  not  believed  to  directly  efiect  the 
.secreticjn  of  (xFI,  AC  1 H,  T.SFI  or  prolactin. 
.Administration  of  tite  jjeptide  has  been  noted 
to  induce  ovulation  in  experimental  animals  and 
in  anovulatory  women.  Prolonged  treatment  of 
the  male  has  suggested  that  LFI-F.SH-RF  may 
prove  to  be  of  some  use  in  the  treatment  of 


oligospermia  and  a/oospei  inia.  [.\n  analysis  of 
clinic  al  studies  with  1 ,1 1-F.Sl  FR  k'  has  recently 
been  [)ublished  (Reference  1 1)]. 

Canrent  evidence  favors  tlie  concept  that  cir- 
culating concentrations  ol  sex  steroids  play  a 
role  in  modulating  the  endogenous  .sect et ion  of 
FIFF.SIFRF  as  well  as  the  sensitivity  of  tlie 
pituitary  to  the  liormone.  I lie  feedback  controls 
ol  the  sex  steroids  in  both  the  male  and  female 
are  complex,  howevei , and  a clear  description  of 
the  relationships  between  the  various  steroids, 
FIFF.SFFRF,  FH  and  F.SH  cannot  yet  be  pre- 
sented. In  normal  cvcling  women,  bioassav  of 
]ila.snia  lot  FFFRF'  has  demonstrated  elevated 
levels  during  the  midcycle  FH  surge.  In  animals 
such  as  the  rat,  FH-FSH-RF  is  most  potent 
during  proestrus.  In  the  rhesus  monkey  and 
normal  women,  FH-FSH-RF  elicits  the  greatest 
release  of  gonadotropins  at  midcycle. 

MIF  ond  MRF 

Evidence  suggesting  that  .MSH  secretion  is 
tonically  controlled  by  an  inhibitory  factor  from 
the  hypothalamus  has  been  presented  lor  both 
amphibians  and  mammals,  but  controversy  exists 
as  to  the  nature  of  this  factor.  Two  peptides 
isolated  from  bovine  hypothalmic  extracts,  AIIF’-I, 
IFPro-Feu-Cxly-NHo,  which  is  the  tripeptide 
c-terminus  of  oxytocin  and  MIF-II,  H-Pro-lIis- 
Phe-.Arg-Gly-NHo,  have  been  proposed  as  the 
hypothalamic  factor(.s).  MIF-I  is  much  more 
active  as  determined  by  a bioassay  based  on 
skin  color  variation  in  frogs.  Tocinoic  acid, 
W-Cys-Tyy-Ile-Crln-Asii-Cys-OW,  the  pentapeptide 
ring  of  oxytocin  has  also  been  proposed  as  ,M1F. 
Tocinoic  acid  has  been  rejiorted  to  be  highly 
active  in  ;i  bioassay  using  rat  pituitary  tissue,  but 
lor  MlF-I  to  be  inactive. 

d he  pentapeptide  fragment  of  oxytocin,  H- 
Gys-d’yr-Ile-(dn-.\sn-()H,  has  been  isolated  from 
hypothalamic  tissue  and  suggested  to  be  MRF'. 
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FOR  LEASE 

4,000  square  feet  medical  building. 
Equipment  and  furniture  available.  Ideal 
for  two  or  three  man  group.  Located 
across  street  from  300  bed  St.  Bernard’s 
Regional  Medical  Center,  Jonesboro,  Ar- 
kansas. 

Smaller  medical  building  available  in 
same  area. 

Conlact:  P.  T.  Stroud,  M.D. 

Telephone:  501  932-8323  or 
501  932-3284 


FOR  SALE 

All  white  Hamilton  examining  table  with  gray 
padded  vinyl  top,  adjustable  head,  has  two  drawers. 
Like  New.  All  metal  Hamilton  treatment  table  with 
formica  top,  like  new.  Green  colored  continental 
scales  in  excellent  condition.  Dazor  floor  model 
incandescent  lamp  with  heavy  base,  fully  adjust- 
able, in  excellent  condition. 

Great  savings  and  priced  to  sell.  If  interested  call: 

Dallas  D.  Miles,  M.D. 

Fort  Roots  VA  Hospital 

North  Little  Rock,  Arkansas  72114 

501  372-8361  Ext.  623 


PHYSICIAN 

We  are  one  of  America’s  largest  health  care  corporations. 
Currently  we  are  seeking  a part-time  licensed  M.D.  as 
attending  physician  for  our  plasma  donor  center  in  Little 
Rock,  Arkansas. 

Responsibilities  include  performing  physicals  in  conjunc- 
tion with  donor  screening  and  evaluation.  Our  require- 
ments are  flexible  and  we  w II  consider  retired  physicians 
as  well  as  those  desiring  to  work  on  a contract  basis.  We 
offer  excellent  working  conditions,  top  benefits,  and  a 
highly  competitive  salary.  Please  write  to: 

MR.  GARY  SKYBROGK 
PERSONNEL  MANAGER 

ABBOTT  SCIENTIFIG  PRODUCTS 

820  Mission  Street 
So.  Pasadena,  Ca.  91030 
Equal  Opportunity  Employer  Male/Female 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  alter  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  lor  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren. because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  fhe  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus. pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  afropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  afropine  sulfate 
per  5 ml,  A plastic  dropper  calibrated  in  increments 
of  Vz  ml,  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to; 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680 
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ELECTROCARDIOGRAM 


OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  284) 

A 15-year-olcl  girl  presented  with  a history  of  having  developed  shortness  of 
breath  following  a "flu-like"  illness  in  December  of  1974.  Two  months  prior 
to  her  admission  she  began  to  experience  increasing  shortness  of  breath  and 
had  three  syncopal  episodes. 


University  of  Arkansas  College  of  Medicine 
Little  Rock,  Arkansas  72201 
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Get  That  Knee  Going 
(Restoration  of  Knee  Function) 

Philip  H.  Johnson,  M.D.* 


T,e  knee  is  a very  sensitive  joint  to  injury 
or  irritation.  W^ithin  24  hours  following  injury 
there  is  an  immediate  effect  of  pain,  apprehen- 
sion, insecurity,  weakness,  tremor,  wasting,  and 
atrophy.^’ The  cpiadriceps  muscle  seems  to 
bear  the  brunt  of  this  wasting  process.  It  is 
afflicted  with  a “reflex  inhibition”  which  may 
give  the  appearance  of  flaccid  paralysis.^^  Ham- 
string spasm  begins  which  may  limit  complete 
extension  mimicing  a “locked  knee”.  Dawson^ 
feels  that  even  bone,  cartilage  and  synovial  de- 
generation may  occur.  Joint  effusion  residts  from 
synovial  irritation,  and  is  aggravated  by  joint 
laxity,  muscle  weakness,  abusive  exercise,  or 
disease.  A vicious  cycle  of  injury,  effusion, 
rest,  quadriceps  wasting,  and  injury  may  be 

produced. 

Rehabilitation  of  the  weakened  and  wasted 
quadriceps  is  the  key  to  restoration  of  knee 
function.  Similar  progiams  may  be  instituted  for 
post  injury  and  post  operative  patients  as  well  as 
the  arthritic  knee. 

REVIEW 

DeLorme-  in  a classic  article  in  1945  pointed 
out  the  difference  between  muscle  power 
(strength)  and  endurance,  and  recommended 
restoration  of  power  first.  For  this  he  used 
isotonic  (moving  the  knee  through  a range  of 
motion)  exercises  of  high  resistance  and  low 
reps  (repetitions).  4’en  Repetitions  Maximum 
(10  RM),  or  the  maximum  weight  which  could 
be  lifted  10  con.secutive  times,  was  carried  out  in 
7-10  series  or  sets  daily,  5 days  per  week.  Smaller 

“Little  Rock  Orthopedic  Clinic,  Post  Office  Box  5270,  Little 

Rock,  Arkansas  72205. 


amounts  of  weight  were  tised  initially  in  the 
session  because  70-100  reps  were  done.  One 
Repetition  Maximum  (1  RM)  was  tested  each 
week,  and  used  as  an  index  of  quadriceps  power. 
Weight  levels  for  the  next  week  were  thereby 
determined. 

Hettinger  and  Midler®  developed  a similar 
degree  of  strength  by  loading  a patient  near 
maximum  for  a single  6 second  quadriceps  con- 
traction sustained  isometrically  (without  joint 
motion),  for  one  exercise  period  per  day.^^ 
Liberson  and  Asa”  confirmed  the  rapid  strength 
and  endurance  produced  by  a 6 second  isometric 
exercise  and  reported  benefit  from  this  exercise 
repeated  several  times  per  day.  Rose’®  ” com- 
bined the  two  above  principles  as  he  advocated 
the  use  of  the  one  Repetition  Maximum  (1  RM) 
contraction  done  isotonically  with  the  leg  over 
the  table  and  held  5 .seconds  in  extension.  With 
each  exercise  period,  1.25  pounds  of  weight  was 
added  until  the  “ceiling  of  maximum  strength” 
was  attained. 

Lannin®  after  294  arthrotomies  for  meniscus 
injuries  reported  287  patients  with  patellar 
malacia;  finding  only  7 normal  patellae.  In 
restoration  of  quadriceps  function  he  strongly 
opposed  isotonic  exercise  feeling  it  contributed 
to  further  chondromalacia,  irritation  of  the  knee, 
and  effusion.  He  recommended  isometric  exer- 
ci.ses  (straight  leg  raising  and  weight  resistance 
exercises  in  extension).  Zohn’®  in  a conqrarison 
of  isometric  and  i.sotonic  quadriceps  exercises 
found  the  isometric  group  of  patients  developed 
the  same  degree  of  strength,  faster.  This  means 
that  straight  leg  raising  exercises  against  resist- 
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Gkt  I'hat  Ivnke  Going  (Resioration  of  Knee  F'unction) 


aiue  may  give  laster  muscle  building  than  pro- 
gressive resistive  exercises.  In  the  treatment  ot 
arthritis,  Kettelkamp'  recommends  isometric  leg 
lilts  with  the  patient  supine.  The  heel  is  elevated 
1 iiuhes,  held  for  5 seconds,  and  repeated  20  times 
twice  daily.  'Weights  are  added  in  one  pound 
increments  until  8-10  pounds  is  being  lilted. 

l.awrencc,^"  d’org,’^  and  Hughston'*  recom- 
mend 10  reps  in  sets  of  S,  3,  and  8 resjjectively. 
Stewarti^  however,  retcmimends  50  reps  with 
gradual  additions  of  weight  from  2 pounds  to  as 
high  as  50  pounds.  Gontractions  are  held  in 
complete  extension  for  2 seconds. 

RECOMMENDED  PROGRAM  (Table  1) 

1.  (hiadriceps  setting  (isometric)  exerci,ses  in 
com}>lete  extension  ate  the  Iront  line  of  attack 
on  cpiadriceps  atrcjphy  and  weakness.  This  is 
jjeiloiined  by  contracting  the  cpiadriceps,  visibly 
noting  the  patella  move  slightly,  and  gives  the 
.sensation  of  pushing  the  back  of  the  knee  flat 
against  the  table.  Initially  it  may  be  helpful  to 
place  a towel  roll  under  the  knee  and  observe 
the  heel  to  rise  with  each  contraction.  The  im- 
mediate post  operative  jxitient  is  asked  to  do  up 
to  50  t[uachice})s  sets  each  waking  hour.^' 

The  exercise  is  also  helpful  in  later  stages  of 
rehabilitation  to  correct  extensew  lag  (failure  to 
gain  the  last  few  degrees  of  active  extension  while 
passively  extension  is  easily  obtained). 

2.  StraigJit  leg  raisi)ig  (SLR)  (isometric)  is  the 
next  level  of  achievement.  It  is  a meastire  of 
maiginal  cpiadriceps  function.  AVhen  this  can  be 
accomplished  it  demonstrates  the  patient  has 
enough  control  of  the  leg  to  be  out  of  bed  on 
crutches.  SLR  is  begun  as  soon  as  post  operative 
cjr  ])C)st  injury  as  the  patient  tolerates  and  up  to 
8 per  hotii'  are  recpiestecl.^ 

3.  Straight  leg  raising  against  resistance  (SLR 
with  resistance)  (Fig.  1)  (isometric).  The  leg  is 
held  in  45  degrees  of  knee  flexion  over  the  side 
of  a table  for  6 secctnds  and  repeated  three  times. 
I'hen  the  leg  is  held  in  complete  extension  for 
b seconds  and  repeated  three  times.  During  these 
six  sustained  contractions  weight  is  added  to  the 


foot  in  one  or  two  pound  increments  and  in- 
creased to  the  3 Repetition  Maximtim  (3RM) 
level  (the  maximum  amount  of  weight  which  can 
be  sustained  6 seconds  for  3 consecutive  contrac- 
tions). When  an  assistant  is  not  available  to 
weight  and  tm weight  the  foot  (Fig.  1-a)  these 
exercises  may  be  clone  as  leg  lifts  from  a fixed 
position  (Fig.  1-b).  AVeighting  the  foot  or  ankle 
is  accomplished  by  using  a weight  shoe,  ankle 
weights,  or  lifting  an  old  purse  with  added  cans 
of  food  of  appropriate  weight.  4'hese  two  sets 
are  clone  twice  daily. 

Knee  flexion  is  permitted  as  soon  as  SLR  with 
good  strcjiig  extension  is  developed.  Post- 
operative, however,  active  flexion  is  not  en- 
couraged for  10-14  clays  (after  stiture  removal). 

As  general  irritation  within  the  joint  (effusion, 
heat,  etc.)  subsides,  as  cpiadriceps  strength  begins 
to  return  and  in  the  absence  of  patellofemoral 
disease,  the  patient  progresses  tet  the  next  stage. 

4.  Progressive  Resistixie  Exercises  (PRE)  (Fig.  2). 
With  the  patient  sitting  on  a firm  table  and  the 
legs  hanging  in  90  degrees  knee  flexion,  a folded 
towel  is  placed  tinder  the  knee  for  padding.  The 


o 


Freq. 

Each  waking  hour 
Each  waking  hour 
Twice  daily 
Twice  daily 
Twice  daily 


F'xcicisc 
Quad  Setting 
SLR 

SLR  & Resistance 


I'v  pc 

Isometric 

Isometric 

Isometric 


PRE 


Isotonic 


.Schedule 

(up  to)  50  contractions 

(up  to)  8 leg  lifts 

3RAI  — held  6 sec.  in  45°  flexion 

3RM  — held  6 sec.  in  extension 

20RM  — held  2 sec.  in  3 sets 
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knee  is  gracUially  brought  into  complete  exten- 
sion, held  lor  a I'  second  count,  brought  ilown  for 
2 seconds  and  repeated  20  times.  This  set  of  20 
contractions  is  repeated  three  times  with  a rest 
period  between  each  set.  In  this  manner  three 
sets  of  20  Repetitions  Maximum  (20  RM)  exer- 
cises are  performed  each  session.  1 Wo  sessions  per 
clay  are  recommended.  When  this  can  be  accom- 
plished with  only  the  weight  of  the  leg,  two 
potinds  of  w'eight  is  adtlecl  as  above.  Increasing 
weight  is  added  in  two  pound  increments.  For 
example,  a patient  now  extending  the  knee  with 
the  w'eight  of  the  leg  alone,  20  coirsecntive  times 
without  resistance,  atlds  two  jtotmds  to  the  foot  or 
ankle.  Isotonic  knee  extension  exercises  are  then 
clone  with  two  pounds  until  20  reps  can  be  done 
in  each  of  three  sets.  'Fhis  is  repeated  in  the 
second  daily  session.  \Vdien  tliis  is  accomplished, 
lour  pounds  will  be  used  until  20  reps  in  three 
sets,  in  two  tlaily  .sessions  can  be  achieved.  In  this 
manner  tlie  “weight  level"  is  increased  in  tw'o 
potind  increments  by  the  patient's  ability  to 
perform.  \Vhen  the  jtatient  has  reached  8-10 
pounds,  and  is  bee  of  effusion,  weight  bearing 
(withotn  crutches)  is  permitted.  WOten  a “weight 


level”  of  20  pounds  is  reached  jogging,  running 
(rtnnhng  steps),  and  biking  may  be  resinned,  if 
the  knee  is  free  of  fluid,  d’he  athlete  may  return 
to  play,  if  no  anatomic  rest)  ict ion  is  present, 
when  he  is  working  with  over  20  pounds,  is  fiee 
of  effusion,  and  can  lun  Fig.  of  8 patterns-*  full 
speetl  without  paiu  oi  laltering.  (iasli (Kiiemius, 
hamslring,  and  hip  muscle  exercises  are  rarely 
necessary,-'*  but  can  be  added  to  the  program 
where  specific  weakness  exists. 

DISCUSSION 

Weight  Ijearing  is  generally  accepted  as  being 
an  irritant  to  an  inflammed  joint.-- ^ Excessive 
strain  is  aj^plied  to  lax  knee  ligaments,  not  sup- 
ported by  normal  innscles.  For  tin's  reason 
crutches  are  indicated  when  effusion  is  present. 
On  llie  other  hand  SLR  with  resistance  and  PRE 
exercises  are  considered  non-irritating.  Fhese 
exercises  have  a “pumping"  effect  on  the  .synovial 
pouch,'’'  protlucing  gradual  resoiption  of  joint 
fluid.  In  effect  a teeter-totter  balance  (Fig.  3) 
is  established  with  weight  bearing  (walking, 
limning,  etc.)  cm  one  side  and  exercises  on  the 
other.  If  the  cxce.ssive  abuse  of  weight  bearing 
is  not  balanced  Ity  strengtliening  exercise,  elfu- 
sion  results.  1 hese  exercises  must  lie  therefore 
continued  as  normal  activities  are  resumed. 

Fliermal  treatment  (heat)  in  physical  therapy 
is  never  a substitute  for  the  liard  work  of  exercise. 
Complete  restoration  of  huution  can  lie  brought 
al)ont  without  heat.  If,  however,  facilities  are 
available  they  may  be  used  to  augment  trealmeni. 
Heat  (whirlpool,  hydrocollator  packs,  etc.)  is  used 
to  warm  up  the  leg  jn  ior  to  the  exercise  session 
and  the  knee  packed  in  ice  afterward  to  diminish 
swelling. 

.Several  problems  contribute  to  delayed  or  poor 
results.-^  (1)  Walking  too  early  without  muscle 
((juadriceps)  strength,  and  support.  As  noted 
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above,  absence  of  effusion  and  demonstration  of 
acceptable  tjuadriceps  strength  are  necessary 
before  crutches  are  laid  aside.  (2)  Failure  to  get 
full  extension  on  SLR  and  PRE  exercises  indi- 
cates persistent  weakness  and/or  extensor  lag. 
PRE  exercises  should  not  be  done  by  “swinging” 
the  weight  but  strong  sustained  (2  seconds)  exten- 
sion should  be  demonstrated  with  each  contrac- 
tion. (3)  Discontinuing  exercise  while  walking  or 
strenuous  athletics  are  begun.  At  both  these 
times  additional  strength  is  required.  Effusion 
and  “setback”  may  result  from  the  irritation  of 
renewed  activity  not  balanced  by  continued 
quadriceps  strengthening.  (4)  Squatting  exercises 
and  deep  knee  bends  are  not  done  unless  spe- 
cifically required  by  the  patient’s  occupation  or 
sport.  Chance  of  new  injury  is  great. 

CONCLUSION 

It  is  hoped  that  this  short  treatise  will  serve 
as  a guide  for  the  systematic  recovery  of  knee 
strength  and  endurance. 
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ANSWER— Electrocardiogram  of  the  Month 

Mobitz  type  II  second  degree  atrioventricular  block 
(2:1)  is  present  as  well  as  right  bundle  branch  block  and 
left  anterior  fascicular  block.  This  ECG  finding  suggests 
conduction  system  disease  of  all  three  fascicles  of  the 
conduction  system.  The  patient  was  treated  with  a 
permanent  transvenous  pacemaker. 
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The  Tricyclic  Antidepressants 


The  tricyclic  antidepressants  are  involved  in 
a small  j^ercentage  of  reported  accidental  inges- 
tions and  suicide  attempts.  However,  statistics 
reveal  tliat  a large  percentage  of  tricyclic  poison- 
ings are  fatal.  It  is  apparent  that  the  increasing 
use  and  abuse  of  this  class  of  drugs  will  increase 
the  number  of  potentially  fatal  poisoning  situa- 
tions confronting  members  of  the  health  pro- 
fessions. 

Much  has  been  written  about  the  structual 
similarities  between  the  tricyclic  antidepressants 
and  the  phenothiazines.  It  is  sufficient  here  to 
exhibit  these  similarities: 


(CH2)3-N 

Phenothiazine  Nucleus 


riie  tricyclic  antidepressants,  imipraniine,  in 
particidar,  were  not  differentiated  from  pheno- 
thiazine analogs  until  1958,  w'hen  Kidm  began 
clinical  investigation  of  iniinodibenzyl  derivatives 
synthesized  by  Hafliger  in  1948.  Kidin  found, 
that  unlike  phenothiazines,  impramine  was  rela- 
tively ineffective  in  (piieting  agitated  psychotic 
patients.  Upon  further  investigation  he  found 
imipramine  to  be  most  effective  in  “endogenous" 
depression  characterized  by  regression  and  in- 
activity. Patients  with  hyperactive,  agitated,  and 
anxious  depression  were  made  worse  by  the  drug. 

Specifically  what  products  are  we  talking  about 
when  we  mention  tricyclic  antidepressants? 


•D.  Karrol  Fowlkes.  Poison  Control  Drug  Information  Specialist, 
Arkansas  Poison  Control  Drug  Information  Center. 


Below  are  products  commonly  prescribed: 
Amitriptyline— Elavil®  by  MSD 
Desipramine— Norpramine®  by  Lakeside; 
Pertofrane®  by  USV 

Imipramine— Presamine®  by  US\h  Tofranil® 
by  Geigy 

Nortriptyline— Aventyl®  by  Lilly 
Protriptyline— Vivactil®  by  MSD 
Ihere  is  no  convincing  evidence  that  the 
search  for  compounds  related  to  the  original 
imipramine  has  produced  substances  with  any 
more  clinical  effectiveness. 

Pharmacology 

Like  the  phenothiazines,  the  tricyclic  anti- 
depressants primarily  for  their  action  on  the 
CNS,  but  the  drug  do  affect  numerous  other 
organ  systems  as  well.  Some  of  the  CNS  effects 
of  imipramine  for  example,  resemble  those  of 
its  phenothiazine  analog,  promazine.  Only  re- 
cently have  the  antidepressant  properties  of  the 
tricyclics  been  demonstrated, 
a)  Phychological  Effects 

Even  though  it  appears  to  help  depressed 
patients,  imipramine  does  not  produce  euphoria 
in  normal  human  sulrjects;  rather,  it  produces 
feelings  of  fatigue  accompanied  by  atropine-like 
symptoms  (dryness  of  mouth,  palpitations, 
blurred  vision,  and  urinary  retention). 

d'he  manner  by  which  imipramine  relieves  the 
signs  and  symptoms  of  depression  is  not  clear. 
Its  effect  has  been  described  as  a dulling  of 
depressive  ideation  rather  than  a euphoric  stimu- 
lation as  produced  by  M.\0  inhibitors.  The 
exact  mechanism  of  action  of  imipramine  on  the 
CNS  is  not  known.  One  interesting  hypothesis 
is  that  depressive  states  may  be  related  to  ex- 
cessive cholinergic  activity  in  the  brain,  and  that 
imipramine  and  its  congeners  jnoduce  their  effect 
by  virtue  of  their  anticholinergic  action.  The 
most  current  theory  contends  that  tricyclic  anti- 
depressants modify  depression  by  their  effects  on 
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tlie  inetabolisni  or  re-uptake  of  norepinephine  in 
the  UNS. 

Another  point  of  interest  is  that  despite  its 
clinical  antide])ressani  effect,  imiprainine  pro- 
duces a depression  of  spontaneous  motor  activity 
in  laboratory  animals  similar  to  that  of  the 
phenothia/ines.  Imiprainine,  like  the  phenothia- 
/ines,  jjiolongs  hexobarbital  sleeping  time  and 
alcohol  narcosis,  decreases  body  temperature, 
causes  ataxia,  and  impairs  both  learning  and 
performance  ol  conditioned  avoidance  responses. 
In  all  the.se  tests,  imiprainine  is  much  less  potent 
than  chlorpromazine. 

b)  Action  on  Autonomic  Nervous  System 

As  has  been  previously  stated,  imiprainine 
possesses  distinct  anticholinergic  properties,  par- 
ticularly against  the  muscarinic  actions  of 
acetylcholine.  Some  of  the  side  effects  oliserved 
with  clinical  usage  are  blurred  vision,  dryness  ol 
mouth,  constipation,  ;iiid  urinary  retention  (all 
atropine-like  effects). 

c)  Action  on  Cardiovascular  System 

Orthostatic  hypotension  is  commonly  ob,servecl 
with  therapeutic  doses  of  the  tricyclic  antide- 
pressants. Myocardial  infarction  and  the  pre- 
cipitation of  congestive  heart  failure  during  the 
course  of  tre;itment  Iiave  also  been  attributed 
to  imijjiamiiie  administration.  I'oxic  closes  of 
imiprtuiiine  may  prodtice  cardiac  arrhythmias 
and  tachyctirdia,  usually  attributed  to  vagal 
blockticle. 

cl)  Action  on  Respiration 

Imiprtunine  in  clinical  closes  has  little  effect 
on  res])iration;  however,  respiratory  clepre.ssion 
is  often  observed  follow’ing  poisoning  w'ith  tlie 
tricyclics. 

Absorption,  Fate  and  Excretion 

I he  tricyclic  antidepressants  are  well  absorbed 
from  the  gtistrointestinal  tract.  There  is  a long 
lag  time  between  initiation  of  tricyclic  anti- 
depiessant  therajry  and  the  resulting  therajreutic 
response.  A period  of  10  days  to  2 weeks  is  olten 
recpiired  before  a beneficial  therapeutic  effect  is 
observed.  Many  sources  attribute  this  delayed 
oirset  to  either  protein  binding  or  to  differential 
binding  of  the  drug  in  the  Itiaiu.  Plasma  levels 
ate  ti.'insient  because  of  rajhd  excretion  ol  the 
tlrtigs;  10%  of  a single  dose  appears  in  the  urine 
after  24  hours  and  70%  is  excreted  during  the 
first  72  hours. 

Paradoxically,  jjatietits  responding  w'ell  to 
these  chugs  often  exhibit  lower  blood  levels  than 


those  patients  exhibiting  no  clinical  response  to 
the  drug. 

Toxicity 

The  minimum  lethal  dose  of  the  tricyclic  anti- 
dei  wessants  is  given  as  5 to  50  mg /kg  in  a 70  kg 
man.  This,  of  course,  will  vary;  adults  have 
recovered  after  ingestion  of  1.2  gram  of  amitripty- 
line and  as  little  as  2 tablets  have  produced 
symptoms  in  a 2 year  old  child. 

I'he  acute  manifestations  of  poisoning  include: 
coma,  clonic  movements  of  convulsions,  fall  in 
blood  jjiessure,  respiratory  depression,  mydriasis, 
and  disturbances  of  cardiac  rhythm  and  conduc- 
tion. These  cardiac  disturljances  can  include 
sinus  tachycardia,  cardiac  ischemia,  multifocal 
extrasystoles,  and  various  degrees  of  atrioventricu- 
lar block.  Ventricular  fibrillation  immediately 
precedes  death  and  may  occur  after  apparent 
recovery. 

The  mechanism  of  action  of  tricyclic  antide- 
jrressant  drugs  is  not  clearly  understood.  I’he 
CN.S  manifestations  are  most  likely  produced  by 
the  central  anticholinergic  activity,  whereas 
pcii])heral  anticholinergic  action  results  in  the 
signs  of  atropinism.  Phe  arrhythmias  and  intra- 
ventricidar  conduction  block  are  not  explained 
by  the  atropine-like  effect  of  tlie  drug. 

Management  procedures  should  attempt  to 
correct  both  cardiac  and  CN.S  effects  of  tricyclic 
antidepressant  intoxications.  Forced  diuresis, 
pel  itoneal  dialysis,  and  hemodialysis  are  not  use- 
ful in  removal  of  the  drug.  Both  the  CNS  and 
cardiac  effects  of  the  tricyclic  antidepre.ssants  can 
be  treated  with  phy.sostigmine.  In  contrast  to 
physostigmine  (a  short-acting,  tertiary  amine 
which  crosses  the  blood-brain  barrier),  neostimine 
and  pyridostigmine  are  deemetl  of  little  clinical 
value  since  both  are  cpiaternary  ammonium  com- 
pounds and  do  not  cro.ss  the  blood-brain  barrier. 
Phy.sostigmine  (a  cholinesterase  inhibitor)  an- 
tagonizes the  atropine-like  action  of  the  tricyclics 
in  both  the  CN.S  and  periphery. 

Fhe  cardiac  effects  of  the  tricyclics  and  sub- 
.seipiently  the  action  of  physostigmine  in  therapy 
is  postulated  as  follows: 

1)  tricyclic  antidepressants  are  selectively  ab- 
sorbed  by  the  myocardium  sensitizing  the 
adrenergic  receptors  of  the  heart.  In  toxic  doses 
tliis  sensitization  leads  to  some  of  the  cardiac 
manifestations  seen. 

2)  also  the  atropine-like  effect  on  the  vagus 
jtrotluces  a lessening  of  vagal  inhibition  on  the 
myocardium. 
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•5)  aclniiiiistratioii  ol  physosi i»ininc  enables  a 
eholiiiergie  ies|K)nse  ol  the  vagus  on  the  lieail 
thereby  slowing  rale  anti  rhythm. 

Summary  of  Therapy 

1)  P'mesis  or  gasliic  lavage  tor  physical  re- 
moval of  ingestetl  material  in  acute  poisoning. 

2)  Respiration  may  he  assisted  by  physical 
mcthotls  if  needetl. 

.S)  Convulsittns  may  he  controlled  with  diaze- 
pam athninistcred  l\h 

4)  riie  patient  shoultl  he  placed  on  a cardiac 
monitor  for  72  hours  anti  should  he  cltrsely 
ohservetl  lt)r  1 week  lollttwing  serious  poistming. 

.5)  Phystrstigmine  (1  to  4 mg.  in  adults)  shoultl 
he  given  by  slow  I\'  push  to  alleviate  cartliac  anti 
central  toxic  effects.  Due  tt)  its  short  action  it 
may  he  repeated  in  30-60  minutes  if  neetled. 

'I'he  incidence  of  poisonings  for  the  jxast  year 
as  reported  by  the  Arkansas  Poison  Center  are  as 
follows: 

Prescription  Drugs  11% 

Household  Products 17% 


Plants  \\% 

(Chemical  Agents  10% 


()4’C;  Prepaialions  10% 

Peslicitles  ...  . (>% 

Petroleum  Protlucts  K:  .Solvents  ..  4% 


Misc.  Products 

^ /O 

\% 

Gases,  Vapoi  s,  Fumes . . . 

/ 0 

1 

‘ /o 
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PUBLIC  HEALTH  AT  A GLANCE 


Mycology  Laboratory  Services 


Robert  T.  Howell,  Dr.  P.H.,  P.  H.* 


Realization  of  the  importance  of  the  fungi  as 
etiologic  agents  of  serious  .systemic  disease  con- 
tinues to  increase  in  Arkansas,  if  the  increa.sed 
workload  in  the  Mycology  Laboratory  can  he 
used  as  an  indicator.  The  fact  that  Histnplasina 
capsulaium  and  Blastomyces  dertnalilidis  arc 
endemic  in  areas  of  Arkansas  and  recognition  ol 
the  role  of  opportunistic  fungi  in  prolonged  ill- 
ness are  part  of  the  reason  for  this  increase.  The 
Division  of  Ptihlic  Health  Laboratories  offers 
diagnostic  services  in  two  areas:  a)  the  culture  of 
clinical  specimens  for  isolation  and  identification 
of  the  organism(s)  involved  and  h)  the  tletermina- 
tion  of  serological  titers  for  the  major  systemic 

•Laboratory  z\clministrator,  Division  of  Public  Health  Labora- 
tories, Bureau  of  Health  Facility  Services,  Arkansa.s  Department  of 
Health,  4815  West  Markham.  Little  Rock.  Arkansas  72205. 


fungi. 

ddie  Mycology  Laboratory  routinely  receives 
and  examines  clinical  s|)ecimcns  for  fungi,  grow- 
ing them  in  culture  when  possible  and  identifying 
them  through  microscopic  examination,  growth 
characteristics  and  biochemical  jtrocedures.  The 
specimens  most  often  leceived  are  sputa,  bron- 
chial w'ashings,  chest  Iluids  and  gastric  washings 
(d’able  I)  since  it  is  usually  necessary  to  rule  out 
histo])lasmosis,  blastomycosis,  coccidioidomycosis 
and  nocardiosis  in  conjunction  with  the  diagnosis 
of  tuberculosis.  I'he  lungi  most  often  identified 
from  these  specimens,  as  one  would  expect,  are 
Candida  albicans  and  relatetl  species.  However, 
over  a three  year  period,  twelve  Blastomyces 
dertnalilidis,  twenty-six  Hisloplasma  capsalatum , 
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TABLE  No.  I 


Specimens  Received  for  Mycology  Examination  — 
1973-1975* 


TYPE  OF  SPECIMEN 

1973 

1 974 

1975 

TOT.\L 

For  Culture; 

Sputum  

...1,522 

1,303 

1,557 

4,382 

Bronchial  washings  ... 

6 

25 

29 

60 

Gastric  washings  

9 

12 

16 

37 

Chest  fluid  

..  13 

13 

22 

48 

Joint  fluid  

4 

17 

21 

Spinal  fluid  

...  10 

34 

23 

67 

Drainage  . 

10 

10 

Lymph  node 

6 

5 

11 

Tissue  - ... 

...  15 

34 

30 

79 

Pus,  Abscess,  etc 

4 

14 

7 

25 

Bone,  Bone  marrow  . 

3 

4 

2 

9 

t rine  

...  25 

18 

45 

88 

Feces  

4 

1 

4 

9 

Hair,  Nails,  etc.  

6 

17 

18 

41 

Swabs  

4 

4 

Ihiknown  

4 

6 

10 

Miscellaneous 

...  53 

47 

100 

Unsatisfactory  — 

8 

8 

Referred  cultures  . 

...  70 

58 

133 

261 

Total  

.1,750 

1 .584 

1.936 

5,270 

P'or  Serology: 

Blood  or  Sera  .. 

..  2,080 

2,433 

2,840 

7,353 

Total  Specimens 

..  3,830 

4,017 

4,776 

12,623 

1 . 1973  lo  June  30,  1975. 

and  thiiTeen  Coccidioidcs  immilis  have  been 
found.  Table  II  gives  the  species  of  fungi  isolated 
and/or  identilied  in  the  Mycology  Laboratory 
for  each  of  the  past  three  years.  Organisms  that 
this  laboratory  cannot  identify  are  referred  to 
the  Mycology  Laboratory  of  the  Center  for 
Disease  Control  in  Atlanta.  While  the  major 
ellorts  of  this  Laboratory  are  related  to  the 
.systemic  fungi,  specimens  are  received  and 
identifications  made  of  the  dermatophytic  and 
subcutaneous  fungi  also. 

In  submitting  sputa  or  other  clinical  specimens 
for  fungus  culture,  it  is  very  important  that  the 
specimens  be  fresh  or  otherwise  preservetl  against 
bacterial  overgrowth.  The  kits  for  fungus  culture 
jMovided  by  the  Health  Department  have  a 
measured  amount  of  chloramphenicol  in  them  to 
discourage  bacterial  growth,  which  helps  to  some 
extent  but  nothing  is  as  good  as  a fresh  specimen. 
I'he  chances  of  recovery  of  medically  important 
fungi  from  a specimen  are  approximately  cut  in 
halt  for  each  day  of  delay  in  arrival  at  the 
laboratory.  Incidentally,  this  added  chloram- 
])henicol  inhibits  Actinomyces,  Norcardia  and 
Streptomyces  species,  so  an  untreated  sputum 
bottle  should  be  used,  and  the  forms  so  marked, 
if  one  of  those  species  is  suspected.  Most  of  the 
fungi  of  medical  importance  are  slow  growing 


and  cultures  are  usually  held  for  five  weeks 
before  they  are  discarded  as  negative. 

Another  service  offered  by  the  Mycology  Lab- 
oratory is  to  serve  as  a Reference  Laboratory  for 
the  identification  or  confirmation  of  organisms 
isolated  in  other  (clinical,  hospital,  or  inde- 
pendent) laboratories  in  this  State.  Information 
on  the  numbers  and  species  of  such  identification 
is  also  given  in  I’able  II. 

The  complement-fixation  tests  for  fungal  dis- 
eases perfonned  in  this  laboratory  are  primarily 
directed  against  histopla.smosis,  blastomycosis, 
and  coccidioidomycosis  and,  since  there  is  a great 
deal  of  cross  reaction  in  these  groups,  especially 
between  Hisioplasma  and  Blastomyces,  they  are 
always  tested  in  parallel.  Single  sera  are  tested, 
but  acute  and  convalescent  (three  to  four  weeks 
after  onset)  sera  tested  together,  give  more  useful 
information.  Certainly,  follow-up  sera  on  re- 
active specimens  are  useful. 

For  diagnosis  of  histoplasmosis,  blastomycosis 
or  coccidioidomycosis,  the  complement-fixation 
test  is  the  most  useful.  While  a negative  test  is 
of  little  value  and  does  not  rule  out  the  possi- 
bility of  di,sease,  a demonstrated  rising  titer  is 
strong  presumptive  evidence  of  active  disease. 
Tests  are  run  with  both  histoplasmin  and  yeast 
antigens  since  antibodies  to  either  one  or  both  of 
these  may  be  found  in  active  cases.  In  histoplas- 
mosis and  blastomycosis,  a titer  of  1:8-1:16  is 
suspicious  of  disease  but  cross  reactions  and  false 
positives  may  fall  into  this  range.  A histoplasmin 
skin  test  may  falsely  elevate  the  complement- 
fixation  titer  of  previously  exposed  cases  of 
histoplasmosis.  In  coccidioidomycosis  a low  titer 
(1:2,  1:4)  may  be  diagnostic  but  a series  of 
serologies  are  needed  to  ride  out  cross  reactions 
with  histoplasmin.  Table  III  gives  the  results  of 
sera  tested  for  the  past  three  years  in  this  lab- 
oratory in  terms  of  the  titers  obtained. 

There  are  other  serological  tests  available  for 
the  mycological  diseases  which  can  be  requested 
if  needed,  although  most  will  recjuire  forwarding 
to  a reference  laboratory.  Some  of  the  additional 
tests,  to  be  applied  for  the  situations  listed,  are: 

a)  Cryptotoccosis— Latex  agglutination  and 
tube  agglutination  tests  are  available  for 
use  with  serum  or  spinal  fluid.  Negative 
results  are  of  no  value  but  positive  reactions 
are  diagnostic.  An  indirect  fluorescent 
antibody  test  (IFA)  is  also  available  and 
provides  a presumptive  evidence  of  disease. 
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b)  Sporotrichosis— Latex  agglutination  and 
tube  agglutination  tests  may  be  ol  diag- 
nostic value  in  titers  over  1:S0. 

c)  Aspergi  1 losis— Agar  gel  test  nseiul  in 
suspected  aspergilloma  and  allergic  asjx.‘r- 


gillosis  but  ot  no  value  in  invasive 
aspergillosis. 

d)  Candidiasis— Agar  gel  and  latex  agglntina- 
tion  tests  may  be  nseiul  as  indicators  of 
visceral  candidiasis. 


Table  No.  II.  Funp;!  Isolated  and/or  Identified,  1973«»197S* 


PUNQI 

ISOLATED  REFERRED 

CULTURES  IDENT. 

FUNGI 

ISO  UTED 

REFERRED  CULTURES  IDENT. 

1973  1974 

197*3  1973 

1974  1979 

TOTAL 

1973  1974  1975 

1973  1974 

1975 

TOTAL 

Absldlum  sp. 

1 

1 

Isarla  sp. 

2 

2 

Acremonluirt  sp. 

1 

1 

Macrosporlujn  so. 

2 

2 

Acrothlca  sp. 

3 

3 

Metarrhizium  so. 

1 

3 

1 

5 

Allescheria  boydll 

11 

1 

12 

Microsoorium  audocinli 

1 

1 

Altemarla  sp. 

13 

9 

3 

1 1 

27 

Hicrosnorium  canls 

4 

3 

1 

1 

9 

Aspet’r'lllus  effusus 

1 

1 

Microsoorium  gypseum 

1 

1 

Asnerrlllus  flavlpes 

1 

1 

Monilla  sitophlla 

1 

1 

Asnercillus  flavus 

4 

9 

13 

Monotospora  so. 

2 

1 

1 

4 

AsoerKlllus  f lavus-oryzae  group 

5 

5 

Mucor  sp. 

21 

15 

11 

1 

2 

50 

AsDcrc’lllus  fnnipatus 

20 

21 

8 

I 

50 

Mycelia  sterilla 

18 

65 

45 

1 

2 

131 

Asperclllus  «laucus  Kroup 

1 

1 

Keurospora  so. 

1 

1 

Asperctllus-nlf^er 

13 

26 

5 

1 

45 

Niprospora  so. 

2 

2 

4 

AsperA:lllus  ochraceous  kpoup 

1 

3 

1 

5 

Nocardia  asteroldes 

1 

1 

37  13 

5 

57 

Asoergillus  on-zae 

3 

3 

Hocardla  caviae 

1 

1 

Asoerniillus  parasiticus 

1 

1 

Nocardia  sp. 

9 

1 

5 

14 

16 

‘t5 

Asner^illus  sp. 

44 

33 

14  1 

1 

95 

Non-Pathogenlc  Yeasts 

5 

28 

28 

4 

65 

Asoerclllus  tereus  Kroup 

1 

1 

Oedocephalujn  sp. 

2 

2 

Asperprtllus  ustus  ot^up 

1 

1 

2 

Oldlodendron  so. 

1 

4 

5 

Asrerclllus  versicolor  rpoup 

5 

5 

Oldlum  sp. 

1 

1 

Asoerp^illus  wentii  group 

2 

2 

Oospora  so. 

24 

22 

6 

52  - 

Beauveria  sp. 

1 

3 

11 

15 

Paecilomyces  so. 

5 

14 

7 

26 

Blastomyces  dermatttidle 

10 

2 

2 

14 

Papularla  sp. 

10 

1 

2 

13 

Botrvosporium  sp. 

1 

1 

Penicllllum  funlculosum 

1 

1 

Botrytis  so. 

1 

1 

2 

Penicillium  .lanthlnellum 

1 

1 

2 

Calcarisnorlum  sp. 

2 

1 

3 

Penicllllum  regulosum 

1 

1 

Candida  albicans 

300 

343 

321  1 

4 

969 

Penieilllum  sp. 

54 

45 

46 

3 

148 

Candida  /rulllerm.ondil 

1 

1 

Phialoohora  ,1eanselmel 

3 

3 

6 

2 

2 

16 

Candida  krusei 

4 

6 

2 1 

13 

Phialophora  dermatitis 

1 

1 

Candida  parakrusel 

1 

1 

Phialophora  gongerattl 

1 

1 

Candida  oaraosilosls 

4 

19 

9 

32 

Phialophora  sp. 

6 

3 

4 

13 

Candida  pseudotroplcalls 

3 

3 

Phoma  sp. 

2 

1 

3 

Candida  rufrosa 

2 

2 

PleosDora  sp. 

1 

1 

2 

Candida  troolcalls 

6 

11 

4 

21 

Pullularia  pullulans 

2 

6 

3 

1 

2 

14 

Candida  sp. 

22 

11 

3 2 

2 

40 

Ramularia  sp. 

1 

1 

Cephalosporlum  so. 

8 

12 

6 

1 

27 

Rhlzopus  so. 

5 

7 

3 

15 

Choancnhora  sp. 

1 

1 

Rhodatorula  sp. 

18 

15 

4 

37 

Chrvsosporiun  sp. 

8 

7 

15 

Saccliaromyces  cerevlsiae 

3 

3 

5 

11 

Cladosooriun  sp. 

55 

67 

58  2 

2 

184 

ScoDUlarloDSis  so. 

4 

2 

2 

8 

Cladotrichlum  sp. 

1 

1 

Sporotrichum  schenkll 

*1 

1 

Coccldloldes  Imjidtls 

7 

15 

1 1 

24 

Soorotrichum  sp. 

6 

2 

8 

Crvptococcus  neofomans 

6 

3 1 

4 

14 

Stemphyliujn  so. 

7 

2 

9 

Crvotococcus  sp. 

2 

1 

3 

Streptomyces  paraguayensl 

8 

1 

1 

2 

Cunninj^ham.ella  so. 

6 

1 

7 

Streotomyces  so. 

3 

5 

5 

3 

2 

18 

CuriAtlarla  sp. 

2 

8 

2 

1 

13 

Streptotlirlj:  so. 

1 

1 

Cylindrocephalum  so. 

1 

1 

Stysanus  sp. 

1 

1 

2 

Cvllndroohora  sp. 

3 

1 

4 

Synceohalastrum  sp. 

6 

10 

1 

17 

Dlnlosporlum  sp. 

1 

1 

Torulopsis  glabrata 

8 

15 

26 

1 

4 

54 

Fonsecaea  pedrosol 

1 

2 

3 

Trlchoderma  so. 

3 

12 

5 

1 

19 

Puraf^o  SD. 

1 

1 

Trichophyton  mentagrophytes  2 

2 

1 

1 1 

7 

Pusarlum  sp. 

6 

18 

10 

34 

Trichophyton  rubmm 

1 

5 

2 

8 

Fusldlum  sp. 

1 

1 

Trichophyton  tonsurans 

13 

1 

14 

Geotrlchum  candldum 

14 

2 

1 

17 

Trlchoohyton  sp. 

1 

1 

Graohium  sp. 

2 

2 

TrlchosDoi*on  capltatum 

4 

2 

6 

Oymnoascaceae  Imperfectll 

1 

1 

2 

Trlchosooron  cutaneum 

1 

3 

4 

Hansfordla  sp. 

1 

1 

Trlchosporon  penloillatum 

3 

3 

Helminthesporlum  sp. 

8 

1 

9 

Trlchosporon  sp. 

1 

5 

6 

Hemlsoora  sp. 

3 

3 

Trichothecltm  rosoxxm 

1 

1 

Histoplasrra  caosulatuja 

13 

3 

10 

1 

27 

Ustila^o  8p. 

2 

3 

5 

Humlcola  sp. 

1 

1 

Vertlcilllum  ep. 

3 

4 

7 

Hvalodendron  sp. 

1 

2 

3 

Not  Identified 

8 

1 

9 

♦July  1,  1973  to  Juno  30,  1975 

TABLE 

No. 

in. 

Results  of  Fungus  Complement-Fixation 

Tests  — 

1973-1975* 

N'eg;itive 

1:8 

l:l(i  1:32 

1:64 

1:128 

1 

:2.56 

Histopla.smin 

(3847 

196 

51  18 

3 

3 

(2.75%) 

(0.71%)  (0.25%) 

(0.04%) 

(0.04%) 

Histoplasma  (yeast) 

(3(317 

334 

96  46 

22 

9 

1 

(4.69%) 

(1.35%,)  (1.65%) 

(0.31%) 

(0.03%) 

(0.01%) 

Blastomyces  (yeast) 

6651 

400 

99  41 

21 

6 

(5.62%) 

(1.39%)  (0.58%) 

(0.29%) 

(0.08%) 

Coccidioidin 

7084 

25 

7 1 

1 

(0.35%) 

(0.10%)  (0.01%) 

(0.01%) 

*Julv  1,  1973  to  June  30,  1975. 
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EDITORIAL 


Surgery  for  Coronary  Artery  Disease:  An  Appraisal 

G.  Doyne  Williams,  M.D.,*  Robert  T.  Bulloch,  M.D.,*  and  Malcolm  B.  Pearce,  M.D.* 


(Coronary  artery  revascularization  has  become 
the  most  hetjuently  peiiormcd  cardiac  operation. 
Over  50,000  such  procedures  were  done  in  the 
llniteil  States  last  year,  and  from  all  indications, 
many  more  will  be  j^erlormed  this  year.  Six  years 
have  HOW'  passed  since  the  first  sapbeiions  vein 
bypass  grafts  for  coionary  artery  disease  were 
rcjtorted  ity  the  Cleveland  Clinic  in  1968.  Serious 
reservations  regarding  the  true  worth  of  this 
ojreration  were  raised  l)y  many  in  its  infancy,  and 
sidficient  time  has  now  lapsed  for  some  definite 
and  some  presumptive  oltservations  to  Ite  made, 
riie  lour  parameters  most  frecpiently  cjnestioned 
in  evaluating  the  effectiveness  of  the  oj)eration 
are:  relief  of  angina,  piolongation  of  life,  preven- 
tion of  future  heart  attacks,  and  improvement  in 
ventricidar  dysl unction. 

RELIEF  OF  ANGINA 

Revascularization  has  certaiidy  been  nnetpiivo- 
cally  sncce.ssfnl  in  relief  of  angina.  Most  reports 
today  show'  an  80%  to  90%  alxsence  of  angina 
following  the  bypass  procedure,  and  in  other 
patients,  disabling  angina  is  rendered  tolerable. 
Demonstrations  of  improved  stress  testing  and 
patent  grafts  following  revascularization  pro- 
cedures in  jtatients  who  no  longer  have  angina 
provides  adecpiate  support  for  the  operation’s 
continued  recommemlation  for  improved  tpiality 
of  life. 

PREVENTION  OF  HEART  ATTACKS 

■Solid  data  confirming  fewer  heart  attacks 
following  coronary  revascularization  procedures 
is  not  at  this  time  available.  Patients  frecpiently 
demonstrated  SI’  and  T wave  changes  in  the 
immediate  post-operative  period  which  suggest 
;m  inlarction  but  wliicb  are  difficult  to  differen- 
tiate from  the  pericarditis-like  effects  caused  by 

*University  of  Arkansas  College  of  Medicine.  4301  West  Markham, 
Little  Rock.  Arkansas  72201. 


the  surgical  procedure.  Enzyme  changes  may  also 
be  confusing  in  the  post  operative  patient  so  that 
it  is  often  difficult  to  confirm  an  early  post- 
operative infarction. 

However,  careful  post-operative  evaluation  for 
extended  periods  of  time  in  large  groups  of 
patients  now  suggests  that  bemodynamically  sig- 
nificant infarctions  are  reduced  in  incidence 
following  revascularization  procedures,  and  sup- 
portive data  is  now  in  the  process  of  publication 
from  a nundter  of  cat  tliovascular  groups. 

IMPROVED  LEFT  VENTRICULAR  FUNCTION 

Improvement  in  left  ventricular  ftinction  fol- 
lowing revascularization  procedures  has  also  been 
difficult  to  evaluate.  We  have  known  for  some 
time  that  patients  with  coronary  artery  disease, 
congestive  heart  failure,  and  the  absence  of 
angina  represented  very  poor  candidates  indeed 
for  revascularization  procedures.  Presumably,  the 
ventricular  dysfunction  and  failure  was  due  to 
.scarred  and  non-viaitle  areas  of  cardiac  muscle. 
The  patient  did  not  have  angina  because  these 
areas  of  scar  were  nonresponsive.  In  contrast, 
those  patients  with  congestive  heart  failure, 
coronary  artery  disease,  and  angina  were  felt  to 
be  in  failure  due  to  underperfused  areas  of 
myocardium,  which  however,  were  still  viable.  It 
was  hoped  that  revascidarization  of  the.se  patients 
woidd  residt  in  improved  ventricidar  function, 
but  earlier  studies  failed  to  confirm  this.  Recent 
data,  however,  based  on  determinations  of 
I)P/D1',  left  ventricidar  end  diastolic  pressure, 
anti  ejection  fractions  indicate  that  improved 
ventricular  performance  can  follow  myocardial 
revascularization  iu  properly  selected  patients. 

d’hus,  the  field  of  revascularization  surgery  is 
most  optimistic.  We  can  now  recommend  surgery 
for  the  relief  of  angina  and,  in  certain  patients, 
for  imjtrovement  in  left  ventricidar  function.  We 
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as  yet  must  lie  cautious  iu  su»«estiu”  that 
c'orouai  y lex  asculai  i/at  ion  can  prolou”  lile  oi 
jaeveut  lutme  heart  attacks;  hut  this  [lossiiiility 
is  iiu  1 e;isiut>ly  ja oiiiisiii”. 

SURGICAL  TECHNIQUES 

J'wc)  nieaus  ol  estahlishing  hloocl  How  to 
diseased  corouary  aiteiies  are  ciirreutly  being 
employed.  The  lirst  was  the  direct  aorta  to 
coroiiarv  aitery  saplieuous  vein  bypass  gralt, 
popidari/ed  by  tlie  Cdeveland  Cdiuic  iu  1967. 
1 he  other  is  the  use  oi  au  iuterual  mammary 
artery  \rhich  l emaiiis  couuec  ted  to  its  oi  igiu  Irom 
the  subclaciaii  artery,  the  distal  end  ol  cvliich  is 
brought  down  to  be  anastomosed  directly  to  the 
coronary  arteiy  distal  to  its  oltstruction.  This 
technicpie  was  introduced  in  196S.  Ihere  re- 
mains some  controversy  regarding  the  advantages 
ol  these  two  procedures. 

I'he  saphenous  vein  aorto-coronary  bypass 
gralt  technicpie  allows  revascidari/ation  ol  any 
vessel  ol  the  heart  tvithout  regard  to  its  location. 
.Saphenotis  veins  ol  acceptable  length  can  be 
obtained  in  almost  every  patient,  either  above  or 
below  the  knee,  linjiroved  current  surgical  tech- 
nicpies  employing  line  suture  materials  and 
optical  magnilication  have  allowed  surgeons  to 
achieve  patency  rates  at  one  year  ol  80%  to  90% 
lor  most  saphenous  vein  gralts.  Disproportion  in 
the  si/e  ol  the  vein  gralt  with  regard  to  the 
coronary  artery  to  which  it  is  tcj  be  anastomosed 
occtirs  and  this  has  been  cited  as  a reason  lor 
lailnre  ol  some  ol  the  gralts.  Recently,  surgeons 
have  attempted  to  nurre  accurately  match  the 
si/e  ol  the  vein  gralt  to  the  coronary  artery,  and 
some  employ  veins  taken  Irom  below  the  knee  so 
that  a smaller  diameter  vein  can  be  obtained.  It 
has  also  been  lound  helplul  to  directly  measure 
the  How  through  a saplieuous  vein  bypass  gralt, 
with  an  electromagnetic  How  meter  at  the  time 
ol  stirgery.  I'liis  is  rotitinely  clone  at  the  Uni- 
versity ol  Arkansas  Medical  Center.  Flows  ol 
40cc  to  50cc  ]ier  minute  or  greater,  indicate  a 
graft  which  will  in  all  likelihood  remain  patent. 
Flows  ol  up  to  IhOcc  to  2()0cc  per  minute  have 
been  measured  in  our  institution  through  large 
vein  gralts  anastomosed  to  large  coronary  arteries. 
Flows  ol  less  than  -lOcc  per  minute  have  an  ex- 
tremely high  occlusion  rate  when  studied  at  the 
end  ol  one  year,  and  when  such  a How  is  obtained, 
carelul  inspection  ol  both  proximal  and  distal 
anastomoses  shotdcl  be  made  at  the  time  ol  sur- 
gery to  obviate  possible  mechanical  dillicidties. 


The  dispioport innate  si/e  ol  the  vein  gralt  to 
the  coronai  y ai  tei  y has  led  some  gioups  to  utili/e 
systemic  aiteries  such  as  the  inteiual  mammary 
lor  direct  auastomosis  to  the  coronary  artery  with 
a more  lavorable  gralt-artery  si/e  ratio.  I hc 
direct  internal  mammary  artery  anastomosis  to 
tlie  coronary  artery  enjoyed  iintial  jiopularity  due 
to  tite  high  patency  rate  (excess  ol  9<)f’„  lor  almost 
all  reporting  groujis).  However,  this  initial  en- 
thusiasm lor  patency  was  soon  dampened  Ity  the 
realization  that  only  low  blood  How  through  this 
vessel  teas  routinely  obtained  and  some  patients 
will  lemain  symptomatic,  even  though  their 
internal  mammary  artery  gralts  have  been  demon- 
strated to  be  open.  1 he  average  How  lor  an 
internal  mammary  to  coronary  artery  anastomosis 
is  appi oximately  45cc  to  50cc  per  minute,  as 
contrasted  to  Hotvs  in  excess  ol  8t)cc  per  minute 
averaged  through  most  vein  gralts.  So  what  is 
the  best  technicpie  lor  myocardial  revasculari/a- 
tion:  inteinal  mammary  artery  direct  anastomosis 
or  a vein  gralt  anastomosis?  4Ve  leel  that  there 
is  a place  lor  both  ol  these  technicpies  in  the 
practice  ol  coronary  artery  revasetdarization 
today.  W'hen  large  coronary  arteries  are  en 
countered  lor  gralting,  it  is  practical  to  use  a 
vein  gralt  either  Irom  the  upper  or  lower  leg  loi 
tlie  Iryjiass,  matching  the  si/e  ol  the  vein  gralt  as 
closely  as  possilde  to  the  si/e  ol  the  artery.  'I  he 
gyojt  will  in  most  instances  give  the  greatest 
possible  How  to  the  coronary  bed.  In  contrast, 
internal  mammary  artery  anastomoses  can  be 
used  lor  proximal  lesions  on  branches  ol  the  lelt 
coronaiy  artery  which  are  smaller  in  size  and 
which  cannot  be  approximated  to  the  si/e  ol  the 
vein  grab  with  real  accuracy.  \Ain  gralts  can  be 
apjilied  to  any  coronary  artery,  regardless  ol 
locat  ion. 

Internal  mammary  artery  gralts  can  best  be 
apjilied  to  jiroximal  branches  of  the  lelt  coronary 
system,  and  in  some  instances,  to  a jiroximal 
lesion  ol  a small  right  coronary  artery.  AVe  leel 
that  there  is  a jilace  lor  both  of  these  techniijues 
in  the  Held  ol  revascularization.  One  can  use 
the  internal  mammary  artery  graft  where  the 
coronary  arteries  involved  are  small,  and  their 
lesions  are  relatively  jiiiiximal.  One  can  then  use 
the  sajihenotis  vein  graft,  either  above  or  below 
the  knee,  to  ajijiroximate  lesions  of  larger  coro- 
nary artei  ies.  esjiecially  when  distal  anastomoses 
are  desiretl.  It  is  imjiortant  that  the  cardiovascu- 
lar team  be  proficient  in  both  technicpies  to 
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provide  adequate  management  of  all  patients 
with  coronary  artery  disease. 

MYOCARDIAL  PROTECTION  DURING  CARDIAC 
SURGICAL  PROCEDURES 

Coronary  artery  surgery  is  of  necessity  per- 
formed on  hearts  with  an  already  compromised 
blood  supply  and  operations  which  impair  or 
even  stop  the  flow  of  blood  to  the  myocardium 
for  extended  periods  of  time  can  permanently 
damage  the  already  ischemic  ventricle  and  lead 
to  a poor  post-operative  result  regardless  of  the 
success  of  the  myocardial  revascularization  pro- 
cedure. Accordingly,  we  employ  no  techniipies 
that  would  result  in  ischemic  arrest  of  the  hetut 
under  norniothermic  conditions.  We  feel  that 
coronary  artery  blood  flow  should  not  be  inter- 
rupted during  the  operative  jrrocedure,  except 
for  that  specific  vessel  which  is  being  operated 
upon;  and  in  addition,  the  myocardium  should 
be  cooled  to  at  least  16°  during  the  procedures 
so  that  the  muscle  siqjplied  by  the  coronary 
artery  whose  flow  is  interrupted,  will  be  pro- 
tected by  hypothermia.  All  other  coronary 
arteries  continue  to  Ite  perfused  by  cold  blood 
throughout  the  procedure.  The  deleterious 
effects  of  ischemic  normothermic  arrest  of  the 
heart  have  been  reported  in  detail  by  a number 
of  investigators,  and  proltably  most  dramatically, 
by  the  group  from  the  d’exas  Heart  Institute  in 
the  form  of  irreversible  ischemic  contracture  of 
the  left  ventricle,  the  so-called  “stone  heart”.  We 
employ  selective  hypothermia  of  the  heart  during 
the  operative  procedure.  The  remainder  of  the 
patient's  body  is  perfused  in  the  conventional 
way  with  normothermic  Itlood  at  a flow  of  5000cc 
to  GOOOcc  per  minute.  I'he  heart  is  isolated  from 
the  corporeal  perfusion  .system  by  a cross  clamp 
on  the  aorta,  and  the  aortic  root  and  coronary 
arteries  are  perfused  with  blood  at  carefully 
regulated  flow  and  presstire  at  a temperature  of 
16°  centigrade.  This  allows  operations  upon  the 
heart  and  interruption  of  flow  through  indi- 
vidual coronary  arteries  for  extended  periods  of 
time  without  demonstrable  myocardial  damage. 
We  commonly  measure  left  ventricular  function 
before  and  after  the  open  heart  procedure  to 
confirm  that  no  myocardial  damage  has  occuned 
as  result  of  the  operation.  We  also  employ 
absolute  decompression  of  the  ventricidar  cham- 
bers by  appropriately  placed  catheters  so  that 
pressure  cannot  build  up  within  the  heart  during 


the  operative  procedure  and  cause  ischemic 
damage  of  the  subendocardium.  We  would 
strongly  suggest  that  the  protection  of  the 
myocardium  during  an  aortocoronary  bypass  pro- 
cedure is  as  important  to  the  ultimate  rehabilita- 
tion of  the  patient  as  is  the  technical  performance 
of  the  bypass  procedure  itself. 

RESULTS  OF  DIRECT  MYOCARDIAL 
REVASCULARIZATION 

Direct  myocardial  revasctdarization  procedures 
now  enjoy  an  operative  mortality  of  1-2%  in 
uncomplicated  cases  for  most  experienced  groups 
carrying  out  this  jtrocedure.  The  surgical  results 
at  the  University  of  Arkansas  Medical  Center  are 
within  this  range  as  indicated  in  Table  I,  and 
this  table  includes  not  only  uncomplicated  cases 
of  myocardial  revascularization,  but  also  all  cases 
in  which  any  sort  of  revascularization  was  used 
in  conjunction  with  the  primary  procedure. 
Thus,  our  figures  include  cases  involving  myo- 
cardial revascularization  plus  a valve  replace- 
ment, resection  of  ventricular  aneurysms,  and 
repair  of  ventricular  septal  defects.  In  200  such 
cases  to  date,  there  have  been  three  deaths  for 
an  overall  surgical  mortality  of  1.5%,  which  is 
favorable  lor  this  diverse  group  of  patients.  We 
feel  that  this  result  is  in  large  part  due  to  a 
strong  emphasis  on  myocardial  protection  during 
the  operative  procedure. 

The  ultimate  evaluation  of  a successful  and 
patent  revascularization  graft  on  the  quality  of 

TABLE  I 

Revascularization  Experience  at  The  University 
of  Arkansas  Medical  Center 


Saphenous  Vein  Grafts 

single  35 

donl)le  62 

triple  22 

quadruple  4 


total  123 

Internal  Mainniary  Grafts 

single  15 

double  8 

maniniary  & veins  11 


total  34 

Aortic  Valve  & Grafts  8 

Mitral  Valve  & Grafts  4 

Ventricular  Aneurysm  & Grafts  27 

V.S.D.  & Grafts  4 


total  43 

Total  Cases 200 

Deaths  — 3 

% Mortality  1-5% 
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lite  ill  the  patient  is  not  always  easy,  .\ngina  is 
a subjective  .symptom  and  its  appearance  and 
di.sappearance  in  relation  to  therapntic  ellorts 
may  be  most  conlnsing.  Objectivity  in  the  evalu- 
ation of  these  reva.scnlarization  procedures  is  now 
being  nndertaken  by  a number  of  centers  who 
have  correlated  angiograjihically  proven  graft 
patency,  improvements  in  post-operative  stress 
testing,  and  relief  of  angina.  Based  on  these 
stntlies,  we  find  that  of  those  patients  undergoing 
coronary  artery  reva.scnlarization,  10%  will  be 
helped  little  if  at  all;  another  10%  will  receive 

partial  relief  from  angina,  and  80%  will  receive 

essentially  total  relief  from  angina.  As  mentioned 
earlier,  no  claims  can  yet  be  firmly  made  for 
decreasing  the  incidence  of  snbsetpient  myo- 
cardial infarctions  or  prolonging  the  life  of 
patients  with  revascularization  procedures.  The 
procedures  have  simply  not  been  done  long 

enough  for  conclusive  results  to  have  been  re- 
corded, but  the  early  impressions  of  several 

investigators  is  that  both  of  these  parameters  will 
show  improvement  when  the  final  results  are  in. 
riiere  appears  to  be  no  cpiestion  at  this  time  that 
the  ([iiality  of  life  of  patients  with  incapacitating 


angina  pectoris  and  favorable  anatomy  can  be 
significantly  improved  by  direct  coronary  artery 
reva.scularizalion  of  either  the  saphenous  vein  or 
internal  mammary  artery  types;  and  that  this 
improvement  of  the  symptom  of  angina  can  be 
correlated  with  improved  post-operative  stre.ss 
testing  as  well  as  proven  graft  patency  with 
angiocardiography. 
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THE  MONTH  IN  WASHINGTON 

Afemlaers  of  the  House  Ways  and  Means  Com- 
mittee’s subcommittee  on  health  have  heard 
testimony  from  foreign  physicians  extremely 
critical  of  the  federalized  national  health  instir- 
ance  (NHI)  systems  in  their  native  lands  and 
from  seven  U.  .S.  physicians  who  urged  lawmakers 
not  to  allow  this  cotuitry  to  stumble  down  the 
same  path. 

All  witnesses  were  selected  by  stibcommittee 
Republican  minority  members  to  counterpoise 
argtmients  made  by  liberal  witnesses  produced 
during  the  summer  by  Democrat  colleagues. 

The  major  theme  of  the  American  physicians 
was  that  Federal  interference  should  be  kept  to 


a minimum.  Five  of  the  seven  physicians  sug- 
gested that  some  form  of  catastrophic  insurance 
might  be  beneficial. 

Clinton  S.  McGill,  M.I).,  I’orlland,  Ore.,  told 
the  subcommittee  that  “freedom  within  the 
widest  possiiile  latitudes  in  the  practice  of  medi- 
cal care  is  an  ingredient  absolutely  essential  to 
the  success  of  any  NHI  program.” 

John  Hamilton,  M.D.,  Rochester,  N.  V.,  urged 
elimination  of  administrative  red  tape  and  pro- 
posed a catastrophic  plan  based  on  patients' 
ability  to  pay. 

Marvin  N.  Lymberis,  M.D.,  Charlotte,  N.  C., 
also  spoke  favoralily  of  catastrophic  coverage, 
warning  that  an  omnibus  bill  might  bankrupt 
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the  oovernment  and  leave  the  present  health 
system  in  a shambles. 

|ohn  Bnrkhartlt,  M.l).,  Knoxville,  d’enn.,  said 
Xni  must  be  carelidly  planned,  cannot  be  all 
eiuomjxissing,  and  must  not  interlere  with  the 
ilocloi-|iatient  relationship. 

l)a\iil  Masland,  M.l).,  Carlisle,  Pa.,  warned  of 
a possilile  pajicr  work  explosion  it  NHl  is 
enacteil,  urged  use  ol  private  carriers  rather  than 
a Federal  bureaucracy,  ami  noted  that  social 
ta(  tors  have  the  Itiggest  impact  on  the  health  of 
the  nation. 

Biooker  .Masters,  M.l).,  Freemont,  .Mich.,  said 
the  ntition  does  not  have  the  resources  at  present 
lor  Nfll.  Rationing  of  services  would  be  re- 
tpiired,  lesulting  in  "medietd  care  dictated  by 
edicts  in  the  Federal  Registry"  which  would  lead 
to  "chaos." 

Donald  Ouinlan,  .M.l).,  Northfield,  Ilk,  read 
a strongly-worded  stiitement  opposing  any  new 
Federal  programs  ;ts  "compulsory  politicized 
medicine."  He  accused  the  .\dministration  and 
(iongress  of  the  "gre;it  rip-off"  of  deficit  li- 
mincing. 

I he  domestic  panel  \vas  questioned  by  sub- 
committee cluiirmau  Dan  Rostenkowski  (D-Ill.) 
and  Reps,  [ohn  Duncan  (R-"Fenn.),  James  Martin 
( R-X.  C.),  and  Pliilip  Crane  (R-IIL).  They  praised 
the  ptmel  members  for  theii  testimony. 

.\sked  by  Rep.  Charles  Vhinik  (I)-Ohio)  to  give 
a show  of  hands  on  how  iminy  wotild  support  a 
( atasti ophic  ]>l;in,  six  of  the  witnesses  rai.sed  their 
hands,  but  none  did  when  lie  asked  for  their 
sentiments  on  catastrophic  hetilth  insurance  op- 
erated by  Social  Security,  \htnik  contended  that 
the  public  is  pushing  Congress  on  XHl,  asserting 
tluit  the  lawimtkers  tire  not  the  innovators. 

I he  foreign  jianel  consisted  of  two  British 
|)hysicians,  a British  medical  writer,  a former 
Swedish  physician,  and  a Cttnadian  physician— 
.Max  Chtmmon,  .M.D.,  Fondon;  Reginald  S.  Mur- 
ley,  M.D.,  London;  Anthony  Lejeune,  Middlesex, 
England,  medical  writer;  Sigmund  |.  Lofstead, 
.M.D.,  Chicago;  and  Bette  Stephenson,  M.D., 
Foronlo. 

.\s  a grotip  they  urged  Congress  not  to  permit 
governmental  control  of  medicine  in  this  cotintry. 

Fhe  British  witnesses  painted  a black  picture 
ol  the  situation  in  England.  Dr.  Mtirley  said 
almost  all  physicians  in  England  are  totally 
opposed  to  the  policies  of  the  government  and 
predicted  a “massive  confrontation"  soon. 


Dr.  I.ofstead,  who  had  practiced  in  Sweden, 
said  health  care  has  become  regimented  and 
politicized  in  that  country.  Most  people  in  the 
Lk  S.  he  said,  have  financial  access  to  the  best 
and  most  sojihisticated  health  care  in  the  world. 

Dr.  Stephenson  was  less  critical  of  the  Canadian 
jnograni,  but  said  any  NIII  program  should 
involve  as  little  distortion  of  the  pre.sent  U.  S. 
system  as  possible.  She  said  lee-for-service  is  the 
most  elficient  and  fairest  method  of  payment. 

Dr.  Cfammon  said  it  is  imperative  that  the 
lk  S.  resist  the  socialization  of  medicine  “for  the 
gootl  of  the  rest  of  the  free  world."  He  said  that 
"if  yon  believe  that  the  state  is  better  able  to 
control  the  affairs  of  individuals  than  they  are, 
then  the  prospects  of  freedom  for  the  rest  of  the 
tvorld  are  rery  dim." 

# * * 

Despite  continued  optimism  on  the  part  of 
some  members  of  House  IVkiys  and  Means  that 
a NHl  bill  can  be  drafted  this  year,  Capitol  Hill 
oddsmakers  are  still  betting  it  can't  be  done. 

Besides  the  .scarcity  of  time— at  least  400  wit- 
ne.sses  will  be  heard  by  Ways  and  Means  alone 
—the  jurisdictional  battle  between  IVays  and 
Means  and  House  Ciommerce  is  far  from  .solved. 

.Senior  staffers  of  both  committees  are  being 
(|tioted  as  saying  “effective  NHl  cannot  come  out 
of  a (iongress  with  the  present  messed-tip  juris- 
diction" and  “it  simply  can't  be  done  in  two 
committees." 

Nonetheless,  the  chance  always  remains  that 
House  leadership  tinder  the  pressures  of  an  elec- 
tion year  could  knock  heads  together  until  a 
lull  l ied  bill  was  produced. 

# # # 

dhe  Administration  has  opposed  a domestic 
draft  ol  young  physicians  for  service  in  shortage 
areas  and  urged  Congress  to  phase-out  capitation 
grant  stipport  for  the  nation's  medical  schools. 

l esti tying  before  the  Senate  Health  Subcom- 
mittee as  it  opened  hearings  on  health  manpower 
legislation,  4'heodore  Coojter,  M.D.,  Assistant 
Secretary  for  Health  at  the  Health,  Education 
and  Welfare  Department,  said; 

‘AVe  are  seriously  concerned  that  the  general 
taxpayer— by  means  of  federal  taxes— will  be 
called  tipon  to  subsidize  in  perpetuity  the  pro- 
fessional training  of  physicians,  dentists,  and 
other  well-paid  health  professionals.” 

Dr.  Cooper  told  the  Subcommittee,  headed  by 
Sen.  Fidward  Kennedy  (D-Mass.),  that  legislation 
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hacked  l)y  Kennedy  that  calls  lot  $5  hillion  in  aid 
ovei'  the  next  lice  years  is  "nnnecessaiy  to  elicit 
;iclc'c|nate  ninnheis  ol  students  lor  schools  rvhich 
today  acconnnoclate  only  one  onl  ol  every  two  to 
three  cjiialilied  applicants." 

The  Administration  "strongly  opposes"  the 
compulsory  .seitice  leatme  in  the  legislation  re- 
cpiiring  all  gradnates  to  serve  in  shortage  areas. 
" i'his  recpiiremeni  could  mean  that  in  the  very 
near  Intnre  the  lederal  goveiiiment  would  have 
the  responsihility  lor  placing  and  monitoring  the 
prol’essiotial  activities  ol  thousands  of  individnals 
in  the  health  system."  Dr.  Cooper  proposed 
instead  to  stiengthen  the  National  Health  Service 
Corps  scholarship  program. 

J he  .\ssistatn  Secretary  also  attacked  provisions 
imposing  a federal  regnlatory  scheme  to  control 
the  nnmhers  and  allocation  of  training  positions 
for  graduate  medical  education  and  to  institute 
a national  licensitre  system  for  physicians  and 
dentists.  ‘AVe  feel  that  there  is  little  basis  for 
initiating  this  far-reaching  regnlatory  mechanism 
at  this  time,”  Dr.  Cooper  said. 

Ify  1985  the  U.  S.  will  have  from  207  to  217 
physicians  per  100,000  population,  he  testified, 
placing  this  nation  “near  the  top  of  all  the  in- 
chistriali/ed  nations  in  terms  erf  overall  physician 
supply.” 

# # # 

1 he  president  of  the  American  insurance 
.\ssociation  helieves  it  mav  hecome  necessary  to 
separate  two  elements  involved  in  the  medical 
malpractice  insurance  system— the  compensatiern 
of  those  who  sidfer  loss  hecanse  of  a doctor  or 
hospital  fails  to  perferrm  in  accordance  with 
acceptalrle  standards  of  practice,  and  the  incen- 
tive for,  and  discipline  of,  medical  practitioners. 

Lawrence  Jones  said  “we  think  that  the 
pnirlic  will  resist  limitations  on  their  legal  rights 
unless  coverage  lor  the  patient  is  improved  in 
.some  other  respect  and  some  snhstitnte  measure 
for  disciplining  doctors  and  hospitals  is  created.” 

Jones,  whose  association  includes  many  of  the 
firms  that  write  jrrofessional  liability,  said  divorce 
of  the  two  functions  “will  not  Ite  an  easy  job.” 

He  told  a Natiotial  Press  Cilnh  Irreakfast  in 
Washington,  1).  C.,  that  no  one  yet  knows  what 
the  outlines  of  the  two  replacement  systems 
should  he,  let  alone  the  specific  features  of  either. 
Many  tradeoffs  will  he  necessary.  Cooperation 
among  the  professions  will  he  es.sential.  But  the 
present  problems  with  medical  malpractice  in- 


snrtmce  is  so  complex  and  so  lull  of  implication 
for  the  overall  health  c;ne  of  the  pnhlic  that  hold 
solniions  of  all  kinds  must  he  |>uisued. 

Jones  said  he  helieves  that  Professional  .St;ind- 
ards  Review  Organisations  (PSRO’.s)  ofler  a 
promise  of  ameliorating  the  malpractice  crisis. 

# * # 

■Scores  of  health  organizations  have  protested 
loudly  to  Congress  about  the  red  tape  and  in- 
etpiities  in  the  Medicare  progrtim  tind  have  urged 
the  \Vhiys  and  Means'  snheommittee  on  health  to 
straighten  out  the  mess. 

d he  Suh( ommittce,  headed  by  Rep.  Dan 
Rostenkowski  (D-111.),  called  two  days  of  hearings 
to  consider  the  flood  of  complaints  about  HEW's 
regulatory  oper.uions  over  the  past  year.  The 
Sulxommittee  is  expected  to  draft  legislation  to 
correct  some  of  the  trouble  spots  identified  at  the 
heal  ings. 

d he  American  Medic.al  Association  declared 
“the  continuing  frustrations  of  the  public  and 
the  economic  limitations  on  resorting  to  the 
courts  for  all  remedial  action  must  he  vietved 
seriously  by  this  subcommittee  and  this  Con- 
gress.” 

Edgar  T.  Beddingfield,  M.D.,  \dce  Chairman 
of  the  AMA's  Council  on  Legislation,  referring 
to  HE\\”s  index  for  figuring  physicians'  fees 
under  .Medicare,  said  “if  the  administrative 
proce,ss  is  to  he  unbridled  and  is  to  he  ]rermitted 
to  disregard  the  rights  of  individnals  and  arbi- 
trarily to  establish  essential  factors  without  ade- 
(piate  complituice  with  the  law,  then  a discussion 
of  the  provisions  enacted  by  Congress  in  essence 
becomes  moot.” 

Charging  “abuse  of  the  regnlatory  process"  by 
HEWs  Dr.  Beddingfield  said  effects  of  the  eco- 
nomic index  will  be  to  lower  reimbursement 
rates  for  many  procedures  below  the  rates  recog- 
nized by  the  program  in  fiscal  1975." 

1 he  1972  .Social  Security  .Vmendments  Law 
which  set  Medicare  payment  controls  at  the  75th 
jtercentile  with  luture  tidjustments  tied  to  an 
iiulex  determined  by  HEW  is  “cletirly  discrimina- 
torv,"  the  A.M.A  witne.ss  said.  “We  are  not  aware 
of  any  .segment  of  society  against  which  similar 
controls  are  imposed  by  Congress."  Upshot  of 
such  controls,  he  warned,  “will  be  to  shift  an 
increasing  financial  burden  on  the  beneficiaries.” 

Dr.  Beddingfield  urged  acceptance  of  the 
AM.Vs  19  amentlments  to  the  Professional  Stand- 
artls  Review  Organization  (PSRO)  program  and 
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postponement  ot  the  Jan.  1,  1976,  deadline  for 
professional  associations  to  form  PSRO’s. 

C.  Willard  Gamaliel',  M.D.,  Chairman  of  the 
AM. Vs  Council  on  .Medical  Service,  desnibed  the 
AM. Vs  court  tight  and  negotiations  with  HE\V 
over  utilization  review  in  hospitals.  He  asked 
repeal  of  the  law's  provisions  dealing  with  UR 
on  the  subject  of  the  Medicare  end  stage  renal 
disea.se  program. 

Dr.  Camalier  said  “Medicare  has  attempted  to 
interfere  with  the  practice  of  medicine  by  inter- 
posing itself  between  the  patient  and  the  physi- 
cian by  ret  using  to  recognize  that  services  for 
kidney  treatment  should  ije  reimbursed  in  a 
manner  consistent  with  other  physician  services, 
and  that  local  detemiination  and  medical  review 
are  not  only  preferable,  but  also  the  only  feasible 
program  for  provision  of  any  medical  service.” 
riiis  program  emphasizes  the  difficulties  en- 
countered when  a disease  cate^orv  is  made  the 
basis  for  Medicare  coverage. 

1 he  jirovision  authorizing  HEW  to  mandate 
“reasonable  costs"  for  liospitals  gives  the  govern- 
ment the  right  to  determine  in  effect  whether 
services  are  metlically  necessary,  the  AM.V  official 
said.  “'We  must  adamantly  oliject  to  any  attempt 
on  the  part  of  the  HEW  .Secretary  to  make 
determinations  as  to  the  necessity  of  Irealth  care 
services  required  in  proper  patient  care.” 

* * * 

.\  practicing  physician  has  told  Congress  that 
pending  lobbying  legislation  would  go  far  in 
discouraging  valuable  communications  to  Con- 
giess  from  medical  professionals  and  from 
patients. 

Ahin  Goldfarb,  M.D.,  St.  Eouis,  Mo.,  obstetri- 
cian-gynecologist, said  as  a physician  he  has  an 
interest  in  a ivide  range  of  health  legislation  and 
regulations  which  have  “a  marked  influence, 
tvhether  favoraltle  or  unfavorable,  upon  my  otvn, 
as  tvell  as  that  of  all  other  phvsicians'  practice.” 

He  told  a House  Judiciary  subcommittee  that 
under  proposals  to  tighten  the  lobby-laws  ‘‘I 
could  be  considered  a lobbyist,  and  tvould  have 
to  proc  ide  detailed  cpiarterly  reports.  Mv  failure 
to  comply  could  result  in  fines  or  jail  sentences.” 

The  physician  said  the  bills  define  lobbying 
as  a communication  with  Eederal  officials,  either 
legislative  or  executive,  to  influence  the  policy- 
making process. 

Said  Dr.  Goldfarb: 

“I  can  assure  you  that  I as  a specialist  and 


practicing  physician  have  a great  interest  in  those 
Eederal  programs  that  affect  my  practice.  I have 
an  interest  not  only  in  how  they  impinge  on  my 
manner  of  practice  but  also  in  how  they  affect 
my  patients  as  beneficiaries  of  the  programs. 

“1  feel  as  if  it  is  my  right  as  an  individual,  as 
well  as  my  duty  as  a physician,  to  communicate 
rvith  members  of  Congress  and  with  the  bu- 
reaucracy and  at  times  to  urge  others  to  do  so  to 
make  my  voice  heaitl  in  the  legislative  and 
regulatory  process  which  tvill  affect,  either  favor- 
ably or  unfavorably,  my  practice  or  my  patients. 
I am  sure  you  would  agree  with  me  that  when 
physicians  seem  to  get  the  legislative  process  in 
order  to  protect  or  to  improve  the  state  of  health 
care,  this  is  a goal  which  should  not  be  threatened 
by  obstacles.” 

Dr.  Goldfarb  asked  “on  tvhom  would  the 
burden  of  complying  realh  fall,  the  professional 
lobbyist  or  the  inexperienced,  non-professional 
individual  who  would  be  a lobbyist  only  because 
of  the  broad  definition  of  the  bill?  ^Vho  really 
needs  to  be  regulated,  the  person  who  for  pay 
can  lobby  on  any  subject  or  a member  of  the 
public  who  has  a ^•ast  reservoir  or  experience  in 
his  own  field  and  tvho  is  willing  to  share  this 
information  in  an  attempt  to  assure  intelligent 
legislation?  AVould  1 be  considered  a lobbyist  if 
1 urge  my  patients  to  write  their  Congressmen 
concerning  legislation  or  to  the  bureauaacy 
concerning  regulations? 

# * # 

Physician's  Opportunity  Fair 

The  Arkansas  Medical  .Society,  the  Arkansas 
Caduceus  Club,  and  the  Ehiiversity  of  Arkansas 
College  of  Medicine  sponsored  the  second  annual 
Physician's  Opportunity  Eair  held  at  the  E^ni- 
versity  of  Arkansas  Medical  Sciences  Campus, 
October  15,  1975. 

The  Eair  is  designed  to  bring  together  repre- 
sentatives from  Arkansas  communities  seeking 
doctors  and  the  medical  students,  and  resident 
physicians  tvho  are  interested  in  practice  oppor- 
tunities. Eorty-eight  communities  had  local  citi- 
zens and  doctors  manning  booths  in  the  Jeff 
Banks  Student  E^nion  this  year,  which  teas 
eighteen  more  totvns  tlian  participated  last  year. 
Some  300-400  young  physicians  and  medical  stu- 
dents visited  with  the  exhibitors. 

Prior  to  the  visiting  tvhich  took  place  between 
the  students  and  community  representatives.  Col- 
lege of  Medicine  Dean  Thomas  A.  Bruce,  M.D., 
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Dumas  C'omU\  Hospital  Administrator  Howard  lohnson  (riglit) 
explains  his  community’s  opportunity  to  an  interested  prospett. 


Dr.  l)ana  Copp  (right),  National  Hcaltli  Service  (iorps  Medical 
Recruitment  Officer,  details  advantages  of  the  Ciorps’  physician 
placement  programs. 


Dr.  (ic“orge  Wright  of  Hope  (riglu)  makes  notes  on  his  con- 
versation with  one  of  the  Vietnamese  physicians  wlio  participated 
in  the  I air. 


Sti  iking  up  a conversation  on  opportunities  for  plnsicians  in 
Arkansas  was  not  difficult. 


The  ScKiety’s  Physician  Placement  Service  maintained  visibility 
with  a booth  explaining  the  service  and  the  current  opportunities 
to  practice  listed. 


KAI\'  C'hannc‘1  7 of  Little  Rock  was  among  four  television 
stations,  and  several  newspaper  and  radio  reporters  j)r(^ent  at 
the  event. 
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;uul  Uni\er,sity  Chancellor  Janies  Dennis,  M.D., 
opened  tlie  program  with  welcoming  remarks 
and  their  insights  into  recruiting  new  doctors. 
Dr.  Don  l oon  of  Crossett  sjroke  to  the  group  on 
“^\dty  I Piactice  in  Crossett  and  klave  Staved 
riiere  reii  Years.”  Following  his  remarks,  Dr. 
'Toon  introtlnced  his  wile,  Nancy,  who  spoke  on 
"lieing  a Doctor's  ^Vile  in  a Small  I’own.”  Mr. 
joint  McIntosh,  Held  representative  lor  the  Med- 
ical Society,  spoke  on  the  Society’s  Physician 
Placement  Service.  Di . Dana  Copp,  Medical  Ol- 
licer  (Rccrnitment),  lor  the  National  Health 
Service  Corps,  Dallas  Regional  Office,  spoke  on 
the  National  Health  Service  Corps  program  in 
.\rkatisas. 

It  was  aiinouncetl  at  this  year's  Fair  that  as 
a residt  of  the  1974  effort,  four  Arkansas  com- 
iminities  either  htcated  physicians  or  are  notv 
entering  final  negotiations  with  doctors.  Fhe 
towns  are  Boonetille,  Imbodcn,  Jasper,  and  Si- 
loam  Spiings. 

* * * * 

Dr.  Flanigan  Reports  on  Neurosurgical  Section 

Dr.  Stevenson  Flanigan  of  Little  Rock,  Secre- 
tary of  the  Neiirostirgical  Section,  Arkansas  Med- 
ical Society,  has  sent  an  information  report  to 
all  nenrosnrgeons  in  the  State. 

'Fhe  memoraiulnm  outlined  actions  taken  and 
discussed  at  the  recent  Joint  Socio-Economic 
Committee  Meeting  of  his  specialty  w'hich  was 
held  in  Atlanta.  Dr.  k'lanigan  is  a representative 
to  the  National  Advisory  Group  for  the  Joint 
Socio-Economic  Committee  of  the  American  Asso- 
ciation for  Neurological  Surgeons  and  the  Con- 
gress of  Nem  ologic  Surgeons. 

Fhe  report  reflected  tlie  association’s  current 
membership  situation  and  the  Federal  Govern- 
ment’s view'  of  the  S|x;cialty,  including  discussion 
of  a ]Jossil)ility  for  a national  office  for  neuro- 
surgery to  he  maintained  in  Washington,  1).  C. 

Other  to|dcs  reported  includcTl  the  specialty’s 
PSRO  Sub-Committee  and  their  compilation  ol 
a set  of  35  criteria  for  netnological  diagnoses;  de- 
velopment of  continuing  medical  education 
packages;  and  professional  liability  insurance, 
specifically  the  St.  Paul  Insurance  Company’s 
claims-made  type  of  jjolicy  and  the  controversial 
‘‘buy  out”  nature  of  the  policy. 

Up-date  on  AMA  Publications 

On  Sejttember  8,  1975,  the  Arkansas  Medical 
Society  office  w'as  advised  that  the  Board  of 


trustees  of  the  American  Medical  Association 
\(>ted  to  limit  the  provisions  of  ptiblications  as 
a membershijr  benefit  to  the  Journal  of  the 
American  Medical  Association  and  the  American 
Medical  Xcivs  in  197h.  Other  publications  were 
to  he  placed  on  a subscription  basis. 

Dining  its  Octoljer  15-18  meeting,  the  Board 
agreed  to  continue  to  tlistrihtite  Today’s  Health 
and  llie  specialty  journals  to  members  without  a 
suljscription  charge  through  the  early  part  of 
197(3.  4 he  distribution  of  the  specialty  journals 
w'ill  be  made  in  accordance  w'ith  tlie  selections 
made  by  members  in  1975. 

'Fhe  purpose  of  this  change  is  to  allow’  addi- 
tional time  for  an  orderly  transition  to  a sub- 
scription basis  W'ith  a minimal  decline  in  circu- 
lation. Also,  tlie  Association  is  evaluating  a num- 
ber of  offers  to  ptirchase  Today’s  Health,  and  the 
continued  distribution  of  copies  to  AMA  mem- 
bers enhances  the  value  of  this  publication. 

AMA  Sees  Record  Dues  Income, 

Membership  for  1975 

Record  dues  reventies  and  a record  number  of 
dttes-paying  members  were  projected  by  the 
American  Medical  Association.  'Fhe  projection 
is  baseil  on  unaudited  third  quarter  financial 
rettu  ns. 

“'Fhe  financial  diffictilties  w'e  have  had  are 
by  no  means  entirely  over,”  said  the  AMA’s 
Executive  \4ce  President,  James  H.  .Sammons, 
M.D.,  "btit  we  are  looking  at  signs  of  significant 
progress.” 

“In  aildition  to  dties  income  that  wdll  top  .S18 
million,  highest  in  our  history,  w’e  already  have 
over  $8  million  from  a sjjiecial  $60  assessment. 
Fhat  amount  will  erase  the  1974  operating  los.ses, 
wiiich  we  now'  expect  will  be  less  than  originally 
anticipateil.  In  addition,  the  assessment  money 
will  give  us  a good  start  on  our  basic  financial 
problem  reituilding  a healthy  capital  position,” 
lie  said. 

”\V4iat  is  most  gratifying,”  ailded  Dr.  Sam- 
mons, “is  that  at  etpiivalent  points  in  time,  w'e 
aie  now'  ahead  of  last  year  in  all  categories  of 
membership,  including  the  regtdar  $110-a-y’ear 
members.  But  the  recortl  numbers— over  175,000 
right  now— are  generated  largely  by  young  phy- 
sicians (interns  and  residents)  and  medical  stu- 
dents w’ho  have  joined.” 

“It  is  diffictih  to  prove,”  said  Sammons,  “but 
1 can’t  help  feeling  that  the  belt-tightening  we 
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liiivc  acconi|)lisht‘(l  aiul  the  inoie  \isil)lc,  ag- 
gressive policies  ive  have  pursued  have  had  a 
heahliy  impacl.” 

# * # 

Vietnamese  Refugee  Doctors  to  Train  Here 

Arkansas  (ioveriior  David  Proyor  has  aulhor- 
i/ed  the  use  ol  up  to  3 Ida, 000  ol  Ids  euicrgeucy 
luiul  to  helj)  twenty  \'ietuainese  relugec  doctors 
(pialiiy  to  practice  medicine  in  Arkansas. 

The  relugees  Irom  Fort  Challec  will  undergo 
;t  massive  tutoring  progrtun  at  the  University  ol 
.\rkansas  .Medical  Sciences  campus  at  Little 
Rock  to  prejiare  them  to  pass  the  examination 
of  the  Education  Council  lor  Foreign  .Medical 
(Graduates  in  1070.  Fhey  must  jxiss  the  FCiFMG 
before  being  licensed  to  practice  in  .\rkansas. 
and  then  they  must  obtain  a year's  internship 
in  a medical  lacility. 

Ciovernor  Pryor  said  communities  wanting 
doctors  would  raise  the  funds  lor  the  internship 
program. 

I’he  cost  of  the  training,  in  preparation  for 
the  tests,  will  be  about  .SI 0,000  for  each  doctor, 
the  Governor  estimated,  fie  alloted  $100,000  for 


stipends  and  direct  ex|)en.ses,  .$12,000  Ini  housing 
and  maintenance,  and  $2S,000  lor  educational 
expenses  incurred  by  the  University  of  .Arkansas 
for  .Medical  Sciences. 

Dr.  J'homas  .\.  Ill  uce,  dean  of  the  Ciollege  of 
.Medicine,  said  that  the  test  lor  foreign  medical 
graduates  was  extremely  diffictih  and  that  lewer 
than  seventy  percent  |jassed  it. 

Dr.  Mildred  W'ard,  associate  professor  of  fam- 
ily medicine  at  the  college,  has  stated  that  many 
ol  the  refugee  ])hysici:ins  who  have  passed 
through  Fort  (ihaffee  were  specialists  in  Viet- 
nam, but  they  were  screened  and  the  progrtnn 
accepted  only  candidates  who  were  interested  in 
general  family  practice.  I’hose  ticcepted  ranged 
in  age  from  twenty-five  to  lorty-fotir. 

1 he  arrangements  with  comm  itni  ties  that 
want  doctors  will  be  made  alter  the  doctors  com- 
plete the  examination  next  year.  Governor  Pryor 
h;is  said  that  a community  could  lend  money  to 
a physician,  who  could  contract  to  practice  in 
the  community  for  a specified  time  after  com- 
pleting his  internship.  The  loan  would  be  re- 
placed by  working  in  the  community. 


THINGS 


V ° 

^^COME 


Postgraduate  Medical  Congress/Caribbean 
Cruise 

I he  First  .\merican-German  Postgraduate 
Medical  Gongress  will  take  place  bettveen  De- 
cember 2(),  I!)?,'!,  and  January  f),  l!)7(),  at  the 
Holiday  Inn  in  Nassau,  followed  by  a Garribbean 
crui.se.  Filteen  cpialified  university  professors 
from  the  United  .States  and  Germany,  all  bi- 
lingual, will  participate  in  teaching  .semimirs 
recommended  for  practicing  jihysicians,  intern- 
ists, cardiologists,  and  family  physicians. 

Further  details  may  be  obttiined  by  wa  iting  to: 
S.  Ileyden,  M.D.,  Department  of  Community 
Health  Sciences,  Duke  University  Medic.il  Cen- 
ter, Durham,  North  Carolina  27710. 


Third  Annual  Hair  Transplant  Symposium 
and  Workshop 

I he  .American  Society  for  Dermatologic  Sur- 
gery, the  .American  .Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  and  the  .American 
.Association  of  Cosmetic  Surgeons  are  co-sjjonsor- 
ing  this  conference  which  is  designed  to  oiler  an 
opportunity  for  the  exchange  of  ideas  among 
various  disciplines  and  to  present  the  latest  ad- 
vances in  technicpies  on  hair  transjilantation. 

I he  symposium  and  worksho|>  will  be  held 
February  I.Hth  and  Ffth,  I97(),  at  the  Stoiigh 
Dermatology  and  Cutaneous  Surgery  (diiiic, 
P..\.,  Doctors  Park,  Hot  Springs,  .Arkansas  71901. 
.Attendance  will  be  limited.  Faculty  will  include: 
dermatologists,  otolaryngologists,  legional  and 
gener.d  plastic  surgeons.  For  ftirther  informa- 
tion, contact:  1),  H.  Stough,  ill,  M.D.,  Program 
Direc  tor  (addre.ss  as  listed  above)  . 

National  Rural  Health  Week 

The  .American  Medical  .Association,  with  the 
cooperation  of  the  .American  Dental  .Association, 
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American  Hospital  Association,  American  \Tteri- 
nary  Medical  Association,  U.  S.  Dejjartment  of 
AgTiculture,  and  Health,  Education  and  \\A1- 
fare,  and  the  National  Safety  Council,  will 
sponsor  a "National  Rural  Health  AVeek” 
(NRHAV),  April  4-10,  1070,  to  focus  the  atten- 
tion of  the  nation  on  health  care  delivery  prob- 
lems in  lural  America.  NRHAV"  is  an  event  of 
the  Bicentennial  Celebration. 

I'he  conference  will  be  held  at  the  Hyatt 
Regency  Phoenix,  Phoenix,  Arizona.  For  de- 
tailed information  contact:  Bond  L.  Bible, 
Ph.l).,  Director,  Department  of  Rural  and  Com- 
munity Health,  American  Medical  Association, 


Division  of  Medical  Practice,  535  North  Dear- 
born Street,  Chicago,  Illinois  601)10. 

EDUCATIONAL  OPPORTUNITY 
ANNOUNCEMENTS 

Seminar:  Post-Graduate  Course  in  Coronary 
Care*.  Date:  1-5-75  thru  1-9-75.  Program  Di- 
rector: Malcolm  B.  Pearce,  M.D. 

Seminar:  New  Developments  in  Renal  Dis- 
ease*. Date:  1-17-76  thrti  1-18-76.  Program 
Director:  B.  N.  Saltzman,  M.D.,  Chairman,  Dept. 
Family  & Community  Medicine,  U.  of  Ark. 
College  of  Medicine. 

*For  more  details,  contact  the  Department  of  Continuing  Education 
for  Physicians,  University  of  .Arkansas  lor  Medical  Sciences 
Campus.  4301  West  Markham,  Little  Rock,  .Arkansas  72201. 


PERSONAL 


Dr.  Biondo  Leads  Boy  Scout  Activities 

Dr.  Raymond  V.  Biondo  of  North  Little  Rock 
Avas  chairman  of  the  Exploring  Seminar  Staff  for 
the  three-day  Soutli  Central  Region  ,\rea  I 
Training  Conference  for  the  Boy  Scouts  of 
America.  The  seminar,  held  at  the  Little  Rock 
Air  Force  Base,  was  aimed  at  encouraging  Ex- 
plorers (the  young  adult  division  of  the  Boy 
Scouts)  to  pursue  health  careers. 


Physician  Locates 

Dr.  ( ieorge  H.  Benjamin  has  associated  his 
medical  practice  with  the  Siloam  Springs  Afedical 
Clinic.  Drs.  James  Huskins,  Billy  Ptickett, 
Charles  Stinnett,  and  John  Moose  announced  Dr. 
Benjamin's  association  recently. 
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on  December  1st  at  812  Baker  Street,  Mountain 
Home,  for  the  practice  of  general  surgery.  Dr. 
Hawkins  previously  jtracticed  in  Corpus  Christi, 
Texas. 

Dr.  Shorey  Announces  Accreditation 

Dr.  Winston  Shorey  of  Little  Rock,  As.sociate 
Dean  for  Continuing  Medical  Education  at  the 
Lhtiversity  of  Arkansas  College  of  Medicine,  an- 
nounced that  the  American  Medical  Association 
notified  the  Lbiiversity  that  full  accreditation  has 
been  awarded  its  contintiing  medical  education 
program  for  practicing  physicians.  Accreditation 
was  granted  following  an  on-site  visit  to  the  Uni- 
versity by  a team  from  the  .\MA  Council  on 
Afedical  Education. 


Dr.  Thompson  Speaks  to  Nurses 

Dr.  Samuel  Thompson  of  Little  Rock  spoke 
on  Cerebral  Palsy  at  the  November  meeting  of 
the  Cetural  Arkansas  Chapter  of  Orthopedic 
N fuses  .Association.  The  association  recently  re- 
ceived its  charter  from  the  national  headquarters 
in  Atlanta,  Georgia. 

Dr.  Hawkins  Locates  in  Mountain  Home 

Dr.  Michael  L.  Hawkins  opened  his  office 


Dr.  Bailey  Presents  Paper 

Dr.  led  Bailey  presented  a paper  entitled 
“Use  of  Ultrasound  Through  the  Rotmd  Window 
ill  t reatment  of  Meniere’s  Disease”,  at  the  recent 
meeting  of  the  Mexican  chapter  of  the  Pan 
American  Association  of  Ear,  Nose  and  Throat 
Doctors  recently  held  in  Acapulco,  Mexico.  The 
meeting  was  at  the  Acapulco  Princess  Hotel 
on  September  the  26,  27,  28,  and  29th. 
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Dr.  G.  Errol  King 

Dr.  (i.  P'rrol  King  is  a new  member  of  the 
Jetferson  County  Medical  Society.  He  is  a native 
of  St.  \'incent,  liritisli  "West  Indies. 

.\fter  receiving  his  li.  S.  degree  in  1963  from 
the  University  of  \Vest  Indies,  Kingston,  Ja- 
maica, lie  was  graduated  from  tlie  University’s 
School  of  Medicine  in  1966.  He  completed  his 
internsliip  and  residency  in  General  Surgery  at 
Lenox  Hill  Hcrspital,  New  ^’ork.  New  York. 

Dr.  King  is  now  jMacticing  General  Surgery 
at  817  Cherry,  Pine  Bluff. 

Dr.  Henri  Melvin  Hegwood 

d'he  Jefferson  County  Medical  Society  has  ac- 
cepted Dr.  Henri  M.  Hegwood  for  membership. 
He  is  a native  of  Meridian,  Mississippi. 

Dr.  Hegwood  received  his  B.S.  degree  in  196,5 
from  Mississippi  State  University.  He  was  grad- 
uated from  the  Ihiiversity  of  Mississippi  Scliool 
of  ^fedicine,  Jackson,  in  1968.  He  completed  his 
internship  at  Portsmouth,  Virginia,  and  a resi- 
dency at  the  LIniversity  of  Missi.ssippi  School  of 
Medicine,  Jackson.  Dr.  Hegwood  jnacticed  fam- 
ily medicine  for  two  and  one-half  years  in  Ra- 
leigh, Mississippi. 

He  is  now  jnacticing  Radiology  at  1608  West 
42nd  Street,  Pine  Bluff. 

Dr.  Phillip  L.  White 

The  Howard-Pike  County  Medical  Society  has 
acce])ted  Dr.  Pliillip  L.  White  for  membership. 
Dr.  \V4nte  is  a native  of  Hope,  Arkansas. 

He  graduated  frcjui  Ouachita  Baptist  Univer- 
sity, Arkadelphia,  Arkansas,  with  a B.S.  degree 
in  1970.  Dr.  Wliite  was  graduated  from  tlie  ITni- 
versity  of  Arkansas  School  of  Medicine  in  1974. 
He  completed  his  internship  and  residency  in 
Family  Practice  at  the  Baptist  Medical  Center  in 
Little  Rock. 

Dr.  Wliite  is  now  in  Family  Practice  at  510 
North  Washington,  Murfreesboro,  associated 
with  Dr.  Hiram  T.  Ward. 


Dr.  Jim  Charles  Kizziar 

1 he  Pulaski  (iounty  Medical  Society  has  ac- 
cepted Dr.  Jim  C.  Kiz/iar,  a native  ol  Cions, 
New  Mexico,  for  membership. 

Dr.  Kiz/iai  graduated  from  the  Ihiisersity  of 
.\ikansas  with  a B.S.  degiee  in  1963,  and  he  was 
graduated  from  the  University  of  Arkansas 
School  of  Medicine  in  1969.  Following  the  com- 
pletion of  his  internship  at  the  University  erf 
.\rkansas  Medical  Center,  he  completed  a resi- 
dency in  .Medicine  in  1971,  and  a residency  in 
Cardiology  in  1972,  also  at  the  Medical  Centei. 
He  is  Boaicl  Certified  by  the  American  Board 
of  Internal  Medicine. 

Dr.  Ki/ziar  is  now  practicing  Cardiology  at 
the  Little  Rock  Diagncrstic  Clinic,  10001  Idle 
Drive,  I.ittle  Rock. 

Dr.  Ralph  Edward  Williams 

The  Boone  County  Medical  Society  has  ac- 
cepted Dr.  Ralph  F.  Williams  for  membership. 
He  is  a native  erf  Oakland,  California. 

A 1917  graduate  of  Yale  University,  New 
Haven,  Connecticut,  Dr.  Williams  was  gradu- 
ated iiom  the  Boston  University  Schcrol  of 
Medicine,  Boston,  Massachttsetts.  His  internship 
was  served  at  Baltimore  City  Hospitals,  Mary- 
land, and  he  completed  a residency  in  Ortho- 
]reclics  at  Wayne  State  Ihiiversity  School  of  Mecli- 
citie,  Detroit,  Michigan.  Dr.  Williams  served  in 
the  United  States  .\iiny  from  1943  until  1946, 
and  the  United  States  Navy  from  1949  until 
1952.  He  |)racticecl  at  the  San  Antonio  Com- 
munity Hospital,  Implant!,  California,  from  1956 
until  1975.  Dr.  Whlliams  is  Bcrard  Certified  by 
the  .\merican  Board  erf  Orthopedic  Surgeons. 
He  is  a member  erf  the  .\nierican  Association  of 
Orthopedic  Surgeons. 

Dr.  \Villiams  is  now  pr.icticing  at  392  Rice 
Street  in  Berryville. 

Dr.  Robert  Clary  Butler 

The  Jefferson  County  Medical  Society  has 
added  the  name  of  Dr.  Robert  C.  Butler  to  its 
membershi|r  roll.  He  is  a native  of  Batesville, 
Arkansas. 

Dr.  Butler  received  his  B.S.  degree  in  1962 
from  Arkansas  .\  and  M College,  Pine  Bluff.  He 
was  graduated  from  the  ITniversity  of  .\rkansas 
School  ol  Medicine  in  1966.  Following  the  com- 
pletion of  his  internship  at  Mcuoiah  iSfedical 
Cienter,  Kansas  City,  Missoni  i.  Dr.  Butler  served 
for  two  years  in  the  Ihiited  Stales  Navy.  From 
1967  until  1972,  he  was  a resident  in  Internal 
Medicine  at  the  LIniversity  of  Arkansas  Medical 
Center.  Dr.  Butler  is  Board  Ccitified  by  the 
American  Board  of  Internal  Medicine,  and  a 
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inenil^er  of  the  American  Society  of  Gastroin- 
testinal Endoscopy  and  the  American  College  of 
Ehysicians. 

D).  Butler  is  now  practicing  Gastroenterology 
at  l()2d  A\Ast  42nd  in  Pine  Blidf. 

Dr.  Orion  H.  Stuteville 

1 he  \hin  Btiren  County  Medical  Society  has 
accepted  Dr.  Orion  H.  Stuteville,  a native  of 
Okeene.  Oklahoma,  as  a netv  member. 

Dr.  Stuteville  is  a 11)26  gradtiate  of  Oklahoma 
.V  and  M College,  Stillwater.  He  was  graduated 
from  the  Northwestern  liiiiversity  Medical 
School,  Chicago,  in  1939.  Following  his  intern- 
ship and  residency  in  General  Surgery  at  St. 
[oseph's  Hospital  in  Chicago,  he  served  in  the 
I'nited  States  Army  Medical  Corps  from  1942 
until  1946.  From  194()  until  1975,  Dr.  Stuteville 
was  associated  with  the  Xortliwesteru  Lbiiversity 
.Medical  School  and  Loyola  University  School  of 
.Medicine  as  a teaching  jmofessor  of  plastic  sur- 
gery. He  is  Board  Certified  by  the  American 
Board  of  Plastic  Surgery,  aiul  a member  of  the 
.Viiiei  ican  Association  of  Plastic  Surgeons,  Ameri- 
can College  of  Surgeons,  and  the  International 
College  of  Surgeons. 

Dr.  Stuteville  is  now  practicing  at  the  Leslie 
Hospital  in  Leslie. 

Dr.  Clifton  Lavoy  Parnell,  III 

Dr.  Clifton  L.  Parnell,  HI,  is  a new  member 
of  the  Pulaski  Cotuity  Medical  Society.  He  is  a 
native  of  El  Dorado,  .\rkansas. 

Dr.  Parnell  is  a graduate  of  Southern  State 
College,  Magnolia,  Arkansas.  He  received  his 
.M.D.  degree  in  1970  from  the  Ibiiversity  of  Ar- 
kansas School  of  Medicine  and  he  completed 
both  his  internship  and  a residency  in  General 
Surgery  at  the  same  institution. 

Dr.  Parnell  is  now  practicing  at  the  Little 
Rock  Air  Force  Base  Hospital  in  Jacksonville. 

Dr.  Sanford  Irwin  Roth 

Fhe  Pulaski  Cotuity  Medical  Society  has 
added  the  name  of  Dr.  Sanford  I.  Roth  to  its 
membership  roll.  He  is  a native  of  McAlester, 
Oklahoma. 

Dr.  Roth  graduated  from  \'anderbilt  Ibiiver- 
sity,  Nashville,  Lennessee,  in  1952.  He  was 
gradtiated  from  Harvard  Medical  School,  Boston, 
Massachusetts,  in  1956.  He  completed  both  his 
internshi]}  and  Pathology  residency  at  Massa- 
chusetts General  Hospital  in  Boston.  Dr.  Roth 
is  Board  Certified  (.\natomic  Dermatopathology) 
by  the  American  Board  of  Pathology. 

Dr.  Roth  is  now  associated  with  the  Univer- 


sity of  -Arkansas  College  of  Medicine,  Depart- 
ment of  Pathologv,  in  Little  Rock. 

B I T U A R Y 

Dr.  James  O.  Cooper 

Dr.  James  O.  Cooper  of  Little  Rock  died  Oc- 
tober 16,  1975,  at  the  age  of  fifty-six.  He  was 
bom  in  Hamburg,  Arkansas,  November  28,  1918. 

Dr.  Cooper  was  a 1942  gradtiate  of  the  Ibii- 
versity  of  Arkansas  School  of  Medicine.  Follow- 
ing his  internship  at  the  San  Diego  Comity  Hos- 
pital in  California,  he  served  as  a lieutenant  in 
the  Lbiited  States  Navy  Medical  Corps.  In  1948, 
he  completed  his  pediatric  residency  at  AVashing- 
ton  Lbiiversity,  St.  Louis,  Mis.souri.  Dr.  Cooper 
had  been  associated  with  the  Pediatric  Depart- 
ment and  tlie  Comnumity  and  Family  Medicine 
Dejiartment  at  the  Lbiiversity  of  Arkansas  Med- 
ical Sciences  Campus  since  1965,  following  .seven- 
teen year  of  pediatric  practice  in  El  Dorado. 

He  was  a Diplomate  of  the  American  Board 
of  Pediatrics  and  a Fellow  of  the  American 
.\cademy  of  Pediatrics.  Dr.  Cooper  was  a mem- 
ber of  tlie  Pulaski  County  Medical  Society,  Ar- 
kansas Medical  Society,  and  Central  Arkansas 
Pediatric  Society.  He  was  director  of  the  first 
Pediatric  ntirse  practitioner  program  in  the 
State,  which  was  condticted  at  the  Arkansas 
Children's  Hospital  in  Little  Rock  from  1972 
until  1974. 

Dr.  Cooper  is  sur\i\ed  by  his  wife,  Mary 
Cecelia,  two  sons,  and  two  daughters. 

Dr.  Robert  M.  Franklin 

Dr.  Robert  M.  Franklin,  age  thirty-seven,  of 
Russellville,  died  October  10,  1975.  He  was  a 
native  of  Magnolia,  Arkansas. 

Dr.  Franklin  graduated  from  the  University 
of  .-Arkansas  School  of  Medicine  in  1963.  He 
was  a medical  constiltant  for  the  Arkansas  Re- 
habilitation Association  and  the  Atomic  Energy' 
Commission. 

He  was  a member  of  the  Pope  County  Medical 
Society,  Arkansas  Medical  Society,  American 
.Medical  Association,  and  the  Arkansas  Kidney 
Connni.ssion.  He  was  an  Eagle  Scout  and  a 
veteran  of  the  Vietnam  war. 

Dr.  Franklin  is  survived  by  his  wife,  Suzanne, 
one  son,  and  one  daughter. 
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ARKANSAS  MEDICAL  SOCIETY 
MEMBERSHIP  ROSTER 
December  1975 


HEADQUARTERS  OFFICE: 

214  NORTH  I2TH  STREET 
POST  OFFICE  BOX  1208 
FORT  SMITH,  ARKANSAS  72901 
TELEPHONE;  501  782-8218 


MEMBERSHIP  ROSTER  OF  THE  ARKANSAS  MEDICAL  SOCIETY  1975-76 


Type  of  ^ Telephone 

Practice  Members  Name  Address  Number 


CD Bethell,  John  P.,  Jr 

R Burroughs,  Clement  D.. 

FP Cross,  Joseph  E 

FP Guyer,  G.  L 

FP Hestir,  John  M 

FP John,  Milton  C 

GS Ligon,  Ralph  E 

GS Millar.  Paul  H 

FP Morgan,  Jerry  D. 

GP. McCracken,  Elbert  A.... 

FP Northcu+t,  Carl  E 

FP Pritchard,  Jack  L. 

IM Rasco.  C.  W..  Jr 

GP Stone,  Fred  B 

FP Van  Duyn.  Thomas  S 

GP Whitehead,  R.  H 


FP Bradley,  William  G 

FP Bui,  Thieu 

FP Burt,  Frederick  N 

FP Cothern,  William  R 

FP De,  Ton  That 

Edwards,  Lawrence  E. 

FP Mask,  Don  L 

FP. Rankin,  James  D.,  Jr., 

FP Ripley,  C.  E 

GS Salb,  Robert  L 

FP Toon.  D.  L 


TS Abraham,  K.  Simon 

FP  Arnold,  Carl  B 

FP Beard,  Arthur  L 

FP Black,  John  P 

FP Bozeman,  Jimmy  G 

IM Cheney,  Maxwell  G 

RD DeLany,  Clarence  L 

ANES Ducker,  David  E 

FP Dunbar,  James  C 

FP Gotaas,  Bernice  E 

FP Grasse,  A.  Meryl 

GS Guenthner,  John  F. 

GS Hawkins,  Michael  L 

RD Hildebrand,  Eugene 

FP Kelley,  Lawrence  A. 

FP Kerr,  Robert  L. 

GS Langevin.  Jack  A 

OPH Massey,  James  Y 

FP  Moody,  Michael  N 

PATH Peterson.  Hubert  C. 

OPH. Sneed,  John  W.,  Jr 

FP Snow,  William  R 

IM Tolleson,  William  J. 

FP Tucker,  Charles  L. 

FP Wilson,  Jack  C 

R Wilson,  M.  Carolyn 


P Ball,  Eugene  H 

RD Casebeer,  R.  L 

FP Clower,  John  D 

FP Cohagan,  Donald  L. 

FP Compton,  Neil  E 

R Cooper.  Edward  M 

path Denman,  David  A 

FP  . Garrett.  John  L 

FP Hall.  Billy  V 

PD Harmon,  Harry  M 

FP Hitt,  Jerry  L 

FP Howard,  Willard  H..  .. 

FP Hull,  Robert  R 

RD Jackson,  James  L 

GS Jennings,  William  E 

R Knapp,  James  R. 

IM Miles,  Richard  W 

FP McCollum,  Edward  N. 

GS Pearson,  Richard  N. 

OPH Pickens,  James  L. 

OTO Reese,  Michael  C.. 

FP Rollow,  John  A 

FP Ronald,  Douglas  C...  . 

FP Warren,  Grier  D.  

FP Weaver,  Donald  D..  . 

FP Weaver,  Robert  H 

FP Webb,  William  F., 

FP White.  Harry  M 

IM Wilson,  Stewart  M. 


GS Bell,  Thomas  E 

R Bennett.  Joe  D. 

OTO Chambers,  Cariton  L..  Ill 

PD Chambers,  Elizabeth  S. 

FP Daniel,  Charles  D 

U Ferguson,  Noel  F 

FP Fowler,  Ross  E. 

GS« Gladden,  Jean  C 


ARKANSAS  COUNTY 

.„,I8I4  N.  Henderson,  Stuttgart  72160 

...Stuttgart  Memorial  Hospital.  Stuttgart  72160 

...P.  O.  Box  472,  DeWitt  72042 

..Route  I,  Box  21-D.  Stuttgart  72160 

220  W.  Gibson.  DeWitt  72042 

- Route  I,  Box  21-D,  Stuttgart  72160 

. Route  I,  Box  21-D,  Stuttgart  72160 

Route  I.  Box  21-D,  Stuttgart  72160 

Route  I.  Box  21-D,  Stuttgart  72I6C 

. ..509  S.  Main,  Stuttgart  72160  

. Route  I,  Box  21-D.  Stuttgart  72160  

1022  S.  Main,  Stuttgart  72160 

. IMS.  Jackson.  DeWitt  72042 

. P.  O.  Box  647,  Stuttgart  72160 

P.  O.  Box  110,  Stuttgart  72160 

121  N.  Adams.  DeWitt  72042 

ASHLEY  COUNTY 

. 310  N.  Alabama,  Crossett  71635 

..  P.  O.  Box  248,  Wilmot  71676 

. 310  N.  Alabama,  Crossett  71635 

P.  O.  Box  577,  Crossett  71635 

...  P.  O.  Box  248.  Wilmot  71676  

Niceville,  Florida 

..  .606  W.  Parker,  Hamburg  71646  

P.  O.  Box  232.  Hamburg  71646 

...317  N.  Alabama.  Crossett  71635 

...113  Pine,  Crossett  71635 

...  310  N.  Alabama.  Crossett  71635 

BAXTER  COUNTY 

...Green  Valley  Drive,  Mountain  Home  72653  . 

...Salem  Clinic.  Salem  72576 

-.126  W,  6th,  Mountain  Home  72653 

...353  E.  8th,  Mountain  Home  72653 

. Highway  9 North,  Salem  72576 

-.-353  E.  8th,  Mountain  Home  72653 

...Fulton  County  Hospital.  Salem  72576 

...P.  O.  Box  547.  Salem  72576 

...617  S.  Baker,  Mountain  Home  72653 

.„.P.  O.  Box  44,  Bull  Shoals  72619 

. ..P.  O.  Box  438,  Calico  Rock  72519 

....126  W.  6th,  Mountain  Home  72653 

.812  Baker,  Mountain  Home  72653 

..Route  3,  Mountain  Home  72653  (Res.) 

...  P.  O.  Box  342,  Bull  Shoals  72619 

....P.  O.  Box  432.  Mountain  Home  72653 

...  P.  O.  Box  348,  West  Plains,  Missouri  65775 

....613  South  St.,  Mountain  Home  72653  

....Salem  Clinic,  Salem  72576 

Baxter  General  Hospital,  Mountain  Home  72653 

...P,  O.  Drawer  H,  Mountain  Home  72653 

....353  E.  8th,  Mountain  Home  72653 

...126  W.  6th,  Mountain  Home  72653 

,..,P.  O.  Box  38,  Ash  Flat  72513  

....353  E.  8th,  Mountain  Home  72653 

..  .Route  6,  Box  373,  Mountain  Home  72653  

BENTON  COUNTY 

...  Route  2,  Box  53.  Rogers  72756 

..  Route  3,  South  Park  Pd.,  Rogers  72756  (Res.).... 

...  P.  O.  Box  737,  Rogers  72756  

408  N.W.  "V\  Bentonville  72712 

VA  Hospital,  Fayetteville  72701 

....Concordia  Medical  Clinic,  Bella  Vista  72712 
....Rogers  Memorial  Hospital.  Rogers  72756  . 

P.  O.  Box  369.  Gravette  72736  

..  .P.  O.  Box  369,  Gravette  72736 

.....601  W.  Walnut,  Rogers  72756 

P.  O.  Box  737,  Rogers  72756 

....903  N.W.  9th,  Bentonville  72712 

...  1301  W.  Persimmon,  Rogers  72756 

...  309  S.  Main,  Bentonville  72712  (Res.) 

P.  O.  Box  737,  Rogers  72756 

..  .Rogers  Memorial  Hospital,  Roaers  27256  

P.  O.  Box  737,  Rogers  72756 ' 

. P.  O.  Box  127,  Decatur  72722 

. 1105  W.  Chestnut,  Rogers  72756 

- P.  O.  Box  128,  Rogers  72756 

. ..  1 1 10  W.  Elm,  Rogers  72756 

...  408  N.W.  "I",  Bentonville  72712 

...Concordia  Medical  Center,  Bella  Vista  72712  . 

P.  O.  Box  737,  Rogers  72756 

...  P.  O.  Box  9,  Gentry  72734  

. -P.  O.  Box  9,  Gentry  72734 

. P.  O.  Box  368,  Decatur  72722 

--P.  O.  Box  737,  Rogers  72756 

- P.  O.  Box  737,  Rogers  72756 

BOONE  COUNTY 

P.  O.  Box  1116,  Harrison  72601 

. 651  N.  Spring,  Harrison  72601 

651  N.  Spring,  Harrison  72601 

.. -.651  N.  Spring.  Harrison  72601 

....P.  O.  Box  E,  Marshal!  72650 

....651  N.  Spring,  Harrison  72601 

....217  W.  Stephenson,  Harrison  72601 

P.  O.  Box  1118,  Harrison  72601 


...673-2658 
...673-3511 
..946-1676 
...673-72M 
.946-3637 
.673-721 1 
,..673-72!  I 
..673-7211 
.673-72 M 
.673-8571 
.673-7211 
...673-2331 
...946-3156 
..673-2626 
...673-7291 
...946-4181 


...364-6478 

...473-2274 

...364-2137 

...364-6111 

...473-2274 

...853-5593 

...853-8271 

...364-5113 

...364-2138 

...364-5762 


425-6991 

895-3281 

425-3131 

425-3125 

895-3281 

425-3125 

895-3226 

895-3215 

425-2020 

445-4755 

297-3726 

425-3131 

425-6988 

491-5240 

445-4292 

425-6971 

.417-256-8161 

425-6026 

895-3281 

452-3141 

425-6026 

425-3125 

,425-3131 

994-7301 

425-3125 

492-5481 


.636-8307 

.636-4812 

.636-2711 

...273-5543 

...443-2301 

...855-3781 

...636-0200 

...787-5291 

...787-5221 

...636-9234 

...636-2711 

.273-5551 

...636-7004 

.^273-2173 

...636-2711 

...636-0200 

...636-2711 

...752-3233 

...636-5411 

...636-3220 

...636-0110 

...273-2497 

...855-7161 

...636-2711 

.736-2213 

.736-2213 

...752-3233 

...636-2711 

...636-2711 


.365-6418 

.365-9667 

365-7684 

.365-7684 

.448-3327 

,365-9481 

.365-8651 

.365-8275 
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FP  

Mammon.  Albert  R 

. P.  O.  Box  1076,  Harrison  72601 

..  - 365-5461 

GS 

Hoberock.  Thomas  R. 

651  N.  Spring,  Harrison  72601.  . 

365-7411 

TS 

446-2203 

FP 

Jackson.  Ulys  

365-5333 

FP 

Kirby.  Henry  V 

365-5022 

PATH 

Kreutzer,  Donald  W 

365-6141 

OPH 

Kuharich.  Richard  M. 

707  N.  Vine,  Harrison  72601  

365-9492 

FP 

Langston,  Robert  H 

.520  N.  Spring,  Harrison  72601  

365-8286 

OR  

Ledbetter.  Charles  A. 

.120  E.  Bower,  Harrison  72601 

365-8289 

OBG  

365-7334 

FP  

365-8247 

FP  

.365-3592 

RD 

365-3232 

R 

FP 

FP  

Robinson.  G.  Allen 

Russell.  David  M 

P.  O.  Box  728,  Harrison  72601 

P.  O.  Box  1019.  Harrison  72601 

365-2763 

365-8155 

365-8286 

OBG  

Simpson.  Thomas  J.  

. . 365-2441 

IM 

Smith.  Van 

P.  O.  Box  1077.  Harrison  72601 

365-3459 

R .. 

OR 

FP. 

OR.. 

GS 

FP. 


GP 

FP.... 

FP.... 

FP... 


Thomas,  Leo  D.  651  N.  Spring,  Harrison  72601 

Vowell,  Don  R 120  E.  Bower,  Harrison  72601 

Wallace,  Oliver P.  O.  Drawer  AA,  Green  Forest  72638. 

Williams.  Ralph  E. 302  Rice  St.,  Berryville  72616 

Williams,  Rhys  A. P.  O.  Box  1118,  Harrison  72601 

Wilson,  Joe  Bill 520  N.  Spring,  Harrison  72601 


,...365-9667 
..  365-8289 
...438-5218 
..423-3338 
...365-8275 
...365-8286 


BRADLEY  COUNTY 

Crow,  Merl  T 205  E.  Church,  Warren  71671 226-5811 

Marsh,  James  W 302  N.  Main.  Warren  71671 226-2112 

Whaley,  W.  C 205  E.  Church,  Warren  71671 226-5811 

Wynne,  George  F. .113  W.  Cypress,  Warren  71671 226-2844 


CHICOT  COUNTY 


FP  . 

GS 

GS. 

FP... 

FP.. 

FP 


Blackmon,  Charles  D..... 

Burge,  John  H 

Burge,  John  P 

Heniyoji,  Howard  S. 

Smiley,  George  W Lake  Village  Clinic,  Lake  Village  71653 

Smith.  Major  E P.  O.  Box  310,  Dermott  71638 


Lake  Village  Clinic,  Lake  Village  71653 
Lake  Village  Clinic,  Lake  Village  71653, 
Lake  Village  Clinic,  Lake  Village  71653., 
Lake  Village  Clinic,  Lake  Village  71653. 


FP Talbot,  Allen  G.. 

GP  Thomas,  H.  W 

FP Weaver.  William  J. 


.Lake  Village  Clinic,  Lake  Village  71653. 

...105  N.  Freeman,  Dermott  71638 

. .P.  O.  Box  Q.  Eudora  71640 


...265-5343 

.265-5343 

...265-5343 

...265-5343 

.265-5343 

.538-5717 

.265-5343 

...538-5255 

...355-4376 


GS 

CLARK  COUNTY 

416  Main,  Arkadelphia  71923  

246-2431 

FP 

246-2431 

GS 

1008  Pine,  Arkadelphia  71923 

246-6734 

RD 

246-4493 

FP 

246-2491 

FP 

246-2471 

FP 

246-2431 

FP 

836-8101 

NP 

Parsons,  Earl 

117  N.  nth  St.,  Arkadelphia  71923 

246-8364 

FP 

305  E.  Main  Gurdon  71743  

353-4422 

GS 

246-2471 

FP 

204  N.  26th,  Arkadelphia  71923 

246-5866 

R . ... 

1420  W.  Pine,  Arkadelphia  71923 

.246-2441 

R 

246-5303 

FP 

204  N.  26th,  Arkadelphia  71923 

246-5866 

PD 

Toombs.  Vernon  L 

246-5851 

CLEBURNE  COUNTY 

OPH 

. 362-3479 

RD 

.362-2786 

GP  

362-3143 

FP 

. P.  O.  Box  128,  Quitman  72131 

589-2600 

GP 

362-2414 

FP 

.362-2414 

R 

362-3121 

A 

362-3316 

FP 

362-2451 

FP 

362-3644 

COLUMBIA  COUNTY 

FP 

707  N.  Washington.  Magnolia  71753 

714-77RR 

PD 

1 10  W.  North,  Magnolia'  71753 

?'?4.44l  1 

FP 

Fa rmei , John  M . 

104  E.  Columbia.  Magnolia  71753 

234-2230 

R 

- ...  .1217  Bluebird.  Magnolia  71753 

234-61 17 

GP 

P.  O.  Box  387,  Waldo  71770 

693-5634 

FP 

234-5544 

GS 

P.  O.  Box  647’.  Magnolia  71753 

234-3340 

FP 

234-2144 

GS 

234-1 168 

GP  

Sizemore,  Paul 

234-3040 

FP  

123  N.  Jackson,  Magnolia  71753 

234-3040 

FP  

no  W,  North,  Magnolia  71753  

234-441 1 

•Weber,  Charles  L. 

Magnolia 

FP  

234-3040 

CONWAY  COUNTY 

FP 

Buchanan.  Thomas  L 

200  S.  Moose,  Morriiton  72110  

354-4637 

FP 

Evans.  Clifford  L 

P.  O.  Box  677,  Morriiton  721  10  

354-2456 

FP  

Hickey,  Thomas  H 

Highway  64  East,  Morriiton  72110  

354-4624 

GP  

Owens.  Gastor  B 

P.  b.  Box  536,  Morriiton  72110  

354-4505 

IM 

SIddon,  William  H 

P.  O.  Box  587,  Morriiton  72110 

354-5555 

FP 

Wells,  Charles  F 

601  S.  Moose,  Morriiton  72110 

354-2123 

FP 

White,  Henry  B 

P.  0.  Box  230,  Morriiton  72110 

354-4623 

CRAIGHEAD-POINSETT  COUNTY 

— 816  Cobb,  Jonesboro  72401 

1301  Terrace  Ct.,  Jonesboro  72401 


:Res.). 


D... 

EM 


Alston,  Herman  D. 
Barnett.  Horace  C 


.932-4570 

.932-7795 


Type  of 
Practice 


Address 


Telephone 

Number 


Member's  Name 


OBG Basinger,  James  W 

RD Bell.  William  K 

OBG Berry.  Donald  M 

OPH Blanton,  Martin  E 

P Blaylock.  Jerry  D 

U Bogaev.  Leonard  R 

IM Burns,  Richard  G 

IM - Clopton,  Owen  H..  Jr 

HEMA Cohen,  Robert  S 

FP Craig,  Gus  A 

OR — Dickson,  Glenn  E 

OTO - Eddington.  William  R 

OR Edwards.  Harvey  O 

GS Paris,  John  C 

FP Forestlere,  A.  J 

R Garner,  William  L 

OTO Gossett,  Clarence  E 

R Green,  William  R 

NP Guthrie,  Alastair 

GP Harper,  Thomas  P 

GS Hogue.  Ernest  L 

R Holland.  James  A 

PD Johnson,  Roehl  W 

Jones,  R.  J 

GS Keisker,  H.  W 

PD Kemp,  Charles  E 

OBG Kirkley,  John  B 

PATH Kroe,  Donald  J 

FP Lawrence.  Robert  O.,  Jr 

FP Ledbetter,  Joseph  W 

OR Mahon,  Larry  E 

ANES Mitchell,  George  E 

FP Modelevsky,  A.  C 

RD McCurry,  John  H 

OPH McKee,  Bobby  E 

FP Peeler.  M.  O 

P Peirce,  Charlotte  T 

FP Plunk.  Hermie  G 

FP Poff,  Joseph  H 

GP Poole,  Grover  D 

P Price,  Edwin  F 

PD Rainwater,  W.  T 

FP - Raney,  Bascom  P 

FP. Reynolds,  Roland  C 

P Richardson,  William  W 

FP. Robinette.  James  M 

D Rogers,  James  F 

GS Sanders,  James  W 

RD Shaniever,  R.  C 

OR — Shaniever,  W.  T 

IM Shepherd,  W.  F 

4- Smith,  Bob  W 

FP Smith,  Floyd  A.,  Jr 

FP Smith,  Vesta!  B 

R Smoot,  John  D 

ANES - Sparks,  E.  Barrett 

FP Stallings,  Joe  H.,  Jr 

EM Starnes,  C.  Wayne 

OBG St.  Clair,  John  T.,  Jr 

GS Stroud,  Paul  T 

FP Swingle,  Charles  G 

Taylor,  G.  Wayne 

FP Thomas,  James  F 

FP Utley,  Anne  C - 

OPH Utley.  Phillip  M 

FP Verser,  Joe 

PATH Voliman,  Don  B 

OPH Webb,  James  W 

EM Whittington.  J.  J..  Ill 

U - Williams,  E.  Walden 

GS Wilson.  F.  M 

PATH Wilson.  Joseph  T.,  Jr. 

FP Wisdom,  Durwood 


505  E.  Matthews,  Jonesboro  72401 

517  W.  Jefferson,  Jonesboro  72401  (Res.) 

P.  O.  Box  1478,  Jonesboro  72401 

808  S.  Church,  Jonesboro  72401 

305  E.  Matthews,  Jonesboro  72401 

812  Cobb,  Jonesboro  72401 

305  E.  Matthews,  Jonesboro  72401 

305  E.  Matthews,  Jonesboro  72401 

223  E.  Jackson.  Jonesboro  72401 

-920  Union,  Jonesboro  72401 

— 305  E.  Matthews,  Jonesboro  7240! 

305  E.  Matthews,  Jonesboro  72401 

924  S.  Main,  Jonesboro  72401 

907  Union,  Jonesboro  72401 

P.  O.  Box  106,  Harrisburg  72432 

224  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

900  Sequoia,  Jonesboro  72401  (Res.) 

2711  S.  Caraway  Rd.,  Jonesboro  72401 

--  - P.  O.  Box  C,  Monette  72447 

31!  E.  Matthews,  Jonesboro  72401 

226  E.  Matthews,  Jonesboro  72401 

305  E.  Matthews,  Jonesboro  72401 

Barksdale  AFB,  Louisiana 

305  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

P.  O.  Box  1478,  Jonesboro  72401 

41!  E.  Matthews,  Jonesboro  72401 

.417  E.  Matthews,  Jonesboro  72401 

,...-804  S.  Church.  Jonesboro  72401 

924  S.  Main,  Jonesboro  72401 

818  Cobb,  Jonesboro  72401. 

1004  Wall.  Jonesboro  72401 

2631  S.  12th,  St.  Louis,  Missouri  63118  (Res.) 

505  E.  Matthews,  Jonesboro  72401 

Southgate  Plaza,  Jonesboro  72401 

2920  McClellan  Dr..  Jonesboro  72401. 

5005  E.  Nettleton,  Jonesboro  72401 - 

118  E.  Main.  Trumann  72472 

P.  O.  Box  10.  Jonesboro  72401 

P.  O.  Box  5033,  Jonesboro  72401. 

305  E.  Matthews,  Jonesboro  72401 

403  E.  Matthews.  Jonesboro  72401 

801  Osier  Dr.,  Jonesboro  72401 

2920  McClellan  Jonesboro  72401 

.801  Osier  Dr.,  Jonesboro  7240i 

305  E.  Matthews,  Jonesboro  72401 

305  E.  Matthews,  Jonesboro  72401 

...—1103  Wilkins,  Jonesboro  72401  (Res.) 

924  S.  Main,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

4301  W.  Markham,  Little  Rock  72201 

...—415  W.  Main.  Trumann  72472 

P.  O.  Box  614,  Marked  Tree  72365 

P.  O.  Box  934,  Jonesboro  72401 

818  Cobb,  Jonesboro  72401 

-417  E Matthews,  Jonesboro  7240! 

224  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

— P.  O.  Box  818,  Jonesbo'‘o  72401  

— 105  Nathan.  Marked  Tree  72365 

San  Francisco,  California 

Southgate  Plaza.  Jonesboro  72401 

....-Infirmary,  State  University  72467.... 

920  S.  Main,  Jonesboro  72401 

P.  O.  Box  106.  Harrisburg  72432 

41!  E.  Matthews,  Jonesboro  72401 

...  920  S.  Main ,’ Jonesboro  72401 

224  E.  Matthews.  Jonesboro  72401 

812  Cobb.  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 

41!  E.  Matthews,  Jonesboro  72401 

505  E.  Matthews,  Jonesboro  72401 


...935-3990 

...932-9113 

...935-3990 

...932-8433 

....935-0360 

,...932-2926 

...932-1198 

...932-1198 

,...972-0063 

...932-3022 

....932-1820 

...935-8132 

...935-9123 

....935-8470 

...578-5443 

,...932-7458 

....935-8132 

...932-0805 

...932-0692 

...486-2131 

...932-8323 

...932-7458 

...935-6012 

...932-4581 

...935-6012 

...935-3990 

...932-7430 

...972-0550 

...935-5454 

...935-9123 

...932-4211 

...932-0980 

...  NF 

...935-6396 

...935-8510 

...972-4032 

...932-1181 

...483-761 1 

...932-2634 

...972-0290 

...935-6012 

...935-5529 

...932-2423 

...972-4029 

...932-2423 

...935-4755 

...932-4875 

...932-2450 

...935-9123 

...932-8121 

...664-5000 

...483-6411 

...358-2811 

..932-9022 

...932-421 1 

..972-0550 

..972-4199 

..935-3990 

..932-8323 

..358-2036 

..935-8510 

..972-2054 

.932-8221 

..578-2677 

..932-7430 

..932-8221 

..972-4265 

.932-2926 

..932-1987 

..932-7430 

..932-8121 


CRAWFORD  COUNTY 

FP  Darden.  L.  R P.  O.  Box  623,  Van  Buren  72956 474-3224 

FP  Edds  Millard  C 1103  Chestnut,  Van  Buren  72956 474-2361 

FP Hopkins.  Ed  G - 1103  Chestnut,  Van  Buren  72956 474-2361 

FP  ..  Parkhurst,  Yale  E 1103  Chestnut,  Van  Buren  72956 474-2361 

FP Shearer.  F.  E -..P.  O.  Box  458,  Alma  72921 474-9539 


FP 

Deneke,  Milton  D 

OBG 

Ferguson,  T.  Murray. 

P 

Fisher,  Donald  E 

OBG 

FP 

Hamilton,  Ralph  B... 

GS 

Jay,  Gilbert  D.,  III. 

OPH 

Kennedy,  Keith  B 

GS 

Lanford,  H.  G 

FP 

Lubin,  Milton 

FP 

Miller,  James  L 

IM 

GS..._ 

Schoettle,  Glenn  P,... 

Shrader,  Floyd  R 

FP 

Smith,  Bedford  W 

IM 

Taylor,  C.  H.,  Jr 

R 

........  Utley,  L.  Thomas 

FP 

...  ..  Winters,  W.  Lee 

fP 

Wright,  William  J.... 

CRITTENDEN  COUNTY 

.„.P.  O.  Box  607,  West  Memphis  72301 

....200  S.  Rhodes,  West  Memphis  72301 

...  P,  O.  Box  1248,  West  Memphis  72301 

....200  S.  Rhodes.  West  Memphis  72301 

....300  S.  Rhodes,  West  Memphis  72301 

....200  S.  Rhodes,  West  Memphis  72301 

.....P,  O.  Box  489,  West  Memphis  72301 

....308  S.  Rhodes,  West  Memphis  72301 

....200  S.  Rhodes,  West  Memphis  72301 

....300  S.  Rhodes,  West  Memphis  7230! 

.....302  S.  Rhodes,  West  Memphis  72301 

,...308  S.  Rhodes,  West  Memphis  72301 

....Enid,  Oklahoma 

...300  S.  Rhodes,  West  Memphis  72301 

....302  S.  Rhodes,  West  Memphis  72301 

...200  Tyler,  West  Memphis  72301. 

,..,.1 ! E.  Holiday  Plaza,  West  Memphis  72301 

..,.P.  O.  Box  608,  Earle  72331 


.735-1 170 
.735-2150 
.735-6923 
.735-2150 
.735-1170 
.735-4612 
.735-7680 
.735-3664 
.735-3919 
.735-1170 
.735-1973 
.735-3664 

-735-1170 

.735-1973 

.735-1500 

.735-8751 

.792-8956 
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CROSS  COUNTY 

FP Beaton,  K.  E P.  O.  Box  158,  Wynne  72396 

fP.  ..  . Bethell,  Robert  D P.  O.  Box  158,  Wynne  72396. 

FP  Burks.  Willard  G P.  O.  Box  158,  Wynne  72396. 

FP Crain,  Vance  J. P.  O.  Box  158,  Wynne  72396.. 

FP Hayes.  Robert  A P.  O.  Box  E.  Wynne  72396 

FP Jacobs,  James  R P.  O.  Box  E,  Wynne  72396  ... 

FP Young.  J.  Hosea P.  O.  Box  E,  Wynne  72396  .... 


DALLAS  COUNTY 

•Atkinson,  H.  H Fordyce 

FP Delamore,  John  H P.  O.  Box  351,  Fordyce  71742 

FP Dobson,  Jack  T P.  O.  Box  816,  Fordyce  71742 

FP Howard,  Don  Gene P.  O.  Box  506,  Fordyce  71742 

FP Nutt,  Hugh  A NO  N.  Clifton,  Fordyce  71742 

fP Taylor,  George  D Sparkman  Clinic,  Sparkman  71763 


238-232! 

238-2321 

.238-2321 

.238-232! 

.238-3261 

238-3261 

.238-3261 


352-7117 

.352-5125 

.352-3151 

.352-3151 

.678-2406 


DESHA  COUNTY 

FP Harris,  Howard  R 207  S,  Elm,  Dumas  71639 382-4425 

FP Hoagland,  Robert  A.  145  W.  Waterman,  Dumas  71639 382-4875 

FP Moss,  Swan  B 102  N.  4th,  McGehee  71654 222-3l4f 

FP Prosser,  Robert  L.,  Ml 600  Holly,  McGehee  71654 222-6131 

FP Robinson,  Guy  U 207  S.  Elm,  Dumas  71639 382-4425 

FP Turney,  Lonnie  R 101  S.  3rd,  McGehee  71654 222-4044 


FP.. 

FP.. 

FP.. 

FP.. 

FP.. 

GS. 

FP.. 


FP 

RD 

FP 

ANES. 

FP 

ADM.. 

FP 

FP 

FP 

RD 

R 

FP 

OPH.. 

GS 

FP 

FP 

FP 


Binns,  Van  C 

Busby,  Arlee  K 

Hicks.  Charles  E. 
Holder,  James  B 
Hyatt,  C.  Lewis... 

Price,  J.  P.,  Jr 

Wallick,  Paul  A.. 


Archer,  Charles  A.,  Jr 

Banister.  Benjamin  F.,  Jr, 

Banister.  Bob  G 

Beasley,  Margaret  D. 

Beasley,  T.  O 

Benafield,  Robert  B 

Daniel,  Sam  V 

Davidson.  Dennis  O 

Doss,  John  R 

Downs.  J.  H 

Garrison,  James  S 

Gordy,  Fred,  Jr 

Magie,  Jimmie  J 

Poindexter.  Douglas  A 

Robinson,  Tom  F 

Smith,  John  D 

Taylor,  Robert  L 


DREW  COUNTY 

.203  E.  Trotter.  Monticello  71655 

.733  Doctors  Dr.,  Monticello  71655 

,232  S.  Main,  Monticello  71655 

-VA  Hospital,  North  Little  Rock  72114. 

P.  O.  Box  299,  Monticello  71655 

.216  S.  Main,  Monticello  71655 

.P.  O.  Box  660.  Monticello  71655.... 


FAULKNER  COUNTY 

.1419  Caldwell,  Conway  72032 

.1300  Parkway,  Conway  72032 

.923  Parkway.  Conway  72032 

..P.  O.  Box  404,  Conway  72032 

.919  Locust,  Conway  72032 

.P.  O.  Box  2181,  Little  Rock  72203 

.574  Locust,  Conway  72032 

.1422  Caldwell,  Conway  72032 

.919  Locust,  Conway  72032 

.P.  O.  Box  56,  Nashville  71852  (Res,)...- 

Conway  Memorial  Hospital.  Conway  72032. 

.552  Locust,  Conway  72032 

P.  O.  Box  1284,  Conway  72032 

.919  Locust,  Conway  72032 

.923  Parkway,  Conway  72032 

.923  Parkway,  Conway  72032 

.810  Parkway,  Conway  72032 


.367-353  r 
367-3245 
367-5251 
.372-8361 
367-5393 
.367-5258 
.367-6867 


329-380J 

NF 

329-3824 

329-8742 

329-2946 

378-2164 

329-6111 

327-1365 

329-2946 

845-2265 

329-383! 

329-6881 

327-4444 

327-0262 

329-3824 

329-3824 

329-38IS 


FRANKLIN  COUNTY 

FP ■ Calaway,  Robert  L P.  O.  Drawer  C,  Mulberry  72947 997-394r 

FP Ewing,  Jon  R 604  W.  Commercial,  Ozark  72949 667-4111 

FP Ewing,  Rebecca  F. 604  W.  Commercial,  Ozark  72949 667-4111 

FP  Gibbons,  David  L .506  W.  Commercial,  Ozark  72949 667-2285- 

ADM Long,  C.  C P.  O.  Box  1512,  Fort  Smith  72901 - _785-247l 

FP Roberts,  William  J Booneville  Medical  Clinic,  Booneville  72927 674-245S 


IM Adams.  Frank  M 

ANES Allan.  David 

IM Arnold,  W.  O 

OTO Atkinson.  Robert  H 

•Black,  Thomas  N 

R Bohnen.  Loren  O 

OTO Borg.  Robert  V...._ 

OPH Bracken,  Ronald  J 

GS Brunner,  John  H 

U Burrow.  Thomas  E 

GS Burton.  Frank  M 

GS Chamberlain,  Joe  W 

GS Chamberlain,  Warren  W 

IM Clardy,  E.  K 

•Coffey,  George  C 

RD Daniel,  R.  I 

FP Davis,  James  H 

IM Dembinski,  T.  Henry 

OPH Dodson,  John  W.,  Jr — 

OR — Durham.  Thomas  M 

GS Elsele,  W.  Martin 

IM Fotloo,  George  J 

GS French,  James  H.. 

EM Frye,  Ivan  L 

FP Gardlal,  J.  Richard 

FP Gardner,  James  L 

GS Garner,  Onyx  P 

RD Goetze.  Dorothy 

P Goodin.  Lyn  A 

NP Goodin,  Walker  D 

ENT Goodrum,  William  A.. 

IM Graham,  Richard  F 

NS Gupta.  Surinder  N - 

OBG — . Haggard.  John  L. 

OTO — Harper,  Edwin  L.. 


GARLAND  COUNTY 


...236  Central,  Hot  Springs  71901 

...600  W.  Grand.  Hot  Springs  71901 

...1315  Central,  Hot  Springs  71901 

.303  Central  Tower  Building.  Hot  Springs  71901 
..Hot  Springs 

...901  W.  Grand,  Hot  Springs  7I90I 

.„4409  Central,  Hot  Springs  71901 

.-505  W.  Grand,  Hot  Springs  71901 

...101  Whittington,  Hot  Springs  71901 

—903  W.  Grand.  Hot  Springs  71901 

.-101  Whittington,  Hot  Springs  71901 

...330  6th  St.,  Hot  Springs  71901 

..330  6th  St.,  Hot  Springs  71901 

...P.  O.  Box  850,  Hot  Springs  71901 

...Hot  Springs 

.-105  Lowery.  Hot  Springs  7I90I  (Res.) 

...P.  O.  Box  315,  Mount  Ida  71957 

804'/2  Central,  Hot  Springs  71901 

-505  W.  Grand,  Hot  Springs  71901 

..505  W.  Grand,  Hot  Springs  71901 

...101  Whittington,  Hot  Springs  71901 

...505  Central  Tower  Building,  Hot  Springs  71901 

...101  Whittington,  Hot  Springs  71901 

...9600  W.  12th.  Little  Rock  72205 

...125  Greenwood,  Hot  Springs  71901 

._125  Greenwood,  Hot  Springs  71901 

1705  Central.  Hot  Springs  71901 

104  Curve  St..  Hot  Springs  71901  (Res.) 

211  Hobson,  Hot  Springs  71901 

2\  \ Hobson.  Hot  Springs  71901 

801  Central  Tower  Building.  Hot  Springs  71901. 

505  W.  Grand,  Hot  Springs  71901 

606  Central  Tower  Building,  Hot  Springs  71901 

101  Whittington,  Hot  Springs  71901 

.—4409  Central,  Hot  Springs  71901 


..623-875 1 
NF 

.624-1397 

..623-6101 

.623-6693 

..624-5422 

..624-4478 

-.624-5411 

..623-8110 

..624-5411 

-.623-4477 

..623-4477 

..624-1281 

..623-9753 

-867-2175 

..623-9781 

.623-4541 

.623-7717 

..624-5411 

..623-5121 

.624-5411 

..227-2300 

-.623-3373 

..623-0904 

..623-3521 

.623-4913 

623-6260 

.623-6260 

..623-7031 

.623-4391 

.624-2554 

.624-5411 

..624-5422‘ 
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Practice 
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Address 
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Number 


RD Hebert,  Gaston  A 

GS Hill.  Robert  L 

IM  ....  Hoyt,  Jerry  L 

pp Hutson,  Sanford  E.,  Ill 

[> Irwin,  William  G 

GYN Jackson,  Haynes  G 

CD  Jayaraman,  K.  K 

OPH Johnston.  Gaither  C 

PP Keadle,  William  R 

PP  Kennedy,  Jack  W 

IM — King,  Leeman  H 

ANES - Klugh.  Walter  G.,  Jr 

RD — Klugh,  Walter  G.,  Sr 

PATH - Knight,  Patrick  L. 

PATH - Lee.  W.  R 

NP Lewis,  Robert  L. 

PP Lovell,  Clawrence  R. 

pp Mashburn.  William  R 

GS Meek,  Gary  N 

Millwee,  Robert  H.,  Ill 

OR Murray.  DuBose 

OR McConkie,  Stuart  B 

GYN McCrary,  Robert  F 

pD McFarland,  Louis  R 

pp McMahan.  J.  C 

PD Newton,  Doane  M. 

OBG — Pappas,  Deno  P 

pp Parkerson,  Carl  R 

pp Parkerson,  Cecil  W 

Ilvi  Patterson,  Ralph  M 

ANES Peeples,  Raymond  E 

pp Power,  Allyn  R 

pp Queen,  George  P 

OBG - Rainwater,  W.  S 

pp Reed.  Lon  E 

Rogers,  I.  David 

PD Rosenzweig,  Joseph  L 

IK/j Rowland,  Driver  

GS Sammons,  Vernon  E.,  Jr. 

pp Sanders,  Hallman  E 

j|s/l Sanders.  Lawrence  T 

*Scully,  Francis  J 

GS Seifert,  Kenneth  A. 

Smith,  Oliver  A 

livi Smith,  William  K.  

R Springer,  M.  R.,  Jr. 

R Springer,  William  Y 

GP Stough,  D.  B 

D Stough,  D.  B.,  II I 

OPH Thomas,  Wallace  A 

OBG — . Thompson,  Thomas  P.,  Jr 

PD Trieschmann,  John  W 

U Wade,  H.  King,  Jr. 

GS Wright,  Jack 

p Yohe.  Charles  D 


Prospect  Ave.,  Hot  Springs  

. ..905  W.  Grand,  Hot  Springs  71901  

.—328  Quapaw,  Hot  Springs  71901 

-.125  Greenwood,  Hot  Springs  71901 

- 99  Little  Pine,  Doctors  Park,  Hot  Springs  71901. 

. P.  O.  Box  2067,  Hot  Springs  71901 

-JIO  Hawlhorne.  Hot  Springs  71901  

-.99  Little  Pine,  Doctors  Park,  Hot  Springs  71901.. 

• 408  #8  Highway,  Glenwood  71943 

-39  Palacio  Circle,  Hot  Springs  Village  71901 

-236  Central,  Ho+  Springs  71901 

...505  W.  Grand.  Hot  Springs  71901 

230  Pecan  St.  Hot  Springs  71901  (Res.) 

P.  O.  Box  1460,  Hot  Springs  71901 

P.  O.  Box  1460,  Hot  Springs  71901 

• P.  O.  Box  850,  Hot  Springs  71901 

414  Albert  Pike,  Hot  Springs  71901 

99  Little  Pine.  Doctors  Park,  Hot  Springs  71901... 

• •905  W.  Grand,  Hot  Springs  71901 

903  W.  Grand,  Hot  Springs  71901 

. 505  W.  Grand.  Hot  Springs  71901 

.715  W.  Grand,  Hot  Springs  71901 

. 505  W.  Grand,  Hot  Springs  71901 

...211  Hobson,  Hot  Springs  71901 

306  Albert  Pike.  Hot  Springs  71901 

-.236  Woodbine,  Hot  Springs  71901 

...101  Whittington,  Hot  Springs  71901 

1421  Central,  Hot  Springs  71901 

1421  Central,  Hot  Springs  71901 

231  Central,  Hot  Springs  71901 

505  W.  Grand,  Hot  Springs  71901 

236  Central,  Hot  Springs  71901 

-125  Greenwood,  Hot  Springs  71901 

-101  Whittington,  Hot  Springs  71901  

1315  Central,  Hot  Springs  71901 

..101  Whittington,  Hot  Springs  71901 

P.  O.  Box  2458,  Hot  Springs  71901 

.110  Hawthorne,  Hot  Springs  71901 

-.905  W.  Grand,  Hot  Springs  71901 

.220  Bafanridge,  Hot  Springs  71901  (Res.) 

..101  Whittington,  Hot  Springs  71901 

-.  Hot  Springs 

P.  O.  Box  149,  Hot  Springs  Village  71901 

Houston,  Texas 

- 1401  Medical  Arts  Building,  Hot  Springs  71901.... 

.901  W.  Grand.  Hot  Springs  71901 

901  W.  Grand,  Hot  Springs  71901 

,601  Central  Tower  Building,  Hot  Springs  71901 

99  Little  Pine,  Doctors  Park,  Hot  Springs  71901.... 

. P.  O.  Drawer  D,  Hot  Springs  71901 

.101  Whittington,  Hot  Springs  71901 

236  Woodbine,  Hot  Springs  71901 

-231  Central,  Hot  Springs  71901 

.211  Hobson,  Hot  Springs  71901 

1402  Medical  Arts  Building,  Hot  Springs  71901 


FP Clark,  Curtis  B.. 

FP Irvin,  Jack  M.  . 

RD Kelly,  Miles  F., 

FP Paulk,  Clyde  D... 


R Baker,  Augustus  J 

fP Baker.  Clark  M 

fp Bradsher,  Omer  E 

fP Collier,  George,  Jr,... 

fP Crow,  Asa  A. 

fP Duckworth,  Hillard  R. 

IM Futrell,  J.  B 

GP  Harper,  Bland  R. 

OR — Hazzard,  Marlon  P 

■GS Lawson,  J.  Larry 

ANES Martin.  Richard  O 

:FP Muse,  Jerry  L 

p McGaughey,  Solon 

FP McKelvey,  Earle  D 

FP Page,  Bill  C 

R Purcell,  Donald  I 

path Richmond,  Jack  G 

FP Shedd,  Leonus  L 

FP Watson,  Sam  D 

FP Williams,  Jacob  M..., 


FP Branch,  James  W 

FP Harris,  C.  Lynn 

FP Harris,  Lowell  O 

FP  Holt,  Forney  G 

GS Martindale,  James  G 

GS — Martindale,  Jud  B 

FP McKenzie,  Jim 

FP Wright,  George  H 


FP Brashears,  Larry  B 

FP Cobb,  Russell  W. 

FP Cole,  John  W 

FP Durmon,  Beuford  T.... 

FP Eills,  C.  Randolph 

FP Kersh,  Noah  B 

FP Lindsey,  James  A 

GP — McCray,  Raymond  V. 


GRANT  COUNTY 

. 200  S.  Rose,  Sheridan  72150 

205  W.  High,  Sheridan  72150 

P.  O.  Box  247,  Sheridan  72150 

200  S.  Rose,  Sheridan  72150 

GREENE-CLAY  COUNTY 

.P.  O.  Box  339,  Paragould  72450- 

- 115  W.  Court.  Paragould  72450 

. #1  Medical  Dr.,  Paragould  72450  

130  S.  14th,  Paragould  72450 

. #1  Medical  Dr.,  Paragould  72450 

. . 425  W.  Jackson,  PIggott  72454 

. .414  W.  2nd,  Rector  72461 

P.  O.  Box  C,  Monette  72447 

.#1  Medical  Dr.,  Paragould  72450 

P.  O.  Box  6,  Paragould  72450  

-P.  O.  Box  339,  Paragould  72450 

.425  W.  Jackson,  PIggott  72454 

901  W.  Kingshlghway,  Paragould  72450... 

409  S.  5th,  Paragould  72450 

#1  Medical  Dr.,  Paragould  72450 

...  P.  O.  Box  339,  Paragould  72450 

P.  O.  Box  339,  Paragould  72450 

1015  W.  Kingshlghway,  Paragould  72450. 

..  . 411  S.  7th,  Paragould  72450 

1015  W.  Kingshlghway,  Paragould  72450. 

HEMPSTEAD  COUNTY 

426  S.  Main,  Hope  71801 

....  P.  O.  Box  550,  Hope  71801 

P.  O.  Box  550,  Hope  71801 

1700  W.  13th.  Little  Rock  72201 

.116  S.  Main,  Hope  71801 

.116  S.  Main,  Hope  71801 

P.  O.  Box  10.  Hope  71801 

202  S.  Pine  St.,  Hope  71801 

HOT  SPRING  COUNTY 

.1234  S.  Main  Malvern  72104 

1420  Potts,  Malvern  72104 

725  E.  Page  Ave.,  Malvern  72104 

1004  Dyer,  Malvern  72104 

1004  S.  Main,  Malvern  72104 

1518  McBee,  Malvern  72104 

1004  Dyer,  Malvern  72104 

.214  E.  Highland,  Malvern  72104 


623-7216 

623-9581 

624-4581 

...623-3373 

624-0673 

623-6628 

624-4542 

624-7106 

356-3 1 5S 

922-1447 

623-1545. 

623-9216 

623-2540 

623-2518 

623-2515 

624-2354 

624-121 1 

623-4453: 

623-9581 

623-0082 

623-7717 

623-5300 

321-2217 

321-1314 

624-21 1 1 

321-2546 

624-5411 

624-3341 

624-3341 

624-5567 

623-9216 

623-3102 

„623-3373 

624-5411 

624-1207 

624-3411 

624-2546 

623-5581 

623-9581 

624-2869- 

624-5411 

922-0540- 

623-2171 

623-6693- 

623-6693. 

623-6921 

624-0673 

624-1204 

624-541 1 

..._...624-2546 

624-5641 

623-6677' 

623-2517 


....942-3155 

942-3171 

942-4152 

942-3914 


236-7733 

.„..236-6356 

239-4011 

236-6946 

239-401 1 

...._598-2237 

595-3332 

486-2131 

239-40! I 

.....239-4011 

236-7733 

598-2237 

236-8765 

236-8716 

239-401 1 

239-8431 

236-7733 

239-4076 

236-8591 

239-4076 


.777-4636 

.777-2131 

.777-2131 

.227-3260 

.777-3464 

.777-3464 

.777-2321 

.777-6722 


,332-5245 

.332-3112 

,332-5641 

.332-3664 

.332-6941 

.337-7533 

.332-3664 

332-2704 
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FP  Peters,  Claude  F. 

FP Vaughan,  John  A. 

FP  White,  Robert  H. 

FP  Wise,  John  D 


FP Ditdy,  Edwin  V 

•Holt,  Horace  H. . .. 

FP Jones,  William  J.  . 

FP  King.  Joe  0 

FP Peebles.  Samuel  W. 

FP  Smith,  U.  Lee 

FP  Sykes.  Robert  R 

FP Turbevllle,  James  O 

FP Ward,  Hiram  T 

R Webb.  Kathleen  E.. 

FP Wesson.  John  H 

FP White,  Phillip  L.. 

FP Wilmoth,  Marlon  H. 


FP Beck.  Carl  T. 

FP Calaway,  William  H. 

FP Gray.  Paul 

RD Hathcock,  Alfred  H.. 

NP James,  Frank  M 

OPH Jones,  Edward  T 

GS Ketz,  Wesley  J 

FP Lytle,  Jim  E 

GS Monroe,  Howard  U... 

FP. Moody,  Lackey  G. 

FP Raney,  Troy 

FP Slaughter.  Bob  L 

FP Smith,  Bob  G 

GS Stalker,  James  M 

FP Tatum,  Harold  M 

FP Taylor,  Chaney  W. 

FP Taylor.  Charles  A 

FP Walker.  A.  T 

FP Wyatt.  F.  Q 

R Young,  Jack  S.,  1 1 1 


IM Ashley,  John  D 

GS Carney.  J.  W 

IM Dudley,  Guilford  M 

PD Dunlap,  Warner  B. 

GS Frankum.  Jerry  M.,  Jr 

FP Green,  Roger  L. 

GS Harris,  Haymond 

RD Jackson,  Jabez  F.. 

OBG Jackson.  Jabez  F.,  Jr.. 

RD Norris,  R.  O 

FP Price,  Robert  E 

OPH Stanfield,  Wayne 

RD Williams.  Thomas  E 

FP Wright,  John  C 


R Anderson,  Charles  W.... 

FP Atnip,  Gwyn 

FP Bell,  Carl  H.,  Jr 

OR Blackwell.  Banks 

OBG Bracy.  Calvin  M. 

U Brooks,  R.  Teryl.  Jr 

PD Bruce,  Lloyene 

FP Bryant,  R.  Frank 

OTO...„ Buckley,  John  W. 

P Burford,  Thomas  G 

GE Butler,  Robert  C 

FP Cheek,  Ben  H 

PATH Clark,  James  F.,  Jr 

FP..._ Coker,  Leon  R 

OBG Coker,  S.  Date 

RD Crane.  Henry  A.,  Jr 

IM Crenshaw,  John 

Crow,  R.  Lewis 

FP Cunningham,  Thomas  J 

D Davis,  Charles  M.  

P Dean  Lee  A 

GS Dickins,  Robert  D 

R Fendley,  Claude  E 

OPH Glasscock,  Robert  E..  . 

PD Green,  Horace  L 

PD  Hart.  J.  Clyde.  Jr 

OBG..- Hayden,  Virgil  L 

R — Hegwood,  Henri  M. 

PD Henderson,  Francis  M., 

1 * f — Hoover.  S.  H 

OPH- Hughes,  L.  Milton 

U Hutchison,  Ernest  L. 

OBG Hyman  Carl  E 

GS Irwin,  Raymond  A.,  Jr.. 

P James.  William  Joe  

CD  Jenkins,  Bobby  J 

ANE5 Jenkins,  Mary  Ellen 

R Joseph,  Aubrey  S 

GS King,  G.  Errol 

OPH King,  Yum  Y 

OTO  Langston,  Lloyd  G. 

AMES - Malik,  Rustam  A 

FP Maynard.  Ross  E. 


1420  Potts.  Malvern  72104  

IIS  E.  Highland,  Malvern  72104 

1004  Dyer,  Malvern  72104 

1219  S.  Main,  Malvern  72104  

HOWARD-PIKE  COUNTY 

P.  O.  Box  549,  Nashville  71852 

Nashville 

P.  O.  Box  49,  Glenwood  71943 

P.  O,  Box  549,  Nashville  71852 

120  W.  Sypert,  Nashville  71852 

P,  O.  Box  807,  Nashville  71852 

P.  O.  Box  549,  Nashville  71852 

.1124  N.  Washington,  Murfreesboro  71958 

510  N.  Washington,  Murfreesboro  71958 

.2701  Pine,  Texarkana  75501 

.120  W,  Sypert,  Nashville  71852 

P.  O.  Box  319.  Murfreesboro  71958 

P.  O.  Box  804,  Nashville  71852 

INDEPENDENCE  COUNTY 

P.  O.  Drawer  J,  Mountain  View  72560 

181  S.  Broad,  Batesville  72501...- 

P.  O.  Box  82,  Batesville  72501 

..P.  O.  Box  3000,  Batesville  72501 

...2920  McClellan,  Jonesboro  72401 

180  N.  5th,  Batesville  72501  

P.  O,  Box  2695  Batesville  72501 

.181  S.  Broad,  Batesville  72501 

Monroe  Clinic,  Mountain  View  72560 

...P.  O.  Box  2335,  Batesville  72501 

P.  O.  Box  83,  Cave  City  72521 

P.  O.  Box  2416,  Batesville  72501 

,181  S.  Broad  Batesville  72501 

P.  O.  Box  2575,  Batesville  72501 

...P.  O.  Box  147,  Melbourne  72556 

.181  S.  Broad.  Batesville  72501 

.181  S.  Broad,  Batesville  72501 

,P.  O.  Box  135,  Thayer,  Missouri  65791 

.181  S.  Broad.  Batesville  72501 

.609  Second  St..  Newport  72112 

JACKSON  COUNTY 

..2nd  and  Laurel,  Newport  72112 

..  1205  McLain,  Newport  721  12 

,1205  McLain,  Newport  721  12 

...1205  McLain,  Newport  721  12..... 

.2nd  and  Laurel.  Newport  721  12 

..2nd  and  Laurel,  Newport  72112 

.1205  McLain,  Newport  721 12 

...304  Ash  St.,  Newport  72112  (Res.) 

...1205  McLain,  Newport  72112 

O.  Box  626,  Tuckerman  72473 

...,1205  McLain,  Newport  72112 

...1513  Malcolm,  Newport  72112 

...10  Park  Place,  Newport  72112  (Res.) - 

-.1205  McLain,  Newport  721  12 

JEFFERSON  COUNTY 

...P,  O.  Box  7863,  Pine  Bluff  71601 

..-1 1 1 1 West  15th,  Pine  Bluff  71601 

...1602  W.  42nd.  Pine  Bluff  71601 

...1400  W.  43rd,  Pine  Bluff  71601 

...1704  W.  42nd,  Pine  Bluff  71601 

...1604  W.  42nd,  Pine  Bluff  71601 

. 1606  W.  42nd,  Pine  Bluff  71601 

1112  Linden,  Pine  Bluff  71601 

...1612  W.  42nd,  Pine  Bluff  71601 

...Benton  Services  Center,  Benton  72015 

.1624  W.  42nd,  Pine  Bluff  71601 

.1515  W.  42nd,  Pine  Bluff  71601... 

...1515  W.  42nd,  Pine  Bluff  71601.... 

..  1710  W.  42nd,  Pine  Bluff  71601 

.1720  Doctors  Dr.,  Pine  Bluff  71601 

,P.  O.  Box  II,  Fountain  Hill  71642 

...1421  Cherry,  Pine  Bluff  71601 

..600  Medical  Towers  Building,  Little  Rock  72205. 

,300  W.  6th,  Pine  Bluff  71601 

...1708  W.  42nd,  Pine  Bluff  71601 

.2500  Rlke  Dr.  Pine  Bluff  71601 

...1003  Cherry,  Pine  Bluff  71601 

...’.  O.  Box  7863,  Pine  Bluff  71601 

1706  Doctors  Dr.,  Pine  Bluff  71601 

1420  W.  43rd,  Pine  Bluff  71601 

1420  W.  43rd,  Pine  Bluff  71601 

...1706  W.  42nd,  Pine  Bluff  71601 

O.  Box  7863,  Pine  Bluff  71601 

,1515  W.  42nd,  Pine  Bluff  71601 

1610  W.  42nd,  Pine  Bluff  71601 

...1702  W.  42nd.  Pine  Bluff  71601 

...'724  W.  42nd.  Pine  Bluff  71601 

121  E.  4th,  Pine  Bluff  71601 

M2I  Cherry,  Pine  Bluff  71601 

.2500  Rike  Dr.,  Pine  Bluff  71601 

, 1515  W.  42nd,  Pine  Bluff  71601 

1410  W.  42nd,  Pine  Bluff  71601  

...P.  O.  Box  7863,  Pine  Bluff  71601 

...517  Cherry,  Pine  Bluff  71601 

...1800  S.  Hazel,  Pine  Bluff  71601 

....'612  W,  42nd,  Pine  Bluff  71601  

....1410  W.  42nd.  Pine  Bluff  71601 

. 303  National  Building,  Pine  Bluff  71601 


332-252r. 
332-2371 
. 332-3664 
332-6961 


.845-1933' 

356-3921 

845-1933 

845-4676 

.845-3880 

.845-1933 

..285-3341 

285-2491 

.792-9353 

..845-4676 

..285-2491 

..845-4780 


269-3834 

793-5251 

793-2321 

793-5767 

972-4039 

793-5257 

793-2371 

793-5251 

269-3236 

793-2371 

283-5762 

793-2540 

793-5251 

793-5205 

368-4344 

793-5251 

793-5251 

.417-264-7121 

793-5251 

523-6777 


...523-6721 
.523-891 1 
.523-891 1 
.523-8911 
.523-6721 
523-6721 
.523-891 1 
523-8314 
, 523-891 1 
349-5527 
523-8911 
523-3321 
.523-6121 
523-8911 


.534-8651 

.535-3551 

.535-4850 

534-3122 

.536-7550 

.536-7758 

534-2232 

.534-4352 

,535-5719 

.778-1111 

.536-7660 

.535-2890 

.535-6800 

,535-4640 

536-4986 

.853-5352 

.535-2200 

227-9434 

.534-4723 

..535-7477 

...534-1834 

.534-8141 

534-8651 

.534-4357 

534-6210 

534- 6210 

535- 8180 
,534-8651 
..535-2890 
.536-7300 
..536-7738 
.535-1562 

...534-3365 

...535-2200 

.534-1834 

..536-3015 

...535-5522 

...534-8650 

.535-1880 

.536-1897 

.535-5719 

.535-5522 

.534-5732 


309 


Telephone 

Number 


Typeof 

Practice  Member's  Name  Address 


GS Meredith,  William  R 

■|M Miller.  Donald  L 

■R Milligan,  Monte  C 

JM Monroe,  Sanford  C 

FP Morris,  Harold  J 

R McDonald,  Robert  L 

OPH Nixon,  William  R 

IM Nuckolls,  John  W 

RD Payne,  Virgil  L 

FP Perry,  V.  Bryan 

OBG Pierce,  J.  R.,  Jr 

FP Raney,  Oliver  C 

OR Reed,  E.  Frank 

•Reed,  Ulysses  S 

PD Rhyne,  James  T 

R Riggs,  Orval  E 

GS Rittlemeyer,  C.  M 

GS Roberson,  George  V 

FP Robinette,  Joseph  S 

RD Russell,  Allen  R 

OBG Simmons,  Calvin  R 

GS Smith,  Robert  J 

GS Stern,  Howard  S.- 

GS Sullenberger,  A.  G. 

IM Talbot,  George  B 

PATH Tisdale,  Alfred  D.,  Jr.... 

PD Townsend,  Thomas  E 

IM Tracy,  C.  Clyde 

GS..._ Wilkins,  Walter  J.,  Jr..  . 

IM Wineland,  Herbert  I 

Wooley,  Ralph  R 

A.. Worrell,  Aubrey  M.,  Jr, 


1716  W.  42nd,  Pine  Bluff  71601 

...  ISIS  W.  42nd,  Pine  Bluff  71601 

- P.  O.  Box  7863,  Pine  Bluff  71601 

-..1421  Cherry,  Pine  Bluff  71601 

...1030  Poplar,  Pine  Bluff  71601.... 

. ..P.  O.  Box  7863,  Pine  Bluff  71601 

709  W,  6th,  Pine  Bluff  71601. 

...1421  Cherry.  Pine  Bluff  71601 

...802  W.  5th,  Pine  Bluff  71601  (Res.) 

..-1722  W.  42nd,  Pine  Bluff  71601 

-.1712  W.  42nd,  Pine  Bluff  71601 

...1720  W.  42nd,  Pine  Bluff  71601 

....916  Cherry,  Pine  Bluff  71601 

-Pine  Bluff 

...1420  W.  43rd,  Pine  Bluff  71601 

...P.  O.  Box  7863,  Pine  Bluff  71601 

...1716  W.  42nd,  Pine  Bluff  71601 

...1708  Doctors  Drive,  Pine  Bluff  71601. 

...1722  Doctors  Drive,  Pine  Bluff  71601 

...12  Southern  Pines  Dr.,  Pine  Bluff  71601  (Res.) 

.1714  W.  42nd,  Pine  Bluff  71601 

-.817  Cherry,  Pine  Bluff  71601... 

.--1315  Linden,  Pine  Bluff  71601 

...1726  W.  42nd,  Pine  Bluff  71601 

...1421  Cherry,  Pine  Bluff  71601.... 

...ISIS  W.  42nd,  Pine  Bluff  71601 

...1420  W.  43rd,  Pine  Bluff  71601 

--  1421  Cherry,  Pine  Bluff  71601 

.1421  Cherry,  Pine  Bluff  71601.... 

. 1710  Doctors  Dr.,  Pine  Bluff  71601 

Chattanooga,  Tennessee 
. 1600  W.  42nd,  Pine  Bluff  71601 


...535-8727 

...535-6800 

...534-8651 

...535-2200 

...534-0822 

...534-8651 

...534-2624 

...535-2200 

...534-5618 

...535-4141 

...535-3443 

...534-5861 

...535-0121 

...534-6210 

...535-6800 

...535-8727 

...535-2716 

...535-2372 

...534-6481 

.535-3213 

,...535-1880 

...534-0342 

...534-4407 

...535-2200 

....535-6800 

._.534-62IO 

....535-2200 

...535-2200 

....534-3561 

...535-6800 


FP Green,  Terry  G..... 

FP. Patterson,  Jack  T. 

FP Pennington,  Donald  H 

FP Shrigley,  Guy  P 

GP. West,  Boyce  W 


JOHNSON  COUNTY 

P.  O.  Box  668,  Clarksville  72830. 
P.  O.  Box  668,  Clarksville  72830. 
P.  O.  Box  668,  Clarksville  72830. 
P.  O.  Box  70,  Clarksville  72830... 
P.  O.  Box  668,  Clarksville  72830. 


.754-8384 

.754-8384 

754-8384 

.754-2043 

.754-8384 


FP. 

FP.. 

FP.. 

GS. 


LAFAYETTE  COUNTY 

Ditsch,  Craig  E 214  Main,  Stamps  71860 533-4461 

Lee,  Willie  J P.  O.  Box  276,  Stamps  71860  533-4461 

Patton,  Robert  C P.  O.  Box  G.  Lewisville  71845  (Res.) - 921-5422 

Strange,  Vance  M P.  O,  Box  67,  Stamps  71860 533-4478 


FP.. 
RD. 
FP.. 
+ .. 
FP.. 
FP. 
FP.. 
FP. 


LAWRENCE  COUNTY 

Cruse,  Edward  J P.  O.  Box  116,  Black  Rock  72415 

Dickey,  A.  B 704  N.W.  3rd,  Walnut  Ridge  72476  (Res.) 

Elders,  John  B 321  S.W.  3rd,  Walnut  Ridge  72476 

Hickman,  James  H 4313  W.  Markham,  Little  Rock  72205 

Hughes,  Joe  E. 421  S.W.  3rd,  Walnut  Ridge  72476. 

Joseph,  Ralph  F Highway  25  West,  Walnut  Ridge  72476 

Lancaster,  Teddy  S 421  S.W.  3rd,  Walnut  Ridge  72476.. 

Spades,  Sebastian  A 421  S.W.  3rcl.  Walnut  Ridge  72476 


.878-6209 

.886-5377 

.886-3162 

.664-4500 

886-3543 

.886-3211 

.886-3543 

.886-3252 


LEE  COUNTY 

FP Fields,  E.  C. 77  W.  Main,  Marianna  72360... 295-5244 

FP Gray,  Dwight  W 110  W.  Chestnut,  Marianna  72360 295-3131 

FP McLendon,  Mac P.  O.  Box  794,  Marianna  72360 295-2711 


LINCOLN  COUNTY 


FP 

FP 

FP 

Petty,  Richard  C..... 

P.  O.  Box  159, 

P.  O.  Box  580, 

LITTLE  RIVER 

P.  O.  Box  397, 

FP 

P O.  Box  667’ 

FP 

Pullig,  Thomas  A 

. Ashdown  Cllnl 

FP.. 

Shelton,  Joe  G.,  Jr. 

P.  O.  Box  697, 

Star  City  71667 628-4226 

Star  City  71667 628-4292 

COUNTY 

Ashdown  7I822..._ 898-3306 

Ashdown  71822 898-3306 

c,  Ashdown  71822 898-3306 

Ashdown  71822 - 898-3306 


LOGAN  COUNTY 

Blackwell,  Leonard Ames,  Iowa 

FP Chalfant,  Charles  H.. 114  W,  4th,  Booneville  72927 675-2455 

FP Daniel,  William  R. 114  W.  4th,  Booneville  72927 675-2455 

FP Smith,  Charles  M P.  O.  Box  286,  Paris  72855 963-2191 

FP Smith,  James  T P.  O.  Box  286,  Paris  72855 963-2191 


FP. Camp,  Arthur  W 

FP Gartman,  Joseph  F.... 

FP Harris,  Willie  R. 

FP Holmes,  B.  E 

FP Inman,  Fred  C.,  Jr.. 

FP Morrison,  Doyle  H..  . 

CD Schumann,  Gerald  M 

FP Washburn,  C.  Yulan... 


R Andrews,  A,  E 

GS Bransford,  Robert  M, 

PD Burnett,  James  V7 

PD Burroughs,  James  C.. 

PATH Chappell,  Robert  H. 

PD Cowan,  Noel  W 

FP Daniel,  Noble  B.,  Ill 

GS Duncan,  Donald  L 

IM Goesl,  Andrew  G 

PD..._ Hall,  Jon  D 


LONOKE  COUNTY 

. P.  O.  Box  547,  Hazen  72064 

.100  Court  St,,  Carlisle  72024 

...P.  O.  Box  40,  England  72046 

...305  W.  Front,  Lonoke  72086 

...521  N.  Williams  Carlisle  72024... 

...P.  O.  Box  993,  Cabot  72023 

..  P.  O,  Drawer  I,  Des  Arc  72040... 
...P.  O.  Box  H,  Cabot  72023 

MILLER  COUNTY 

...P.  O.  Box  689,  Texarkana  75501... 
...P,  O.  Box  778,  Texarkana  75501... 

...414  Hazel,  Texarkana  75501 

...300  E,  6th,  Texarkana  75501 

...P.  O.  Box  1288,  Texarkana  75501 

...300  E.  6th,  Texarkana  75501 

....317  State  Line,  Texarkana  75501. 
...P.  O,  Box  778,  Texarkana  75501... 

...803  Pine  St.,  Texarkana  75501 

._300  E.  6th,  Texarkana  75501 _.. 


255-3321 

.552-7561 

.842-2551 

.676-6560 

.552-7575 

.843-3549 

.256-4312 

.843-3579 


794-3732 

774-321 1 

774-7301 

774-3211 

.214-794-8311 

774-3211 

792-8231 

774-3211 

214-792-6946 
774-3211 
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Type  of 
Practice 


Addiesi 


Telephone 

Number 


Member's  Name 


GS Harrell,  William  B.,  Jr., 

OBG Harrison,  Jack  W 

OR  Hughes,  Mary  W 

OR Hughes,  Robert  P 

FP Jamison,  Garland  U 

GYN Jones,  John  W. 

GE  Kemp,  Karlton  H 

•Kirkpatrick,  Robert  R 

FP Kittrell,  James  B 

ANES - Laws,  John  K.  

PD Lowe.  Betty  A 

PATH Moser,  Karl  Dan  

R McGinnis,  Robert  S.,  Sr, 

OPH Newton,  Norris  L 

IM  Rodgers,  Nathaniel  I 

R Royal.  Jack  L 

•Rushing,  Louis  U 

FP Short.  Fiarold  H 

TS Smith,  Arnett  D.,  Jr.  .. 

RD Smith,  W.  Decker 

FP Stringfellow,  Jerry  B 

U Teasley,  Gerald  H 

PATH Wicker,  Eugene  H 

Wilhelm,  Frieda 

TS Wren,  Herbert  B 

U Yarbrough,  Charles  P 

GS..._ Young,  Mitchell 


PH Beasley.  Joseph  E 

IM Brock,  Charles  C.,  Jr 

U Campbell,  Charles  E.,  Jr. 

FP Cole,  C.  R 

FP Cullom,  Sumner  R 

GS-  Elliott,  John  Q 

FP Fairley.  Eldon 

FP Fairley,  Julian  R 

R Gratz,  John  F.,  Jr 

FP Green,  W.  O..  Jr 

PATH Hart,  Sybil  R 

R Hart,  Wade  A 

FP Holcomb,  C.  E ... 

FP Hubener,  Lemly  L 

Hubener.  Louis  F 

IM Jones,  Herbert 

IM Massey,  L,  D 

FP Csborne,  Merrill  J 

FP Pollock,  George  D 

FP Rhodes,  R.  F 

FP Rodman,  Tasker  N 

FP Shaneyfelt,  E.  A 

GS Sims,  Hunter  C.,  Jr 

FP Russell,  James  D 

FP Smith.  Ronald  D 

FP Utley,  F.  E. 

CPH Webb,  J.  J 

CBG Workman,  W.  W 


FP Dalton,  Marvin  L 

FP David,  N.  C„  Jr 

FP G.laimey,  A.  N 

FP Pupsta,  Benedict  F. 

FP Stone,  Herd  E 

FP..-- Walker,  Walter  I 

fP Williams,  J.  P..  Jr... 


FP Avery,  Charles  D 

FP Crow,  H.  Blake.... 

FP Hairston.  G.  G..  . 

FP Harrell,  L.  J 


317  State  Line,  Texarkana  75501 

P.  C.  Box  778,  Texarkana  75501 

1001  Main,  Texarkana  75501 

300  E.  6th,  Texarkana  75501 

610  Hazel,  Texarkana  75501 

300  E.  6th,  Texarkana  75501. 

408  Hazel,  Texarkana  75501 

Texarkana 

1001  Main.  Texarkana  75501 

P.  C.  Box  1140,  Texarkana  75501 

804  Wolfe,  Little  Rock  72201 

, , 315  E.  5th,  Texarkana  75501 _... 

P.  C.  Box  1409,  Texarkana  75501 

P.  C.  Box  2830,  Texarkana  75501 

. 300  E.  6th,  Texarkana  75501 

. 300  E.  6th,  Texarkana  75501 

Texarkana 

1400  College  Dr.,  Texarkana  75501 

P.  C.  Box  1409,  Texarkana  75501 

- 2300  Laurel,  Texarkana  75501  (Res.) 

.1205  E.  35th,  Texarkana  75501 

. 300  E.  6th,  Texarkana  75501 

P.  C.  Box  1140,  Texarkana  75501 

Dallas,  Texas 

4800  Texas  Blvd.,  Texarkana  75501 

1102  Main,  Texarkana  75501. 

1406  College  Dr.,  Texarkana  75501 

MISSISSIPPI  COUNTY 

N.  loth,  Blytheville  72315 

527  N.  6th,  Blytheville  72315 

, . 501  Hutson,  Blytheville  72315 

519  N.  6th,  Blytheville  72315 

. 608  W.  Lee,  Csceola  72370 

. . 209  W.  Ash,  Blytheville  72315 

P.  C.  Box  68,  Osceola  72370. 

P.  O.  Box  68,  Osceola  72370 

Osceola  Memorial  Hospital,  Osceola  72370. 

P.  O.  Box  268,  Blytheville  72315 

lOth  and  Highland,  Blytheville  72315 

lOth  and  Highland,  Blytheville  72315 

...  511  N.  6th.  Blytheville  72315 

509  Hutson,  Blytheville  72315. 

Gainesville,  Florida 

P.  O.  Box  321,  Blytheville  72315 

. . . P.  O.  Box  388,  Osceola  72370 

527  N.  6th,  Blytheville  72315 

608  W.  Lee,  Osceola  72370 

iOB  W.  Lee,  Osceola  72370 

P.  O.  Box  260,  Leachville  72438 

P.  O.  Box  630,  Manila  72442 

525  N.  lOth,  Blytheville  72315 

527  N.  6th,  Blytheville  72315 

620  W.  Walnut,  Blytheville  72315 

515  N.  6th,  Blytheville  72315 

520  W.  Main,  Blytheville  72315 

527  N.  6th,  Blytheville  72315 

MONROE  COUNTY 

P.  O.  Box  763,  Brinkley  72021 

108  W.  Ash,  Brinkley  72021.... 

200  W.  Cedar,  Brinkley  72021 

P.  O.  Box  432,  Clarendon  72029 

. .P.  O.  Box  A,  Holly  Grove  72069 

.114  S.  New  Orleans,  Brinkley  72021 

-127  S.  New  Orleans,  Brinkley  72021 

NEVADA  COUNTY 

427  E.  6th,  Prescott  71857 

327  E.  2nd,  Prescott  71357 

P.  O.  Box  675,  Prescott  71857 

117  E.  2nd,  Prescott  71857 


.214-792-8231 

774-3211 

.214-792-6976 

774-3211 

774-4912 

774-3211 

774-5181 

.214-794-6107 

.774-7297 

376-4621 

774-2121 

.214-792-7151 

.214-792-8541 

.774-3211 

774-321 1 

.214-793-5671 

792-7151 

773-3503 

773-6745 

774-321 1 

774-2121 

.214-792-7151 

.214-793-5608 

214-792-8264 


763-7064 

763-8118 

763-0855 

763-1554 

563-2608 

763-4548 

563-6568 

563-6568 

563-261 1 

763-6802 

763-5111 

763-5111 

763-3922 

762-2021 

763-8032 

563-6242 

763-81 18 

563-2608 

563-2608 

539-6337 

561-4421 

763-0521 

763-8118 

763-4541 

763-4575 

762-2131 

763-8118 


...734-4161 

...734-2212 

.734-4137 

.747-3321 

462-3393 

..734-3242 

..734-1331 


.887-2625 
887-3846 
.887-221 1 
887-2312 


IM Dedman,  J.  L 

FP Drewrey,  L.  E 

ANES Ellis,  Joseph  L.  .. 

GS Fohn,  Charles  H... 

FP Guthrie,  James 

FP Hout,  Judson  N.... 

GS Jameson,  J.  B 

FP Kendall,  J.  R 

FP Killough,  Larry  R.. 

FP Livingston,  Bill  B.. 

RD Miller,  John  H...... 

IM Ozment,  Lowell  V 

FP Sanders,  Cal  R 

R Thorne,  A.  E.,  Jr.. 


FP Barrow,  John  H. 

FP Bell,  L.  J.  Patrick 

OPH-OTO Berger,  Alfred  A 

R Biggs,  William  W 

RD Butts,  James  W. 

FP Capes,  Bernard 

FP Chrestman,  Reuben  L.,  Jr, 

GP Ellis,  William  A.  .. 

GP Faulkner,  H.  N 

.FP Hill,  William  K 

FP Kirkman,  C.  M.  T 


OUACHITA  COUNTY 

.415  Hospital  Dr.,  S.W.,  Camden  71701.  .. 

.430  Magnolia,  Camden  71701.. 

P.  O.  Box  126,  Camden  71701 

415  Hospital  Dr.,  S.W.,  Camden  71701.... 

.353  Cash  Rd.,  Camden  71701 

353  Cash  Rd.,  Camden  71701.. 

..P.  O.  Box  994,  Camden  71701 

353  Cash  Rd.,  Camden  71701 

607  W.  Arch,  Searcy  72143 

416  Hospital  Dr.,  Camden  71701 

,816  Clifton,  N.W,,  Camden  71701  (Res.) 

..353  Cash  Rd..  Camden  71701 

.353  Cash  Rd..  Camden  71701 

P.  O.  Box  797,  Camden  7I70I 

PHILLIPS  COUNTY 

. 614  Oakland  Ave.,  Helena  72342 

626  Poplar,  Helena  72342 

,801  Perry,  Helena  72342 

. Helena  Hospital,  Helena  72342 

.708  McDonough,  Helena  72342  (Res.) 

P.  O.  Box  2398,  West  Helena  72390..._ 

631  Oakland  Ave.,  Helena  72342 

. 603  Porter.  Helena  72342 

513  Porter,  Helena  72342 

P.  O.  Box  277,  Elaine  72333 

.1105  Perry,  Helena  72342 


...836-5013 
. 836-6811 
...836-7144 
...836-5013 
...836-5794 
...836-8101 
...836-5088 
.836-8101 
...268-7143 
836-7367 
...836-2549 
...836-8101 
...836-8101 
.836-9321 


...338-8622 
..338-8163 
.338-8781 
.338-641 1 
338-8006 
.572-2621 
338-3294 
338-3037 
.338-7401 
.827-3461 
..338-8712 


Type  of  Telephone 

Practice  Member's  Name  Address  Number 


FP... 
GP, 
GP. 
FP. . 
FP... 
FP... 
FP... 


FP.. 

FP.. 

PD. 

FP.. 

FP.. 

FP.. 

GS. 


Miller,  Robert  D 616  Elm  St.,  Helena  723^^2 

McCarty,  C.  P 513  Porter,  Helena  72342 

McDaniel.  M.  A 513  Porter,  Helena  72342 

Oldham.  H.  B ..P.  O.  Box  2638,  West  Helena  72390. 

Paine.  W.  T — — 671  Oakland  Ave.,  Helena  72342 

Tonymon,  Daniel P.  O.  Box  278  Marvell  72366 

Wise.  James  E.,  Jr P.  O.  Box  66,  Marvell  72366 


Austin,  Calvin  D 

Hefner,  David  P 

Murphy,  G.  Doty,  1 1 1 

Redman,  Pierre  P 

Rogers,  Henry  N. 

Stephens,  Maurice  L. 
Wood,  John  P 


POLK  COUNTY 

-.1210  DeQueen,  Mena  71953.. 
-518  Janssen  St.,  Mena  71953 
.1210  DeQueen,  Mena  71953... 

. 513  Mena,  Mena  71953  

.600  W.  7th.  Mena  71953 

.1210  DeQueen,  Mena  71953.. 
.907  Mena,  Mena  71953 


FP Ashcraft,  Ted  E 

GS Bachman.  David  S 

P Bell.  Linda  O 

U Bell,  Robert  A 

ANES Birum,  Patricia  J 

R Burgess,  James  G 

FP k Carter,  James  M 

GS Crumpler,  Joe  B 

*Franklin,  Robert  M 

OPH - Gardner.  Ellis 

FP Gavlas.  Frank  E 

RD Heidgen,  Martin  F. 

FP Henry,  John  A 

OR - Honghiran,  Ted 

GS. Kimball,  G.  Howard 

R King,  John  W 

FP : King,  W.  Ernest.  Jr 

OR Kolb.  James  M.,  Jr 

FP'.' Lane,  W.  H.,  Jr 

OPH Lovell,  Richard  K.,  Sr 

FP Lowrey,  Douglas  H 

OPH Lyford,  Joe  H.,  Jr 

FP Malone,  George  E 

FP Martin,  Damon  G.  H 

FP Mauch,  E.  Jane 

RD Millard,  Roy  I 

EENT - Mobley.  Max  J 

RD McNamara,  William  L 

FP New,  Kenneth  O 

PATH Stolz,  Gerald  A 

FP Teeter,  Stanley  D 

IM  Wilkins,  Charles  F.,  Jr 

FP Williams,  David  M. 

OBG Williams.  William  M.,  Jr, 

FP  Young.  Sandra  S 


ANES Abbott,  William  W 

IM Abraham,  James  H. 

-|- Abrams,  Joe  A 

NS Adametz,  John  H 

IM Adamson,  James  S 

OPH Alford,  T.  Dale 

OBG Allen,  Durwood  B. 

OBG  Allen,  E.  Stewert 

TS Alien.  John  E.,  Jr 

PS Allen,  Thomas  H.  "Bill" 

FP Anderson,  Leslie  F. 

OM Armstrong,  Howard  M... 

PATH Atkinson,  William  E. 

RD Ault,  Charles  C 

PD Austin,  L.  K..  Jr 

RD Autry,  Daniel  H 

GS Baber.  John  C.,  Jr. 

P Backus,  Joe  T 

OTO Bailey,  H.  A,  Ted,  Jr 

FP Baker,  Charles  R 

PATH Baker,  Glen  F 

U Baker,  Johnson  J 

IM Baldridge.  John  A. 

PD Baldwin,  Deane  G. 

FP Ballard,  Clarence  E.,  Jr. 

OBG Barclay,  David  L 

R Barnhard,  Howard  J. 

FP Barron  Edwin  N.,  Jr. 

GS Bauer.  Frank  M 

1 Baxley,  Paul  J 

R Bearden,  James  R 

OPH Becquet,  Norbert  J 

FP Belknap,  Melvin  L 

NP Bennett,  Eaton  W 

GS Berry,  Fred  B 

P Betts,  Charles  S. 

GS Bevans,  David  W.,  Jr 

ANES Beverly,  Nolan  F. 

D Biondo,  Raymond  V 

CD Bishop.  William  B 

U Bissada,  Nabil  K 

IM BIssett,  Joe  K 

FP Bizzell.  Ross 

U Black,  Hal  R.,  Jr 

FP Black.  H.  Thurston 

FP Black,  Millard  W 

RD Blakely,  Rupert  M 

OR Blankenship,  William  F.. 


POPE  COUNTY 

-.2524  W.  Main,  Russellville  72801 

.3005  W.  Main  Place,  Russellville  72801 

-.2301  W.  Main,  Russellville  72801 

..2301  W.  Main,  Russellville  72801 

P.  O.  Box  785.  Russellville  72801 

-.105  E.  Ilth,  Russellville  72801 

-.3005  W.  Main  Place,  Russellville  72801 

-3005  W.  Main  Place,  Russellville  72801 

Russetivil  le 

-P.  O.  Box  400,  Russellville  72801 

310  N,  2nd,  Dardanelle  72834 

118  Cambridge  Place,  Little  Rock  72207  (Res.) 

3005  W.  Main  Place,  Russellville  72801 

,.P.  O.  Box  1025,  Russellville  72801 

..1919  W.  Main,  Russellville  72801 

.105  E.  Ilth.  Russellville  72801 

.3005  W.  Main  Place  Russellville  72801 

...Route  3,  Box  I2*A,  Russellville  72801 

-.625  Water  St.,  Dover  72837 

..P.  O.  Box  790,  Russellville  72801 

.809  W.  Main,  Russellville  72801 

...P.  O.  Box  400.  Russellville  72801 

.P.  O.  Box  187,  Atkins  72823 

. P.  O.  Box  328.  Ola  72853 

.3005  W.  Main  Place,  Russellville  72801 

.1704  W.  3rd  Court,  Russellville  72801  {Res.)..._ 

. -P.  O.  Box  400,  Russellville  72801 

.2121  Towson  Fort  Smith  7290!  (Res.) 

.3005  W.  Main  Place  Russellville  72801 

...500  S.  Detroit,  Russellville  72801 

...3005  W.  Main  Place,  Russellville  72801 

.3005  W.  Main  Place  Russellville  72801 - 

.809  W.  Main.  Russellville  72801 

...3005  W.  Main  Place  Russellville  72801 

...2524  W.  Main,  Russellville  72801... 

PULASKI  COUNTY 

..St.  Vincent  Infirmary.  Little  Rock  72201 

. lOCOI  Lile  Dr.,  Little  Rock  72205 

4301  W.  Markham.  Little  Rock  72201 

. 750  Medical  Towers  Bldg.,  Little  Rock  72205 

lOOOl  Lile  Dr.,  Little  Rock  72205 

.5700  W,  Markham,  Little  Rock  72205 

.500  S.  University.  Little  Rock  72205 

-1100  N.  University,  Little  Rock  72207 

.1050  Medical  Towers  Bldg.,  Little  Rock  72205.. 

...113  N.  University,  Little  Rock  72205 

2 Crestview  Plaza,  Jacksonville  72076 

340  Doctors  Park  Bldg.,  Little  Rock  72205 

.„St.  Vincent  Infirmary,  Little  Rock  72201 

..  I8I0W.  Long  17th,  North  Little  Rock  72114  (Res.)..._ 

.500  S.  University,  Little  Rock  72205 

...1900  N.  Tyler,  Little  Rock  72207  (Res.) - 

.500  S.  University,  Little  Rock  72205 

.12115  Hinson  Rd.,  Little  Rock  72207  

...1200  Medical  Towers  Bldg.,  Little  Rock  72205 

...300  E.  Roosevelt,  Little  Rock  72206 

.P.  O.  Box  5507.  Little  Rock  72205 

...500  S.  University,  Little  Rock  72205 

...350  Medical  Towers  Bldg.,  Little  Rock  72205. 

.500  S.  University,  Little  Rock  72205 

.330  Doctors  Park  Bldg..  Little  Rock  72205 

..4301  W.  Markham,  Little  Rock  72201 

...4301  W,  Markham.  Little  Rock  72201 

...7915  Cantrell  Rd.,  Little  Rock  72207 

...500  S.  University,  Little  Rock  72205 

...4301  W.  Markham,  Little  Rock  72201 

...MOO  Medical  Towers  Bldg.,  Little  Rock  72205 

.115  W.  6th,  Little  Rock  72201 

-.1801  Maple,  North  Little  Rock  72114 

...4313  W.  Markham,  Little  Rock  72205 

. 500  S.  University,  Little  Rock  72205 

780  Medical  Towers  Bldg.,  Little  Rock  72205 

...406  Pershing,  North  Little  Rock  72114 

-St.  Vincent  Infirmary,  Little  Rock  72201. 

P.  O.  Box  921 , North  Little  Rock  721 15 

lOOOl  Lile  Dr.,  Little  Rock  72205 

.4301  W.  Markham,  Little  Rock  72201 

. 300  E.  Roosevelt,  Little  Rock  72206 

13  Roblnwood,  Little  Rock  72207  (Res.) 

200  Doctors  Park  Bldg.,  Little  Rock  72205 

123  N.  Van  Buren,  Little  Rock  72205 

705  N.  Ash,  Little  Rock  72205 

.211  Crystal  Court,  Little  Rock  72205  (Res.) 

...405  N.  University,  Little  Rock  72205 


.338-8531 

.338-7401 

.338-7401 

.572-7581 

.572-6413 

.829-2721 

.829-2386 


.394-1441 

.394-3550 

.394-1441 

.394-2277 

.394-3344 

.394-1441 

.394-4221 


.968-7170 

..968-2345 

...968-3323 

...968-3323 

...968-5670 

...968-7930 

.968-2345 

.968-2345 

...968-2242 
...229-4225 
227-5107 
...968-2345 
.968-3200 
...968-361 1 
...968-7930 
...968-2345 
...968-2124 
...331-2828 
...968-7302 
...968-2156 
...968-2242 
...641-2992 
...489-5801 
.968-2345 
...968-2604 
...968-2242 
...785-1441 
...968-2345 
...968-6781 
...968-2345 
...968-2345 
...968-2156 
...968-2345 
...968-7170 


661-3578 

227-8000 

225-3250 

225-0880 

227-8000 

664-5100 

...664-4131 
...664-9191 
...  227-8300 

664-0900 

982-4551 

. ...227-7888 

661-3371 

374-0748 

664-4044 

..664-2332 
.,  .664-2434 
. .227-0680 

227-505C 

372-8361 

...666-9478 

.664-4365 

227-5388 

. 664-4044 

227-6363 

664-5000 

...  664-5000 
.225-9222 

664-2245 

664-5000 

227-2771 

375-4419 

758-1002 

664-4500 

664-91 16 

227-7240 

._...758-1620 

661-3578 

.....758-2588 

227-8000 

664-5000 

372-8361 

225-3666 

225-9755 

666-0142 

663-5413 

663-2562 

664-1500 
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Type  of 

Telephone 

Practice 

Member's  Name 

Add  less 

Number 

N 

227-4750 

CD  

lOOOl  Lile  Dr.,  Little  Rock  72205 

227-8000 

NS 

4301  W.  Markham,  Little  Rock  72201 

664-5000 

PD  

4301  W.  Markham,  Little  Rock  72201.  

664-5000 

OR  

Bowker.  John  H 

4301  W.  Markham,  Little  Rock  72201 

664-5000 

IM 

Boyd,  Charles  M 

664-5000 

P 

121 15  Hinson  Rd.,  ' Little  Rock  72207 

227-0680 

U 

200  Doctors  Park  Bldq.,  Little  Rock  72205 

225-9755 

# 

- Braswell,  Thomas  R 

. W.  Markham,  Little  Rock  72201 

664-5000 

R 

227-5240 

PD 

. 664-4117 

IM 

.227-6350 

OTO 

. 664-4381 

P 

Broach,  R.  Fred 

227-0680 

RD 

2014  Boulevard,  Little  Rock  72204  (Res.) 

.663-7697 

U 

..1120  Marshall,  Little  Rock  72202 

375-3376 

GE 

Browning,  Donald  G 

664-6980 

ADM  

'301  W.  Markham,  Little  Rock  72201 

664-5000 

GS 

664-4324 

PD  

Buchanan.  Gilbert  A 

500  S.  University,  Little  Rock  72205 

664-41 17 

GS 

664-9116 

IM 

4301  W.  Markham,  Little  Rock  72201 

664-5000 

ANES 

661-3578 

PATH 

9600  W.  12th,  Little' Rock  72205.  . ... 

227-2888 

NP 

227-0680 

ANES 

565-6046 

OPH 

^18  Donaghey  Bldg.,  Little  Rock  72201 

374-5969 

GS 

664-5000 

FP 

982-4551 

R 

664-3914 

GS 

664-5000 

R 

664-3914 

A 

.P.  O.  Box  5675, 'Little  Rock  72205  ..  . 

227-5210 

NP  

664-4500 

FP  

372-8361 

RD 

— 5117  Edgewood,  Little  Rock  72207  (Res.) 

663-3623 

OR 

664-1500 

OPH 

758-1651 

RD 

663-4747 

FP  

227-6363 

RD  

1100  Kavanaugh.  Little  Rock  72205  (Res.)  

663-4362 

u 

372-8361 

OR. 

664-7710 

FP 

Chudy,  Amail 

758-1002 

FP  

Church,  B.  L 

374-7796 

OBG  

758-1022 

ANES 

664-5000 

FP 

North  Hills  Family  Clinic,  Sherwood  72116  

835-6800 

R 

664-3914 

EENT  

Coiclasure,  Joe  B 

227-5050 

Conroy.  Norma  H. 

OPH  

375-8273 

*Cooper,  James  O 

Little  Rock 

GS  

666-0149 

OBG 

664-2277 

OS 

5326  W.  Markham.  Little  Rock  72205 

664-6603 

OPH 

Cosgrove,  K.  W..  Jr 

.516  Scott,  Little  Rock  7220l..._ 

374-6338 

OR  

666-0106 

OBG 

500  S.  University,  Little  Rock  72205  

664-8505 

OPH 

500  S.  University,  Little  Rock  72205  . 

666-0126 

IM  

664-4171 

*Cummins,  Bryce 

Little  Rock 

R 

225-5778 

GS  - ... 

375-5543 

R 

4301  W.  Markham'  Little  Rock  72201  . 

664-5000 

OPH 

375-8273 

FP 

115  W.  Broadway,  North  Little  Rock  72114 

.372-2704 

ADM 

663-3482 

NS 

225-0880 

PATH 

P.  O.  Box  5507  Little  Ro'ck  72205 

666-9478 

IM 

Dildy'  Hal  R 

664-81 1 1 

FP  

562-4838 

R 

1301  W.  Markham  Little  Rock  72201 

664-5000 

R 

227-5240 

PH 

661-2242 

P 

227-0680 

GS  

666-5922 

u 

664-1762 

PD 

664-5000 

FP  

982-4551 

PH  

1815  W.  Markham,  Little  Rock  72205 

661-2123 

OR 

664-0144 

FP  

227-8180 

-1- 

Eubanks,  Robert  G 

664-5000 

GP  

Evans.  Gilbert  C 

664-4127 

GF 

225-2594 

FP  

6213  Lee  Little  Rock  72205 

664-21 15 

OTO 

1310  Cantrell  Rd.  Little  Rock  72201 

374-8441 

FP 

982-2141 

GS  

758-1620 

R 

Fincher.  Robert  L 

227-5240 

PD  

664-5922 

RD 

666-8861 

FP 

664-4810 

NS 

664-5000 

NS  

664-50^0 

P 

664-4500 

NS  

664-3021 

OBG 

Floyd  Bill  G 

227-7555 

FP 

562-1463 

FP 

562-4838 

U 

- Fralser,  L.  P 

200  Doctors  Park  Bldg..  Little  Rock  72205 

225-9755 

OPH 

664-5000 

C 

374-1649 

OPH 

5410  W.  M''arkham.  Little  Rock  72205 

664-3142 
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Type  of 

Practice  Member's  Name  Address 


Telephone 

Number 


FP 

N 

OTO... 

NS 

GYN.. 

PD 

ANES. 

IM 

R 

P 

A 

PD 

GS 

IM 

R 

+ 

IM 

OR 

GS 

+ 

FP 

GYN... 

IM 

OPH... 

ANES. 

IM 

P 

R 

IM 

P 

R 

P 

FP 

PATH. 

P 

GS 

PS 

R 

U 

P 

+ 

FP 

A 

NP 

GYN... 

OPH... 

N 

PD 

IM 

ANES. 

FP 

R 

GS 

P 

FP 

GS 

R 

FP 

D 

GS 

PH.  ... 

P 

N 

OR 

OR 

ADM.. 

FP 

D 

PATH. 

IM 

FP 

OR  .... 

A 

PD. ..... 

OR 

GS 

D 

N 

NS 

R 

RD 

EM 

IM...... 

PMR... 

D 

FP 

PD 

GS 

FP 

PDA... 

CD 

P 

ANES 

P 

P 

OBG.. 

+ 

GS 

OBG.. 

OTO.. 

R 

R 

FP 

RD 


...  Fulton,  William  L 

...  Galbraith.  Robert  C 

....  Gay,  Ellery  C.,  Jr 

Giles,  Wilbur  M 

....  Gillespie,  A.  Tharp 

....  Glenn,  Robert  E 

...  Glenn,  Wayne  B 

....  Glover,  Lawson  E 

....  Glover,  William  C 

....  Good,  Henry  H 

...  Gordon,  Vida  H 

....  Gosser,  Bob  L 

...  Graham,  G.  Grimsiey 

Graupner,  Kathryn  I 

...  Gray,  Edwin  F 

....  Greenway,  C.  Don 

....  Greutter,  John  E 

....  Grimes,  H.  Austin 

...  Growdon,  James  H 

....  Guinn,  Donald  R 

....  Gustavus,  John  L 

...  Hagler,  James  L 

....  Hall,  Alastair  D 

....  Hankins,  Edwin,  I II 

....  Harger,  C.  Harold 

Harper,  Ernest  H 

....  Harrendorf,  Cagle - 

....  Harris,  Donald  R 

....  Harris,  Michael  N. 

....  Harris,  T.  Stuart 

....  Harris,  William  T 

...  Harrison,  A.  Vale 

....  Harrison,  Roy  E 

...  Harvllle,  William  E 

....  Hawley,  Harold  B 

...  Hayden,  William  F.... 

....  Hayes,  Harry,  Jr 

....  Haynes,  W.  D 

...  Headstream,  James  W 

....  Hearnsberger,  Henry  G.,  Jr. 

....  Hearnsberger,  John  E 

....  Hedges,  Harold  H 

...  Hefley,  Bill  F 

....  Henker.  Fred  O. 

....  Henry.  Charles  R 

...  Henry,  Forrest,  Jr 

....  Henry,  G.  Morrison 

....  Henry,  Robert  L 

....  Herron.  Jerry  M 

....  Hickey,  Joseph  P 

....  Hodges,  William  B 

....  Holder,  John  C 

....  Hollenberg,  Henry  G 

....  Hollis.  Nicholas  T 

..„  Holmes,  Harlan  C — 

...  Holt,  L.  Gordon 

....  Holton,  Jerry  C 

....  Honeycutt,  Thomas  D 

...  Honeycutt,  W.  Mage 

...  Hoover.  Paul  W 

...  Hotchkiss,  Robert  I 

....  Howard.  John  G.,  Jr 

....  Howell.  Coburn  S.,  Jr 

....  Hundley,  John  M 

Hutson.  Harold  G 

....  Jackson,  George  W. 

Jackson,  M.  A 

...  Jansen,  G,  Thomas 

....  Johnson,  B.  Richard 

....  Johnson,  Henry  D 

....  Johnson,  J.  Albert... 

....  Johnson,  Philip  H 

....  Johnston,  Thomas  G 

Jones,  Jerry  G 

....  Jones,  Kenneth  G 

...  Jones,  Robert  D 

Jones,  William  N 

....  Jordan,  William  K 

...  Jouett,  W.  Ray 

....  Joyce,  John  W 

....  Junkin,  Ruth  H 

....  Kagy,  John  K 

....  Kahn,  Alfred,  Jr 

..._  Keeler,  Keith  C 

....  Keeran,  Michael  G 

....  Kennedy,  Charles  H 

Kennedy,  H.  Frazier 

Kilbury,  Merlin  J.,  Jr 

*Kllbury,  Merlin  J.,  Sr 

....  Kirby,  Jesse  M 

....  Kittler,  Fred  J 

....  Kizziar,  Jim  C 

....  Koehler,  Thomas  R 

....  Kolb,  Agnes  C 

....  Kolb,  W.  Payton 

....  Kozberg,  Oscar 

....  Kreth,  Kay  M 

....  Krulin,  Gregory  S 

....  Kumpuris,  Frank  G 

...  Kwee,  James  T.  Y 

...  Kyser,  James  F 

....  Lane,  John  W 

....  Langston,  Harold  D 

Laurenzana,  Donald  A 

...  Lawson,  Mason  G 


...513  Main,  North  Little  Rock  721I4..._ 

300  Medical  Towers  Bldg.,  Little  Rock  72205 

...1200  Medical  Towers  Bldg.,  Little  Rock  72205 

750  Medical  Towers  Bldg.,  Little  Rock  72205 

.....500  5.  University,  Little  Rock  72205 

516  Pershing,  North  Little  Rock  72114...^ 

St.  Vincent  Infirmary,  Little  Rock  72201 

lOOOl  Lile  Dr.,  Little  Rock  72205 

1100  Medical  Towers  Bldg.,  Little  Rock  72205 

780  Medical  Towers  Bldg.,  Little  Rock  72205 

9501  N.  Rodney  Parham  Rd.,  Little  Rock  72205 

516  Pershing,  North  Little  Rock  72114 

-.990  Medical  Towers  Bldg.,  Little  Rock  72205 

VA  Hospital,  North  Little  Rock  72114 

1310  Cantrell  Rd.,  Little  Rock  7220l..._ 

4301  W.  Markham,  Little  Rock  72201 _.... 

1014  Donaghey  Bldg.,  Little  Rock  72201. 

P.  O.  Box  5270,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205._ 

4301  W.  Markham,  Little  Rock  72201 - 

■—3423  Pike,  North  Little  Rock  72118.,._ 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  5.  University,  Little  Rock  72205 - 

1150  Medical  Towers  Bldg.,  Little  Rock  72205. 

400  Pershing,  North  Little  Rock  72II4..._ 

500  S.  University,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

lOOOl  Lile  Dr.,  Little  Rock  72205 

121 15  Hinson  Rd.,  Little  Rock  72207 

-500  S,  University,  Little  Rock  72205 

930  Medical  Towers  Bldg.,  Little  Rock  72205... 

8824  Chicot  Rd.,  Little  Rock  72209 

9600  W,  12th,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

4313  W,  Markham,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

424  N.  University,  Little  Rock  72205 

P.  O.  Box  5675,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

500  S.  University,  Little  Rock  72205 

— 516  Scott,  Little  Rock  72201 

300  Medical  Towers  Bldg.,  Little  Rock  72205 - 

500  S.  University,  Little  Rock  72205 

350  Medical  Towers  Bldg.,  Little  Rock  72205._ 

1150  Medical  Towers  Bldg.,  Little  Rock  72205 

1800  Maple,  North  Little  Rock  72114 

-..-4301  W.  Markham,  Little  Rock  72201 _.... 

500  5.  University,  Little  Rock  72205 

— P.  O.  Box  4042,  Little  Rock  72204 

— 1160  Medical  Towers  Bldg.,  Little  Rock  72205 

5326  W.  Markham,  Little  Rock  72205 

500  5.  University,  Little  Rock  72205 

4124  W.  nth.  Little  Rock  72204 

500  5.  University,  Little  Rock  72205._ 

-1120  Marshall,  Little  Rock  72202... 

.-4313  W.  Markham,  Little  Rock  72205 

790  Medical  Towers  Bldg.,  Little  Rock  72205 

300  Medical  Towers  Bldg.,  Little  Rock  72205... 

412  Cross,  Little  Rock  72201 

110  Doctors  Park  Bldg.,  Little  Rock  72205 

4313  W.  Markham,  Little  Rock  72205 

1304  Wright  Ave.,  Little  Rock  72206 

500  S.  University,  Little  Rock  72205 

...  9600  W.  12th,  Little  Rock  72205 

.500  S.  University,  Little  Rock  72205 

. ..P.  O.  Box  747,  Jacksonville  72076 

P.  O.  Box  5270,  Little  Rock  72205 — 

P,  O.  Drawer  A,  Hlllcrest  Station,  Little  Rock  72205. 

500  5,  University,  Little  Rock  72205 - 

. . .P.  O.  Box  5270,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

P.  O.  Box  7545,  Little  Rock  72205 

750  Medical  Towers  Bldg.,  Little  Rock  72205 

1100  Medical  Towers  Bldg.,  Little  Rock  72205 _ 

Route  3,  Box  367-D,  Little  Rock  72205  (Res.) 

St.  Vincent  Infirmary,  Little  Rock  72201 

1300  W.  6th,  Little  Rock  72201 

12th  and  Marshall,  Little  Rock  72201 

500  S.  University,  Little  Rock  72205 

31  15  JFK  Boulevard,  North  Little  Rock  721 16 

..-.500  S.  University,  Little  Rock  72205 

950  Medical  Towers  Bldg.,  Little  Rock  72205 

.....Little  Rock 

6924  Baucum  Pike,  North  Little  Rock  72117  (Res.) 

. P.  O.  Box  5675,  Little  Rock  72205 

lOOOl  Lile  Dr.,  Little  Rock  72205 

...  4313  W.  Markham,  Little  Rock  72205 

...  1150  Medical  Towers  Bldg.,  Little  Rock  72205 

230  Medical  Towers  Bldg.,  Litlle  Rock  72205 

—.4313  W.  Markham,  Little  Rock  72205 

..417  N.  University,  Little  Rock  72205 

. 4301  W.  Markham,  Little  Rock  7220l....._ 

415  N.  University,  Little  Rock  72205 

310  Doctors  Park  Bldg.,  Little  Rock  72205 

900  Medical  Towers  Bldg.,  Little  Rock  72205 

.....9600  W.  12th,  Little  Rock  72205 

1100  Medical  Towers  Bldg.,  Little  Rock  72205. 

3423  Pike  Ave.,  North  Little  Rock  72118 _.... 

. . .200  Ridgeway,  Little  Rock  72205  (Res.) 


375-2433 

227-4750 

....227-5050 

225-0880 

664-9555 

758-1530 

661-3578 

227-8000 

227-5240 

227-7240 

227-8545 

758-1530 

227-9080 

372-8361 

375-5381 

664-5000 

372-6139 

666-949 1 

664-4146 

.664-5000 

753-3661 

664-5330 

664-0027 

666-0311 

227-7590 

227-8000 

663-6346 

664-5000 

227-8000 

.227-0680 

664-3914 

225-7433 

562-8600 

227-2888 

664-9029 

664-2434 

666-2811 

664-3914 

664-4365 

....664-4500 

664-5000 

664-4810 

227-5210 

664-5000 

664-4191 

374-6338 

227-4750 

664-4044 

227-5388 

227-7590 

758-1450 

664-5000 

664-4747 

664-3926 

225-6123 

666-9442 

664-3914 

664-4389 

664-4161 

374-0789 

661-2256 

227-6370 

227-4750 

375-5338 

227-4150 

664-4500 

374-7940 

664-4161 

....227-2888 

664-4171 

982-4525 

664-7600 

664-3904 

...664-0804 

.664-7600 

664-4747 

664-0418 

663-8371 

225-0880 

227-5240 

821-3276 

....661-3868 

374-5588 

227-3532 

664-4161 

753-9464 

664-41 17 

227-6840 

945-3055 

227-5210 

227-8000 

664-4500 

227-7590 

225-0887 

664-4500 

663-9441 

664-5000 

664-1521 

.....227-7555 

227-8501 

227-2771 

227-2770 

753-3661 

663-4834 
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Telephone 

Number 


Type  of 

Practice  Member's  Name 


Address 


A Lee,  J.  Fred . 

FP Leonard,  Garnett  J 

OR Lester,  Joe  K. 

IM Levy,  Jerome  S 

CD Lewis,  W.  Sexton  

R Llle,  Henry  A 

GS - Lincoln,  Ben  M.  

U.  .. Logan,  Charles  W 

OR Logue,  Richard  M. 

N Lucy,  Dennis  D.,  Jr. 

GS Ludwig,  Frank  R 

fP Mallory,  George  L.,  Jr 

IM Marecek,  Raymond  L 

path Markland,  Gary  S. 

FP Marvin,  Horace  N.,  Jr 

IM Massey.  C.  Garnett 

A Matthews,  Joe  W. 

p Matthews,  Robert  R 

ANES Means,  Paul  N 

N Miles,  David  A 

OR Millard.  I.  Leighton.... 

NEPH - Miller,  C.  Lindsey 

fP Miller,  Forrest  B.,  Jr 

Miller,  Harold  N 

IM  Miller,  Raymond  P 

•ENT Milner.  E.  L 

ADM Mitchell.  George  K 

D Moore.  Burton  A 

"NS Moore,  Jim  J 

U Moore,  J.  Malcolm 

rfp Moore,  Rex  N 

IM Moore,  Robert  B 

Moore,  Robert  W 

OBG Morgan,  Frank  E. 

R Morris.  Charles  H 

IM Morris,  Woodbridge  E 

R Morrison,  James  R 

OR Mulhollan,  James  S 

-f-  Munos,  Louis  R. 

FP Murphy.  James  E 

p Murphy.  Randolph 

R McAdoo,  Hosea  W.,  Jr 

GYN McCaskill,  Melvin  R 

FP McClain,  Monroe  D 

OBG McClintock.  Everett  M 

TS McCracken,  John  D 

FP McCrary.  George  A 

FP McGowan,  Robert  J.,  Jr... 

OTO McGrew,  Robert  N 

OR McKenzie,  Charles  N 

OBG McKnight.  C.  Allen 

FP - McMillin,  F.  Lamar,  Sr 

FP Napper,  George  S 

OR Nasca,  Richard  J 

R Nelson,  Afvah  J.,  III.... 

R., Newbern,  David  H 

RD Nisbett,  James  M 

OR Nixon.  Ewing  M 

R Norton.  Joseph  A 

PH Oates,  Gordon  P 

FP Ogden.  Mahlon  D 

P Oglesby,  Walter  R 

IM O'Neal.  Walter  H 

path Orr,  William  S.,  Jr 

GS Ozment,  Kerry  L 

PATH Packmore,  Dalton  E 

NS Padberg,  Frank  T 

OTO Pappas,  James  J 

OPH Parker,  J.  Mayne - 

GS Parnell.  Clifton  L.,  Ill 

CD - Pearce,  Malcolm  B 

PATH. Pehrson,  Nils  C 

CP Peters,  John  E. 

OPH Petursson,  Gissur  J 

OPH Phillips,  Bert  i 

GS Phipps,  Woodrow  E 

GS F'ke,  John  D 

ANES Pollard,  A.  E 

R Pool,  Chalmers  S 

PS Pope,  Norton  A. 

•Porter,  J.  O 

GE Power,  Robert  C 

CD Price.  Ben  O 

IM Pringos,  Andrew  A 

I M Proctor,  Clark  B 

FP Purdy,  Harold  D 

I M Pyle.  Hoyte  R.,  Jr 

path Quittner,  Howard.... 

PD Ramsay,  Rex  C 

FP Raney.  Donald  M. 

D Raque,  Carl  J 

PUD Rasch,  James  R 

GS Read,  Raymond  C 

RD Reaves,  B.  James. 

U Redman,  John  F 

OBG Reed,  Ewing  C.,  Jr 

-)- Reese,  Robert  L 

P Reese,  William  G. 

R Regnier,  George  G 

GS Relyea,  William  V 

R Rhinehart,  William  J. 

GS Richardson,  Robert  E 

GS...„ Richmond,  Samuel  V 

FP Riddle.  John  F.,  Jr 

FP RIegler,  Nicholas  W.,  Jr. 


P.  O.  Drawer  A.  Hillcrest  Station.  Little  Rock  72205 

. ..  31 15  JFK  Boulevard.  North  Little  Rock  721 16 

1518  Main.  North  Little  Rock  72114 

500  S.  University.  Little  Rock,  Arkansas  72205 

...  700  Medical  Towers  Bldg.,  Little  Rock  72205 

1100  Medical  Towers  Bldg..  Little  Rock  72205 

...  5326  W.  Markham,  Little  Rock  72205 

..  500  S.  University,  Little  Rock  72205 

601  N.  University,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

. 406  Pershing,  North  Little  Rock  72II4..._ 

4511  Lynch  Dr..  North  Little  Rock  72117 

900  N.  University,  Little  Rock  72207 

9600  W.  i2th.  Little  Rock  72205..._ 

8824  Chicot  Rd.,  Little  Rock  72209 

1120  Medical  Towers  Bldg.,  Little  Rock  72205 

P.  O.  Box  5675,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

1150  Medical  Towers  Bldg.,  Little  Rock  72205 

500  S.  University.  Little  Rock  72205 

P.  O.  Box  5270,  Little  Rock  72205 

1120  Medical  Towers  Bldg..  Little  Rock  72205 

3500  S.  University,  Little  Rock  72204 

Port  Charlotte,  Florida 

5918  Lee,  Little  Rock  72205 

500  S.  University.  Little  Rock  72205 

...._.P.  O.  Box  2181.  Little  Rock  72203 

500  S.  University,  Little  Rock  72205 

500  S.  University.  Little  Rock  72205. 

500  S.  University,  Little  Rock  72205 

P.  O.  Box  459,  Jacksonville  72076 

5918  Lee,  Little  Rock  72205 

Texas 

410  Pershing,  North  Little  Rock  72114 

4301  W.  Markham,  Little  Rock  72201 

5326  W.  Markham.  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

1800  Maple,  North  Little  Rock  72114 

4313  W.  Markham.  Little  Rock  72205 

MOO  Medical  Towers  Bldg.,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

VA  Hospital,  North  Little  Rock  72114 

712  University  Tower  Bldg..  Little  Rock  72204 

Medical  Towers  Bldg..  Little  Rock  72205 

P.  O.  Box  805,  Jacksonville  72076 

424  N.  University.  Little  Rock  72205 

1200  Medical  Towers  Bldg.,  Little  Rock  72205 

S02  N.  University,  LitUe  Rock  72205 

800  Medical  Towers  Bldg.,  Little  Rock  72205 

1311  Louisiana,  Little  Rock  72202 

513  Main,  North  Little  Rock  72114 

II(X)  N.  University,  Little  Rock  72207 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

517  E.  7th.  Little  Rock  72202  (Res.) 

NO  Doctors  Park  Bldg.,  Little  Rock  72205 

8570  Cantrell  Rd.,  Little  Rock  72207 

701  W.  Markham,  Little  Rock  72201 

,4601  Woodlawn,  Little  Rock  72205 

....324  Pershing.  North  Little  Rock  72114 

100  Doctors  Park  Bldg.,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

1000  Medical  Towers  Bldg.,  Little  Rock  72205 

.....St.  Vincent  Infirmary,  Little  Rock  72201 

55  E.  Erie  St.,  Chicago.  Illinois  6061 1 

1200  Medical  Towers  Bldg.,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

Little  Rock  Air  Force  Base  Hospital,  Jacksonville  72076. 

...4301  W.  Markham,  Little  Rock  72201 - 

P.  O.  Box  5507,  Brady  Station,  Little  Rock  72205..... 

-4301  W.  Markham.  Little  Rock  72201 

4301  W.  Markham,  Little  Rock  72201 - 

1403  Main,  North  Little  Rock  721 14 

P.  O.  Box  13,  North  Little  Rock  721 15... 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

...VA  Hospital.  North  Little  Rock  72114. 

850  Medical  Towers  Bldg.,  Little  Rock  72205 

Little  Rock 

409  N.  University.  Little  Rock  72205 

. 500  S.  University,  Little  Rock  72205 

501  Woodlane  Little  Rock  72201 

VA  Hospital.  North  Little  Rock  72114 

6924  Geyer  Springs  Rd.  Little  Rock  72209 

5918  Lee,  Little  Rock  72205 

...4301  W.  Markham,  Little  Rock  7220! 

4815  W.  Markham,  Little  Rock  722C5 

. P.  O.  Box  459,  Jacksonville  72076 

500  S.  University.  Little  Rock  72205 

10001  Llle  Dr.,  Little  Rock  72205 

300  E.  Roosevelt,  Little  Rock  72206 

4 Edgehlll  Rd.,  Little  Rock  72207  (Res.) 

..  .4301  W.  Markham,  Little  Rock  72201 

200  Doctors  Park  Bldg.,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

'^301  W.  Markham,  Little  Rock  72201 

500  S.  University.  Little  Rock  72205 

P.  O.  Box  747,  Jacksonville  72076 

500  S.  University,  Little  Rock  72205 

. ...500  S.  University.  Little  Rock  72205 

927  Donaghev  Bldg..  Little  Rock  72201 

8824  Chicot  Rd..  Little  Rock  72209 

1024  Scott,  Little  Rock  72202 


664-3906 

753-9464 

375-0102 

664-4181 

....  227-4434 

227-5240 

664-6705 

664-4364 

666-0144 

..  .664-5000 

758-1620 

945-9271 

664-3600 

227-2888 

......562-8600 

227-6770 

227-5210 

. .664-5000 

227-7590 

664-3018 

664-7600 

227-6770 

562-4838 

664-2500 

664-4318 

378-2133 

664-4161 

664-4560 

664-4364 

982-2141 

664-2500 

758-1022 

664-5000 

664-2111 

664-3914 

664-1222 

664-5000 

758-1640 

664-4500 

227-5240 

664-4131 

372-8361 

664-0480 

227-8180 

982-4551 

664-4810 

227-5050 

666-0251 

227-5885 

374-653! 

375-2433 

...  664-7710 

664-3914 

664-3914 

375-2252 

227-4150 

661-3671 

376-4511 

664-0769 

753-5180 

227-6350 

664-3043 

227-8180 

661-337! 

312-664-4050 
.227-5050 
. . . 666-9632 

988-6193 

664-5000 

.666-9473 

664-5000 

.664-5000 

376-2840 

...  374-4821 
. .664-4321 
. . 661-3578 

372-8361 

227-6464 

664-6980 

664-2089 

375-3231 

372-8361 

562-1463 

664-2500 

..  664-5000 

66I-2I1I 

982-2141 

664-4161 

227-8000 

372-8361 

...663-1570 
..  .664-5000 

227-6377 

. .664-50C0 

664-5000 

664-3914 

982-4525 

664-3914 

664-4321 

372-5101 

562-8600 

375-3326 


313 


Type  of 

Practice  Member's  Name  Address 


Telephone 

Number 


FP Riley.  William  

P Ringdahl,  Irving  C 

FP Ritchie,  Elmer  J. 

OPH Roberson,  Michael  C 

IM Robins,  Rowland  R 

OBG Rodgers,  C.  Dudley 

FP  Rodgers,  Charles  H. 

OBG Rodgers,  Clyde  D. 

OBG Roman-Lopez,  Juan  J 

OR Rooney,  Thomas  P 

RD Rosenbaum,  Carl  A 

OR Ross,  Ashley  S 

GYN Ross,  Robert  W 

HEMA Ross,  S.  William 

PATH Roth,  Sanford  I 

Rothert,  Frances  C 

OTO Rounsavllle.  Harry  L 

OPH Roy,  F.  Hampton 

PATH Rozzell.  Allen  R.. 

R Rubin.  Sanford  A. 

OTO Ruggles,  Dwayne  L 

OR Runyan,  W,  A 

FP Saltzman,  Ben  N 

*Sanderlin,  Joe  H 

TS Satterfield.  John  V 

P Schneider.  Mildred  F 

OR  Schrantz,  James  L 

FP Schratz,  Bruce  E 

OPH Schroeder.  George  T 

I M. Schultz,  John  C. 

GS Schwander,  Howard 

OPH Schwarz,  W.  J 

OR Selakovich,  W.  G. 

FP Sessions,  Leslie  H. 

Setliff,  Don  P. 

P Shannon.  Robert  F 

-F  Sharp,  Jim 

ADM Shorey,  Winston  I< 

OR - Shuffleld,  H.  Elvin 

OBG Simmons,  Orman  W. 

IM Simpson,  N.  Henry 

NP Sims,  James  M 

GS Sipes,  Frank  M 

R - Slayden,  John  E 

ANES Sloan,  Fay  M 

GYN Sloan,  James  M 

GE Smart,  Douglas  F 

P Smith,  Aubrey  C 

FP Smith,  Hule  H 

OPH Smith,  James  L 

OPH Smith,  Joe  E 

FP Smith,  John  McCollough... 

OTO Smith,  John  W 

GYN Smith,  Mose,  III 

R Smith,  Phillip  L. 

A Smith,  Purcell,  Jr 

GE Smith,  Thomas  J 

PD Smith,  Thomas  W 

OTO Smith,  Tom..._ 

RD Snodgrass,  William  A.,  Jr, 

OR Sorrells,  R.  Barry 

RD - Spltzberg,  Irving  J 

FP Springer,  Worthle  R.,  Jr.  .. 

PUD Squire,  Arthur  E.,  Jr 

GS Stainton,  Robert  M 

IM Stanley,  Joe  P. 

RD Stathakis.  John  A 

OR Steele,  William  L 

PH Steinkamp,  Ruth  C. 

P Stephens,  Wanda  J. 

IS Stewart,  Bill  D 

FP Stotts,  John  R 

FP Strauss,  Alvin  W.,  Jr 

IM Strauss,  Mark  A 

PD Stroope,  George  F 

PS Stuckey,  James  G 

OTO Suen,  James  Y 

U Sulieman,  J.  Samir 

P Sundermann,  Richard  H... 

P Sutton,  Lewis  R 

PH Swindoll  Bryant  S 

IM Taylor,  Eugene  H 

*Taylor,  James  S 

PD Teeter,  John  A 

GE Texter,  E.  Clinton 

OPH Thomas,  A.  Henry 

OR Thomas,  Jerry  L 

GS Thomas,  Peter  O 

CD Thompson,  A.  J 

GS Thompson.  Bernard  W 

ANES Thompson,  Dola  S 

OR Thompson,  Lawrence  L 

NP Thompson,  Robert  M 

OR  Thompson,  Samuel  B....„ 

ADM Thorn.  G.  Max 

FP Tilley.  Stephen 

R TIrman.  Robert  M 

IM... Tolbert,  Louis  E.,  Jr 

ADM  Towbin,  Eugene  J 

ANES Tseng,  Jyi-MIng 

Tudor,  John  M.,  Jr 

ANES Valentine,  Robert  G 

ANES Vaughter,  W.  Roger 

-F Vieras,  Frank 

FT Wade,  William  I 


3S00  S.  University,  Little  Rock  722G4 

4301  W.  Markham,  Little  Rock  72201 

1401  Main,  North  Little  Rock  72114 

..-..623  Woodlane,  Little  Rock  72201 

..VA  Hospital,  North  Little  Rock  72114 

SOO  S.  University,  Little  Rock  72205 

3500  S.  University,  Little  Rock  72204 

500  S.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

501  W.  25th.  North  Little  Rock  72114 

Route  I,  Box  274,  Scott  72142  (Res.) 

500  S.  University,  Little  Rock  72205 

....  417  N.  Unlversliy,  Little  Rock  72205 

lOOOl  Llle  Dr..  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

....Guatemala  City,  Guatemala 

500  S.  University,  Little  Rock  72205 

390  Medical  Towers  Bldg.,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

4301  W.  Markham,  Little  Rock  72201 

520  W.  26th,  North  Little  Rock  72114 

110  Doctors  Park  Bldg.,  Little  Rock  72205 

4301  W.  Markham.  Little  Rock  722CI 

Little  Rock 

500  S.  University.  Little  Rock  72205 

. ...VA  Hospital,  North  Little  Rock  72114 

1100  N.  University.  Little  Rock  72207 

1801  Maple,  North  Little  Rock  72114 

5700  W.  Markham,  Little  Rock  72205 

10001  Llle  Dr.,  Little  Rock  72205 

320  Doctors  Park  Bldg.,  Little  Rock  72205 

405  N.  University,  Little  Rock  72205.. 

500  S.  University.  Little  Rock  72205 

424  N.  University,  Little  Rock  72205 

San  Diego,  California 

4301  W.  Markham,  Little  Rock  72201 

..  .4301  W.  Markham,  Little  Rock  72201 

..  .4301  W.  Markham,  Little  Rock  72201 

110  Doctors  Park  Bldg.,  Little  Rock  72205 

310  Doctors  Park  Bldg.,  Little  Rock  72205 

441  Donaghey  Bldg.,  Little  Rock  72201 

324  Pershing,  North  Little  Rock  72114 

...403  Donaghey  Bldg.,  Little  Rock  72201 

4301  W,  Markham,  Little  Rock  72201 

1150  Medical  Towers  Bldg.,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

. ...409  N.  University,  Little  Rock  72205 

12115  Hinson  Rd.,  Little  Rock  72207 - 

4007  Lakeview  Rd..  North  Little  Rock  72116  (Res.)..... 

623  Woodlane,  Little  Rock  72201 

...7107  W.  12+h.  Little  Rock  72204 

.4000  Woodlawn,  Little  Rock  72205 

1415  W.  6th,  Little  Rock  72201 

5326  W.  Markham,  Little  Rock  72205 

. 4301  W.  Markham,  Little  Rock  72201.... 

. ..  P.  O.  Box  5675,  Little  Rock  72205...- 

.409  N.  University,  Little  Rock  72205 

500  S.  University,  Little  Rock  72205 

330  Medical  Towers  Bldg.,  Little  Rock  72205 

3850  B Rue  Malson.  Mobile.  Alabama  36608  (Res.).. 

...  P.  O.  Box  5270,  Little  Rock  72205 

, 307  N.  Cedar,  Little  Rock  72205  (Res.) 

,1624  Maryland.  Little  Rock  72202 - 

,,..400  Pershing  North  Little  Rock  72114 

500  S.  University,  Little  Rock  72205 

.Pike  Plaza  Center,  North  Little  Rock  72114 

Quapaw  Tower  Apartments,  Little  Rock  72202  (Res.) 

1100  N.  University.  Little  Rock  72207 

4815  W.  Markham,  Little  Rock  72205 

..1090  Medical  Towers  Bldg.,  Little  Rock  72205 

415  N.  University,  Little  Rock  72205 

,5905  "R”  St.,  Little  Rock  72207 

1026  Donaghey  Bldg.,  Little  Rock  72201 

1026  Donaghey  Bldg.,  LItMe  Rock  72201 

516  Pershing,  North  Little  Rock  72114 - 

, ,,.500  S.  University,  Little  Rock  72205 

4301  W,  Markham,  Little  Rock  72201 

.,  ..518  W.  26th,  North  Little  Rock  72114 

4301  W.  Markham,  Little  Rock  72201 

121 15  Hinson  Rd.,  LitHe  Rock  72207 

. ..4815  W.  Markham,  Little  Rock  72205 

lOOOl  Lile  Dr.,  Little  Rock  72205 

Little  Rock 

. ..5804  W.  Markham,  Little  Rock  72205 

...4301  W.  Markham,  Little  Rock  72201 

500  S.  University,  Little  Rock  72205 

.500  S.  Unlversll’y,  Little  Rock  72205 

1310  Cantrell  Rd.,  Little  Ro'*k  72201 

500  5.  University,  Little  Rock  72205 

300  E.  Roosevelt,  Little  Rock  72206 

4301  W.  Markham,  Little  Rock  72201 

1310  CantreM  Rd.,  Little  Rock  72201 

819  University  lower  Bldg.,  Little  Rock  72204 

1100  N.  University,  Little  Rock  72207 

St.  Vincent  Infirmary,  Little  Rock  72201 

5905  "R"  St.,  Little  Rock  72207 

._300  E.  Roosevelt,  Little  Rock  72206 

500  S.  University,  Little  Rock  72205 

300  E.  RooseveF,  Little  Rock  72206 

1150  Medical  Towers  Bldg.,  Little  Rock  72205 

Ann  Arbor,  Michigan 

201  W.  18th  Street,  North  Little  Rock  72114 

3 Ken  Circle.  Little  Rock  72207 

4301  W.  Markham,  Little  Rock  72201 

.424  N.  University,  Little  Rock  72205 


562-4838 

. 664-5000 

372-5253 

374-6491 

372-8361 

664-4131 

562-4838 

664-4131 

664-4191 

758-2046 

961-9228 

664-1222 

, . .664-8200 

227-8000 

664-5000 

664-4381 

227-6980 

661-3371 

664-5000 

758-6560 

227-4150 

227-3260 

6M-6050 

372-8361 

664-9446 

758-1002 

664-5100 

227-8000 

227-7200 

664-5354 

666-2824 

664-4810 

664-5000 

664-5000 

6M-84I0 

227-4150 

227-7555 

375-2801 

753-5180 

375-5543 

664-5000 

227-7590 

664-2277 

664-6980 

227-0680 

753-1336 

374-6491 

666-8627 

..  . 666-6570 

372-0036 

.664-1527 

664-5000 

227-5210 

..  ..664-6980 
.664-41 17 

227-4863 

.205-342-4845 
. 666-9491 

663-6877 

374-2635 

227-8000 

..  . 664-4 1 75 
..  ..376-4023 

372-0098 

664-7710 

661-2235 

225-9750 
. ..664-1521 
.663-9415 

372-1828 

372-1828 

..758-1530 
664-4383 
. . 664-5000 
..758-61 1 1 

664-5000 

. .227-0680 
661-2124 
227-8000 

664-1767 

664-5000 

664-8445 

664-1222 

. ..  .374-5703 

664-5860 

372-8361 

664-5000 

....  375-5381 
. .664-2444 

664-7710 

661-3154 

663-9415 

372-8361 

666-0 1 36 

372-8361 

227-7590 

758-4806 

664-3789 

664-5000 

664-4810 
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Type^  of 
Practice 


Member’s  Name 


Add.eis 


Telephone 

Number 


IM  Wagoner,  Jack  

<^YN  Wallace,  Deane  D 

-f  Wallace,  Thomas  R 

RD Wallis.  Charles 

•GS  Walt.  James  R 

ANHS  Wang,  Jerry  S.  Y 

ANES Ward,  Joseph  P 

FP Ward,  Mildred  E 

PD  Wan'ord.  Lloyd  R.  

N Warford.  Walton  R. 

•Washburn,  Arthur  M..  . 

FP Wassell,  John  R 

OPH  Watkins,  John  G 

NS  Watson  Robert 

FP  , , Weber.  James  R. 

IM Wellons,  James  A.,  Jr 

IM Wells.  Travis  L 

GS  Wenger,  Carl  E 

GS Westbrook,  Kent  C 

hJP  Westerfield.  Frank  M.,  Jr, 

FP White,  Oba  B 

P Whitehead.  R.  H.,  Jr 

RD  Wilbur.  E.  Lloyd 

FP Wilkes.  Elbert  H 

TS Williams  G.  Doyne 

-1^  WMson,  Frank  J 

ANES - Wilson.  George  E..  Jr 

CD Wilson,  James  W.  D 

OR Wilson,  John  L 

OPH Wilson,  Ralph  S 

IM  Winn,  Charles  R 

08G Wood.  Gary  P 

FP Wortham,  Thomas  H 

BND Wynn,  James  O 

PATH Young.  Douglas  E 

U Young.  Jerry  M 

■Q Zell,  Lawrence  M 


FP Baltz,  Albert  L 

FP Baltz,  Matthias  A., 

FP Barre,  Hal  S... 

FP DeClerk.  Thomas  B. 

FP Scott,  William  W. 

FP Smith.  Norman  K 

GS Wyllle  James  J 


ADM Adams,  Carl  H 

FP Ashby,  John  W 

R Ashby.  Robert  M. 

GS Baber.  Quin,  Jr 

OM Barbour,  Victor  H 

FP Bethel,  James  C 

FP Callaway,  James  R 

PMR  Cornwell.  Samuel  L 

OBG Council,  Robert  A.,  Jr. 

OR Duncan,  J.  Shelby 

FP Hogue  F.  Paul 

Hood,  Robert  H 

FP Izard.  Ralph 

FP Jones,  Curtis  W.,  Jr 

FP Jones,  Curtis  W.,  Sr.. 

FP Jones.  Robert  E 

FP Kirk,  Marvin  N 

FP Martindale,  J.  L 

P Mlzell,  Walter  S 

McNichol.  Ronald  W 

ANES Porter,  Jim  C 

A Rountree.  Helen 

H- Stocker.  William  J 

OBG Thibault.  Frank  G..  Jr 

P Thompson  John  P. 

FP Thorn.  H.  B.,  Jr 

GS Viner,  Donald  L 

FP Wright,  John  D 


FP Wright,  Harold  B 


PD Aclin,  Richard  R 

RD Adams.  W.  F 

OR Alberty,  Joe  Paul 

EM Alexander.  R.  Kent 

•Allen,  George  W 

GS  Anderson,  Paul  M 

OBG - Atkins,  Jimmie  G 

FP Bailey.  Charles  W 

P Baker,  Max  A 

OPH Bone.  James  L 

D Bradford.  A.  C — 

R Broadwater.  John  R 

OR Brown,  Byron  L 

NS Brown,  James  A 

OR - Buie.  James  H 

EM Busby.  James  D 

PD Cabell,  Ben  B.. 

R Cassady,  Calvin  R 

P Chambers,  Donald  S 

ANES Chamblln,  Don  W 

TS Clemmons,  Edward  E 


...  5918  Lee,  Little  Rock  72205 

. .500  S.  University.  Little  Rock  72205  

...4301  W.  Markham,  Little  Rock  72201 

5909  Country  Club,  Little  Rock  72207  (Res.) 

..500  S.  University,  Little  Rock  72205 

...1150  Medical  Towers  Bldg.,  Little  Rock  72205. 
-1150  Medical  Towers  Bldg.,  Little  Rock  72205. 

. 1700  W.  13th.  Little  Rock  72202 

.500  S.  University.  Little  Rock  72205 

VA  Hospital,  North  Little  Rock  72114  

Little  Ro<"k 

VA  Hospital,  North  Little  Rock  72114 

230  Doctors  Park  Bldg.,  Little  Rock  72205 

--750  Medical  Towers  Bldg.,  Little  Rock  72205  ... 

P.  O.  Box  188,  Jacksonville  72076 

lOOOl  Lile  Dr..  Little  Rock  72205 

216  Donaghey  Bldg..  Llitle  Rock  72201 

330  Doctors  Park  Bldg.,  Little  Rock  72205 

.4301  W.  Markham,  Little  Rock  72201 

230  Medical  Towers  Bldg.,  Little  Rock  72205... 

200  Century  Bldg.,  Little  Rock  72201 

4 Biscayne  Court.  Little  Rock  72207  (Res.) 

„....3  Wingate  Dr.,  Little  Rock  72205  (Res.) 

5322  W.  Markham.  Little  Rock  72205 

. 4301  W.  Markham,  Little  Rock  72201 

4301  W.  Markham.  LiHle  Rock  72201 

500  S.  University,  Little  Rock  72205. 

500  S.  University,  Little  Rock  72205 

601  N.  University,  Little  Rock  72205 

. .4301  W.  Markham,  Little  Rock  72201 

240  Doctors  Park  Bldg.,  Little  Rock  72205 

4301  W.  Markham.  Little  Rock  72201 

P.  O.  Box  459,  Jacksonville  72076 

4301  W.  Markham.  Little  Rock  72201 

9600  W.  12th.  Little  Rock  72205 

...406  Pershing,  North  Little  Rock  721  14  . 

937  Donaghey  Bldg.,  Little  Rock  72201 

RANDOLPH  COUNTY 

1 10  W.  Broadway,  Pocahontas  72455 

110  W.  Broadway,  Pocahontas  72455 

P.  O.  Box  585.  Pocahontas  72455 

204  Thomasville  Pocahontas  72455 

P.  O.  Box  E85,  Pocahontas  72455 

107  Van  Bibber,  Pocahontas  72455  - 

308  W.  Broadway,  Pocahontas  72455 

SALINE  COUNTY 

P.  O.  Box  500.  Grady  7164^  

302  W.  South,  Benton  72015 

Saline  Memorial  Hospital.  Benton  72015 

105  McNeil.  Benton  72015 

P.  O.  Box  300,  Bauxite  72011 

300  E.  Roosevelt.  Little  Rock  72206 

Benton  Services  Center,  Benton  72015 

Route  3.  Box  225  Benton  72015... 

910  N.  East.  Benton  72015 

105  McNeil.  Benton  72015 

P.  O.  Box  307.  Benton  72015 

Tyler,  Texas 

-P.  O.  Box  AA,  Bryant  72022 

223  S.  Market,  Benton  72CI5 

. ..225  S.  Market,  Benton  72015 

225  S.  Market,  Benton  72015 

P.  O.  Box  399,  Benton  72015 

323  Short  St.,  Benton  72015 

Benton  Services  Center.  Benton  72CI5 

Jamestown,  North  Dakota 

910  N.  East.  Benton  72015 

P.  O.  Box  370,  Benton  72015 

8101  Cantrell  Rd..  Little  Rock  72207  (Res.) 

910  N.  East,  Benton  72015 

Benton  Services  Center.  Benton  72015 

302  W.  South  Benton  72015 

105  McNeil.  Benton  72015 

321  Short  St..  Benton  72015 

SCOTT  COUNTY 

P.  O.  Box  249,  Waldron  72958 

SEBASTIAN  COUNTY 

300  S.  16th,  Fort  Smith  72901  

1100  Murta  Rd..  Van  Buren  72956  (Res.) 

300  N.  Greenwood,  Fort  Smith  72901 

1311  S.  "r  . Fort  Smith  72901 

Fort  Smith 

320  N.  Greenwood.  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

P.  O.  Box  416,  Greenwood  72936 

.924  Adelaide.  Fort  Smith  72901...- 

1500  Dodson.  Fort  Smith  72901 

V/aldron  Road  at  Ellsworth,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

100  N.  16th.  Fort  Smith  72901 

_I500  Dodson,  Fort  Smith  72901 - 

1500  Dodson.  Fort  Smith  72901 

.7301  Rogers,  Fort  Smith  72901 

312  S.  16th,  Fort  Smith  72901 

P.  O.  Box  1612,  Fort  Smith  72901 

924  Adelaide,  Fort  Smith  72901  

1500  Dodson.  Fort  Smith  72901 

522  S.  16th,  Fort  Smith  72901 


664-2500 

.664-5315 

664-5000 

663- 2132 
.664-4146 

227-7590 

.227-7590 

227-3260 

.664-4044 

,372-8361 

.372-8361 
227-6797 
225-0880 
, .982-2108 
.227-8000 
, .375-7l2i 
...227-6363 
...664-5000 
...225-0777 
.374-3609 
.225-1921 
225-1252 
.663-4114 

664- 5000 
.664-5000 
664-4532 
.664-4166 
666-0144 
664-5000 
.227-6659 
664-5000 
982-214! 
.664-5000 
.227-2888 
...758-1310 
...374-5158 


892-311 1 
, 892-31 1 1 
.892-3371 
.892-3344 
.892-3371 
892-3389 
892-5100 


479-3311 
.778-451 1 
776-061 1 
.778-7435 
..778-3644 
.372-8361 
.778-1111 
371-1906 
.778-0426 
...778-1388 
.778-451 1 

847-0289 

778-2722 

.778-2722 

.778-3608 

778-8264 

...778-1124 

.778-1111 

.776-0052 
.778-0421 
.227-7882 
778-0426 
.778-1111 
.778-4511 
.778-7435 
778-11 19 


.637-3111 


...783-1085 
, 474-8668 
, .783-0225 
.441-4381 

.782-4066 
..782-4091 
...996-41 1 1 
...785-1428 
...782-4091 
....452-2077 
...782-4091 
...783-3604 
...782-4091 
...782-4091 
,452-5100 
..782-7921 
.782-4091 
..785-1428 
...782-4091 
.785-I4I3 


317 


Type  of 

Practice  Member's  Name  Address 


Telephone 

Number 


ANES Coffman,  Edwin  L 

NEPH Coleman,  Michael  D 

CR Crigler,  Ralph  E 

R Crow,  Neil  E 

R Culp,  William  C 

EM  Cunningham,  Charles  S 

EM  Darnall,  Harley  C 

PATH Davenport,  Leo...„ 

P Dorzab,  Joe  H 

OBG  Ellis,  Homer  G 

OPH  Paler,  Samuel  Z 

HEMA Fecher,  Dennis  R 

U Feder,  Frederick  P 

FP  Feild,  T.  A..  Ill 

OPH Felker,  Gary  V 

ANES Fisher,  Robert  D 

PD Floyd,  Charles  H 

U Francis,  Darryl  R.,  II 

OTO Gedosh,  Edgar  A 

R Gill,  James  A 

PDC Gilliland,  J.  Campbell 

PATH Girkin,  R.  Gene 

RD Goldstein,  Davis  W 

ANES Goodman,  Raymond  C 

N Griggs,  William  L.,  Ill 

OR Hathcock,  Alfred  B 

GS Hawkins,  S.  Wright 

U Hewett,  Archie  

05 Hoge,  Marlin  B. 

IM  Holman,  William  A 

05 Holmes.  Williams  C.,  Jr... 

ADM  Hornberger,  E.  Z.,  Jr 

OPH Hughes,  Robert  P.,  Jr 

R Huskison,  William  T 

OBG Hyde,  Marshall  L 

FP Ingram,  Ralph  N 

OR Irwin,  Peter  J 

05 Janes.  Robert  H 

EM  Jones,  W.  Duane 

OBG:.' Kelsey.  J.  F...... 

RD  .*  ■ Kennedy,  Virgil  N. 

‘Kirkpatrick,  Hoyt,  Jr 

CD Klopfensteln.  Keith 

OR Knight,  V/IIIIam  E 

path Koenig,  A.  Samuel,  III 

path  Koenig,  Albert  S 

OBG Kradel,  R.  Paul 

FP Kramer,  Ralph  G 

RD Krock,  Fred  H 

FP Kutait,  Kemal  E 

Ifvl  Lamblotte,  Louis  O 

path Landrum,  Annette  V. 

05 Landrum.  Samuel  E 

OTO Lane,  Charles  S.,  Jr 

ANES Lenington.  Jerry  O 

I M Lewing,  Hugh  S 

FP Lilly,  Ken  E 

N5 Lockhart,  William  G 

05  Lockwood,  Frank  M 

OP  Long,  James  W 

Magness,  Jack  L.,  Jr 

IM Martin,  Art  B 

FP  Martin.  Maurice  C.  (Rick) 

OBG Mason,  Joe  N 

lK/1  Masrl,  Hassan  M 

FP Meador,  Don  M. 

R Mendelsohn.  E.  A 

0S Mings,  Harold  H 

OPH  Moulton.  Everett  C..  Jr 

RD Murchison.  Roary  A 

D McCraney,  Holden  C 

FP McDonald.  H.  P 

OPH McEwen,  Stanley  R 

IM  McMInimy.  D.  J 

ANES  Northum,  Charles  S 

GS Olson,  John  D 

IM Paris,  Charles  H 

PD Parker,  Joel  E.,  Jr 

R Parker,  Thomas  G 

FP Parta,  H.  John 

TS Patrick.  Donald  L. 

Pellar,  Donald  H 

IM  Pence,  Eldon  D..  Jr 

OBG Phillips,  William  P 

FP Plllstrom,  L.  G 

IM Poe.  McDonald,  Jr 

CD Pope.  John  R 

PD Post.  James  M.,  Jr 

CD Prewitt,  Taylor  A 

IM Price,  Lawrence  C 

OTO Raymond,  Thomas  H 

N ReuI,  Charles  G 

R Rogers,  Paul  L 

R Russell.  Rex  D 

ANES  Safranek,  Edward  J 

GS Savlers,  Boyd  M 

A. Schirmer,  Roy  E 

IM Schwarz.  Paul  R 

OBG Sherman,  Robert  L 

FP Shermer,  J.  P 

FP Shippey,  W.  L 

P Sims,  Henry  M 

OBG Smith,  Douglas  B 

PATH Smith,  Kent 

R Snider,  James  R 


ISOO  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

P.  O.  Box  1612,  Fort  Smith  72901 

318  N.  Greenwood,  Fort  Smith  72901 

1311  S.  "I",  Fort  Smith  72901 

P.  O.  Box  3491,  Fort  Smith  72901 

922  Lexington,  Fort  Smith  72901 

924  Adelaide,  Fort  Smith  72901 

...P.  O.  Box  3507,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

720  Lexington,  Fort  Smith  72901 

3600  N.  "O",  Fort  Smith  72901 

.912  Lexington,  Forh  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

617  S.  16th,  Fort  Smith  72901 

600  S.  14th,  Fort  Smith  72901 

600  S.  16th,  Fort  Smith  72901 

-1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

922  Lexington,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72901 

600  S.  14th,  Fort  Smith  72901 

320  N.  Greenwood,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72901 

1311  S.  "I".  Fort  Smith  72901..... 

1214  N.  "B",  Fort  Smith  72901 

318  N.  Greenwood,  Fort  Smith  72901.. 

P.  O.  Box  3507,  Fort  Smith  72901 

...1120  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1311  S.  "I".  Fort  Smith  72901 

P.  O.  Box  3507,  Fort  Smith  7290I..._ 

-..5417  Grand  Ave.,  Fort  Smith  72901  (Res.) 

Fort  Smith 

--  -1500  Dodson,  Fort  Smith  72901 

1500  Dodson.  Fort  Sml1h  7290I 

922  Lexington,  Fort  Smith  7290I 

922  Lexington.  Fort  Smith  7290I 

Waldron  Road  at  Ellsworth,  Fort  Smith  7290I. 

,603  Lexington,  Fort  Smith  7290I 

3700  Free  Ferry,  Fort  Smith  7290I  (Res.) 

I120  Lexington,  Fort  Smith  7290I 

I500  Dodson.  Fort  Smith  7290I 

P.  O.  Box  I684,  Fort  Smith  7290I 

- -.522  S.  I6th,  Fort  Smith  7290I 

600  S.  I6th.  Fort  Smith  72901 

I500  Dodson,  Fort  Smith  7290I 

P.  O.  Box  3006,  Fort  Smith  729CI 

1I20  Lexington,  Fort  Smith  7290I 

I500  Dodson,  Fort  Smith  7290I 

I500  Dodson,  Fort  Smith  7290I 

1500  Dodson.  Fort  Smith  72901 

Oklahoma  City.  Oklahoma 

1500  Dodson,  Fort  Smith  72901 

P.  O.  Box  678,  Greenwood  72963 

1500  Dodson.  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

3600  N.  "O",  Fort  Smith  72901 

^1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1214  N.  "B",  Fort  Smith  72901 

^19  Haven  Dr.,  Fort  Smith  72901  (Res.). 

217  Lexington,  For^  Smith  72901 - 

2044  N.  29th.  Fort  Smith  72901 

1214  N.  "B",  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901. 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901. 

Waldron  Road  at  Ellsworth,  Fort  Smith  72901. 

617  S.  16th,  Fort  Smith  72901 - 

318  N.  Greenwood.  Fort  Smith  72901 

3120  Jenny  Lind,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

Saco.  Maine 

314  N.  Greenwood,  Fort  Smith  72901 

‘Z.'P.  O.  Box  3507,  Fort  Smith  72901 

1120  Lexington,  Fort  Smith  72901 

320  N.  Greenwood,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

617  S.  16th,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72901.. 

P.  O.  Box  3006,  Fort  Smith  72901 

600  S.  16th,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

318  N.  Greenwood,  Fort  Smith  72901. 

1500  Dodson.  Fort  Smith  72901 

216-A  N.  Greenwood,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

Z'.'M20  S.  "I”,  Fort  Smith  72901 

404  S.  16th,  Fort  Smith  72901 

■"*P.  O.  Box  3507,  Fort  Smith  72901 - 

‘ 623  S.  21st,  Fort  Smith  72901 

612  S.  24th,  Fort  Smith  72901 

VA  Hospital,  North  Little  Rock  72114 

..Z.P.  O.  Box  3507.  Fort  Smith  72901 

922  Lexington,  Fort  Smith  72901 

p.  O.  Box  1612,  Fort  Smith  72901 


...782-4091 
...782-4091 
...782-4091 
...782-4091 
...783-6174 
...441-4381 
...441-4000 
...785-1447 
...785-1428 
...785-241 1 
...782-4091 
...782-4091 
...782-7261 
...783-5158 
...782-1023 
...782-4091 
...783-3165 
...785-2604 
...782-6022 
...782-4091 
...782-4091 
...785-1447 
...452-2077 
...782-4091 
...782-4091 
...782-4091 
.452-2077 
...785-2604 
...782-4066 
...452-2077 
...452-2077 
...441-4000 
.782-8894 
...783-6174 
...785-2411 
...785-2657 
..782-4091 
..782-4091 
..441-4381 
...785-241  r 
..452-3351 

..782-4091 

..782-4091 

.785-1447 

..785-1447 

.452-2077 

..783-8911 

..783-483Z 

..785-2655 

..782-4091 

..782-4983 

..785-1413 

.782-6022 

..782-4091 

..783-3159 

..785-2655. 

..782-4091 

..782-4091 

..782-4091 

..782-4091 
..996-41 1 r 
..782-4091 
..782-4091 
..783-5158 
..782-4091 
..782-4091 
..782-8892 
..782-5323 
..783-0297 
..782-4833 
..782-8892 
.782-4091 
.782-4091 
,.782-4091 
.452-2077 
..783-3165 
.783-6174 
.782-4986 
.782-4091 

.782-3001 
.785-241! 
.785-2655 
.782-3001 
.782-4091 
.783-3165 
.452-2077 
.783-3159 
.782-6022 
.782-4091 
.783-6174 
.782-4091 
.783-1497 
.782-4091 
.782-2983 
.783-3159 
.785-2411 
.783-1520 
.783-7227 
.372-8361 
.785-241 1 
.785-1447 
.782-4091 
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Type  of 

Practice  Member's  Name  Address 


Telephone 

Number 


OR  Stanton,  William  B. 

PUD.  ...  Stewart,  Jerry  R 

FP  Stewart,  John  B 

PS Still,  Eugene  F..  II 

FP Swena,  Richard  R 

OBG Tate.  William  B 

FP Thompson,  James  B. 

IM  . Thompson,  J.  Kenneth 

FP Thompson,  Robert  J 

HEMA  Turner.  William  F 

D Vanderpool,  Roy  E 

U - - Wahman,  Gerald  E 

OPH  Wallace,  Kenneth  K 

PD  Watts,  John  C 

IM  Wells,  John  D 

ANES Westermann.  Norman  F 

OBG Whitaker,  T.  J..  Jr 

I M White,  J.  Earle 

PH Whittaker,  Louie  A 

OR  Wideman,  John  W 

CD Williams,  Carl  L 

CD Williams,  Thomas  N 

U Wilson,  Carl  L 

U Wilson,  Morton  C 

U - Wilson,  Steven  K 

TS Woods,  Leon  P 

FP Woods,  William  M 


G$ Balch.  James  I 

FP Brown,  O.  D.,  Jr. 

FP Buffington,  Mike 

FP Citty,  Jim  C 

FP Daniel,  J.  Frank 

FP Daugherty,  Joe  D 

GP Dickinson,  George  W 

FP - Dickinson,  Richard  B.  (Bill).... 

FP Dickinson.  Rodger  C 

FP Jones,  Charles  N 

FP Joseph,  Eugene  A 

GS Norwood.  William  L 

FP Pullen,  Wayne  G 

♦Shukers.  C.  F.,  II 

R Williams,  William  C 


*Bradley,  Adron  M 

RD - Chaffin.  E.  J 

FP «...  Cogburn,  Harold  N.. 

FP «...  Collins,  E.  Morgan 

FP Collum,  Grady  R 

FP Crawley,  Charles  E.... 

FP Fong,  Fun  H 

FP Hammons.  Edward  P, 

FP Hollis,  Herbert  H 

FP Laney,  J.  Neal 

FP Lockhart,  David  L 

FP McPhall,  George  T,... 

FP Sexton,  G.  A 


OR Callaway,  James  C 

FP Carroll.  Peter  J 

FP Cathey,  A.  D 

U Clark,  James  F.. 

FP Clowney.  A.  R 

RD  Culllns,  John  G 

OTO Cyphers,  Charles  D 

FP Dunn,  Tom  L 

PATH - Duzan,  Kenneth  R 

PATH Elliott,  Wayne  G 

IM Ellis,  Jacob  P. 

GYN Fitch,  Leston  E 

FP Harper,  John  W 

OR Hartmann,  Ernest  R 

GS Henley,  Paul  G 

FP Hill,  Grady  E 

RD Jameson.  Sam  G 

R King,  Billy  D 

OPH Landers.  Gardner  H 

FP Moore,  Berry  L..  Jr 

GS Moore,  John  H 

U Murfee.  Robert  M 

PD McKinney,  J.  Schuler 

GS Pinson,  John  H.,  Jr. 

IM PIrnIque,  Allan  S 

FP Riley,  Warren  S 

R Roesler,  Marvin  J 

PD Rogers,  Henry  B 

D Sample,  Dorothy  C 

GS Scurlock,  William  R 

FP Seale,  J.  E.,  Jr 

FP Smith,  George  W. 

ANES Stevens,  Willis  M.,  Jr.... 

OBG Thibault,  Frank  G.,  Sr... 

GS Tommey,  C.  E 

OBG Turnbow,  R.  L 

FP Warren,  George  W 

IM Weedman,  James  B 

GS Wharton,  Joseph  B.,  Jr. 

IM Wilson,  Larkin  M 

OPH Wilson,  Paul  H 

GS Yocum,  David  M.,  Jr 


300  N.  Greenwood,  Fort  Smith  72901 

. ..Waldron  Road  at  Ellsworth,  Fort  Smith  72901 

.603  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1322  N.  "B‘'.  Fort  Smith  72901 

.1500  Dodson,  Fort  Smith  72901 

605  Lexington.  Fort  Smith  72901 

.Waldron  Road  at  Ellsworth.  Fort  Smith  72901 

605  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

...Waldron  Road  at  Ellsworth.  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  729CI 

1214  N.  "B".  Fort  Smith  7290l...« 

500  S.  I6th,  Fort  Smith  72901 

Waldron  Road  at  Ellsworth,  Fort  Smith  72901 

. ,1500  Dodson,  Fort  Smllh  72901 

1823  Dodson,  Fort  Smith  72901 

..  2702  Barry,  Fort  Smith  72901 

708  Lexington.  Fort  Smith  72901 

300  N.  Greenwood,  Fort  Smith  72901 

522  S.  16th,  Fort  Smith  72901 

,1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

P.  O.  Box  246,  Huntington  72940 

SEVIER  COUNTY 

P.  O.  Box  68  DeQueen  71832. 

P.  O.  Box  890.  DeQueen  71832 

P.  O.  Box  391,  DeQueen  71832 

P.  O.  Box  391.  DeQueen  71832 

.Highway  70  West,  DeQueen  71832 

P.  O.  Box  890.  DeQueen  71832 

...  P.  O.  Box  930.  DeQueen  71832 

P.  O.  Box  930,  DeQueen  71832 

P.  O.  Box  930,  DeQueen  71832 

P.  O.  Box  391.  DeQueen  71832 

607  W.  Woodruff,  Searcy  72143 

Highway  70  West,  DeQueen  71832. 

._..P.  O.  Box  391,  DeQueen  71832 

....DeQueen 

Highway  70  West,  DeQueen  71832 

ST.  FRANCIS  COUNTY 
Forrest  City 

...  P.  O.  Box  667,  Hughes  72348 

P.  O.  Box  4000,  Forrest  City  72335  

P.  O.  Box  989,  Forrest  City  72335 

P.  O.  Box  577,  Hughes  72348 

P.  O.  Box  4000,  Forrest  CHy  72335 

_...P.  O.  Box  735,  Hughes  72348 

P.  O.  Box  4000,  Forrest  City  72335...« 

317  N.  Washington,  Forrest  City  72335 

325  N.  Washington,  Forrest  City  72335 

P.  O.  Box  70.  Forrest  City  72335 

P.  O.  Box  989,  Forrest  City  72335 

328  Kittel  Road,  Forrest  City  72335 

UNION  COUNTY 

.....619  W.  Grove.  El  Dorado  71730 

...416  N.  Newton,  El  Dorado  71730 

.....112  W.  Peach,  El  Dorado  71730 

524  W.  Faulkner,  El  Dorado  71730 

312  Thompson,  El  Dorado  71730 

1412  S.  Taylor  St.,  little  Rock  72204  (Res.) 

519  W.  Faulkner,  El  Dorado  71730 

P.  O.  Box  538.  Hampton  71744 

.—443  W.  Oak.  El  Dorado  71730 

443  W.  Oak.  El  Dorado  71730 

-.714  W.  Faulkner,  El  Dorado  71730  

445  W.  Oak,  El  Dorado  71730 

425  W.  Oak,  El  Dorado  71730 

-•••■619  W.  Grove,  El  Dorado  71730 

700  W.  Faulkner,  El  Dorado  71730 

• 427  W.  Oak,  El  Dorado  71730  

711  N.  Madison,  El  Dorado  71730  (Res.) 

--460  W.  Oak,  El  Dorado  71730 

318  Thompson,  El  Dorado  71730 

-615  W.  Grove,  El  Dorado  71730 

—412  N.  Washington,  El  Dorado  71730 

427  W.  Oak.  El  Dorado  71730 

---.209  Thompson,  El  Dorado  71730 

...312  Thompson,  El  Dorado  71730 

714  W.  Faulkner,  El  Dorado  71730 

526  W.  Faulkner,  El  Dorado  71730 

.....700  W.  Grove.  El  Dorado  71730 

--..209  Thompson.  El  Dorado  71730 

...525  W.  Faulkner,  El  Dorado  71730 

....412  N.  Washington,  El  Dorado  71730 

....528  W.  Faulkner,  El  Dorado  71730 

..«.427  W.  Oak,  El  Dorado  71730 

....2200  W.  Elm.  El  Dorado  71730  

....416  N.  Newton.  El  Dorado  71730 

. — 412  N.  Washington,  El  Dorado  71730 

...427  W.  Oak,  El  Dorado  71730 _.... 

...P.  O.  Box  W.  Smackover  71762 

....P.  O.  Box  1957.  El  Dorado  71730 

...516  W.  Faulkner,  El  Dorado  71730 

714  W.  Faulkner,  El  Dorado  71730 

....514  W.  Faulkner.  El  Dorado  71730 

....412  N.  Washington,  El  Dorado  71730 


.783-0225 
452-2077 
...783-8917 
..782-4091 
...785-2426 
...782-4091 
...782-6081 
...452-2077 
...782-6081 
...782-4091 
...452-2077 
...782-4091 
...782-8894 
...783-1085 
...452-2077 
...782-4091 
. .782-4929 
...783-3126 
.785-2801 
...783-0225 
...785-1413 
..782-4091 
..782-4091 
.,.782-4091 
...782-4091 
...782-4091 
...928-5060 


.584-3520 

.584-2465 

.584-2022 

.584-2022 

,584-2022 

.584-2465 

.584-2344 

.584-2344 

.584-2344 

.584-2022 

268-7143 

.584-2022 

.584-2022 

..584-2022 


.339-2914 
.633-1425 
.633-1952 
.339-211 1 
.633-1425 
.339-2373 
.633-1425 
.633-4209 
.633-4711 
.633-1243 
.633-1952 
.633-1425 


.863-5146 
.862-5119 
.863-4128 
.863-4267 
.863-4101 
.663-8201 
.862-3471 
.798-2241 
.862-1351 
.862-1351 
.862-5184 
.863-7217 
.863-5135 
.863-5146 
.863-9542 
.863-7158 
.862-2681 
.863-2253 
.862-4216 
.863-4185 
.862-341 1 
.862-5439 
.862-4994 
.863-4101 
.862-5184 
.863-4508 
.862-6661 
.862-4994 
.862-5485 
.862-3411 
.863-7154 
.862-7661 
.862-3828 
.862-5403 
.863-9453 
.863-6157 
.725-3471 
.862-5184 
862-4221 
.862-5184 
.862-5352 
862-3411 
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Telephone 

Number 


Type  of 

Praclice  Member's  Name 


FP Hall,  John  A 

FP McBryde.  William  C. 

FP Pearce,  Charles  G 

RD Read.  Paul  S 

FP Stuteville.  Orion  H,... 

RD Williams,  John  H 


GS Ahrend,  Thomas  R. 

D Albright,  Spencer  D.,  Ill 

FP  Applegate,  C.  Stanley 

RD Baggett.  Jeff  J 

FP Baker,  Donald  B 

FP Box,  Ivan  H 

PATH Boyce,  John  M 

RD Boyer,  H.  L 

U Brandon,  H.  B 

RD  Brizzolara,  Charles  M 

U Brooks,  Walter  Ely 

P Brown,  Spencer  H 

FP  Buckley,  Carie  D..  Jr. 

PD Burnside.  Wade  W 

IM Butler,  George  H. 

RD Butt,  William  J 

FP Capps,  James  A.,  Jr. 

ANES  Chester,  Robert  L 

GYN Clark,  LeMon 

OR  Coker,  Tom  P 

OBG  Cole.  George  R.,  Jr 

OTO Crocker,  Thermon  R 

FP  Day,  John  K 

ANES - Dodson.  Charles  D 

GS  Dorman,  Jerry  S 

GP Dorman,  John  E. 

FP  Dorman,  John  W.  

I M Duncan,  Philip  E 

P Edmisten,  Jack 

R Edmondson,  Charles  T 

FP  Etherington.  Robert  A. 

NP  Finch,  Stephen  B 

OTO Fincher.  G.  Glen 

FP Gardner,  Buford  M 

D Ginger,  John  D 

IM  Hall.  Joe  B 

OBG Harrison,  William  F. 

FP Hart,  Hamilton  R. 

RD Hathcock,  Preston  L.  

D Hayden,  Carson  R 

PD Haynes.  James  E. 

OPH Henry,  L.  Murphey 

OPH Henry,  Louise  M 

OPH Henry,  Morriss  M 

IM  Higginbotham,  Hugh  B.  

ANES Horner,  Glennon  A. 

FP  Huskins,  James  D 

FP  Hutchinson,  Harry  T 

A Hutson.  Martha 

NP  Jarvis.  Fredrick  D.,  Jr 

NS Johnson,  Jorge  H 

FP  Jones,  Evelyn  R 

FP  Jones,  J.  Laurence 

OR Kaylor,  Coy  C 

OR Kendrick,  Carl  M. 

A Koehn,  Laura  J. 

PD Lawson,  Wilbur  G 

RD Lesh,  Ruth  E 

RD Lesh,  Vincent  O 

OBG Lushbaugh,  Harmon 

FP Martin,  J.  David 

OBG Mashburn,  James  D 

IM.  Moore,  Arthur  F. 

OR Moore,  James  F. 

FP.  Moose,  John  I 

FP Morgan.  Tad  M 

GS  Murry,  J.  Warren 

OPH McAllister,  Max  F 

FP McCollum,  Robert  H 

FP McEvoy,  Francis  E.  

R McKenzie,  James  G 

PATH Nettelship,  Mae  B 

IM  Painter,  Monroe  B 

OPH Parker,  Joe  C 

FP  Parker,  Lee  B.,  Jr 

Pascual,  Fernando  J 

FP Patrick.  James  K 

R Platt,  Michael  R. 

FP  Power,  John  R 

FP Puckett,  Billy  J 

OBG Rabon,  Nancy  A 

R Riddick,  Earl  B.,  Jr 

GS- Rolufs.  Lloyd  S 

OBG.  . . ..  Romalne.  James  C 

GS  Rudko,  Michael 

RD Siegel,  Lawrence  H 

OPH  Singleton,  E.  Mitchell 

I M Sisco.  Charles  P 

FP Sisco,  Friedman 

PATH Slaven,  John  E 

FP Smith  Austin  C 

FP Steadman,  Hunter  M.,  Jr 

FP  Stinnett,  Charles  H 

L) Turley,  Jan  T 

RD Van  Pelt,  Ross 

FP VInzant,  John  W 


VAN  BUREN  COUNTY 

.P.  O.  Box  310,  Clinton  72031 

. P.  O.  Box  II,  Fairfield  Bay  72IS3 

--P.  O.  Box  51,  Clinton  72031 

..Route  2,  Box  277,  Fairfield  Bay  72153 

- P.  O.  Box  397,  Leslie  72645 

.-Address  Unknown 

WASHINGTON  COUNTY 

.1749  N.  College,  Fayetteville  72701 

...1925  Green  Acres  Rd.,  Fayetteville  72701 

-.220  Meadow  Avenue,  Springdale  72764 

-.  P.  O.  Box  233,  Prairie  Grove  72753 

- Doctors  Bldg.,  Fayetteville  72701 

--P.  O.  Box  E.  Huntsville  72740 

-.609  W.  Maple.  Springdale  72764 

-.107  N.  Star,  Lincoln  72744  (Res.) 

-1300  Zion  Rd.,  Fayetteville  72701 

--.5512  S.  Grandview  Rd.,  Little  Rock  72207  (Res.) 

--P.  O.  Box  1487,  Fayetteville  72701 

-.4313  W.  Markham.  Little  Rock  72205 

. 241  W.  Spring,  Fayetteville  72701 

. 207  E.  Dickson,  Fayetteville  72701 

-675  Lollar  Lane,  Fayetteville  72701 

- P.  O.  Box  1147,  Fayetteville  72701  (Res.) 

-1215  S.  Thompson.  Springdale  72764 

-660  Lollar  Lane.  Fayetteville  72701 

---P.  O.  Box  4007,  Fayetteville  72701 

...1673  N.  College,  Fayetteville  72701 

.740  Lollar  Lane,  Fayetteville  72701 

-.102  W.  Dickson.  Fayetteville  72701 

-Student  Health  Services.  U of  A,  Fayetteville  72701 

946  California,  Fayetteville  72701 

P.  O.  Box  689,  Springdale  72764 

. P.  O.  Box  689,  Springdale  72764 

- P.  O.  Box  689,  Springdale  72764 

-675  Lollar  Lane.  Fayetteville  72701 

-.P.  O.  Box  1108,  Fayetteville  72701 

...Route  3,  Box  253,  Springdale  72764 

. 41  Kingshlghway,  Eureka  Springs  72632 

-.617  W.  Dickson,  Fayetteville  72701 

.2100  Green  Acres  Rd.,  Fayetteville  72701 

...P.  O.  Box  730,  Fayetteville  72701 

-.1925  Green  Acres.  Fayetteville  72701 

-.675  Lollar  Lane.  Fayetteville  72701  

...207  E.  Dickson.  Fayetteville  72701 

-241  W.  Spring,  Fayetteville  72701 

909  Hall  Ave.,  Fayetteville  72701  (Res.) 

-Evelyn  Hills  Shopping  Ctr..  Fayetteville  72701 

...207  E.  Dickson,  Fayetteville  72701 

-P.  O.  Box  1267,  Fayetteville  72701 

P.  O.  Box  1267,  Fayetteville  72701  

. P.  O.  Box  1767,  Fayetteville  72701  

.675  Lollar  Lane,  Fayetteville  72701 

...1665  N.  College,  Fayetteville  72701 

. 304  S.  Maxwell,  Slloam.  Springs  72761 

...304  S.  Maxwell,  Slloam  Springs  72761 

. 2100  Green  Acres  Rd.,  Fayetteville  72701 

P.  O.  Box  1185,  Fayetteville  72701 

...1673  N.  College,  Fayetteville  72701 

...VA  Hospital,  Fayetteville  72701 

...Student  Health  Service.  U of  A,  Fayetteville  72701. 

...1673  N.  College,  Fayetteville  72701 

.1673  N.  College,  Fayetteville  72701 

. 2100  Green  Acres  Rd.,  Fayetteville  72701 

.207  E.  Dickson,  Fayetteville  72701 

...356  N.  Washington,  Fayetteville  72701  (Res.) 

Route  6,  Box  273,  Rogers  72756  (Res.) 

...740  Lollar  Lane,  Fayetteville  72701 

-.2100  Green  Acres  Rd.,  Fayetteville  72701 

-.207  E.  Dickson.  Fayetteville  72701 

675  Lollar  Lane,  Fayetfevllle  72701 - 

...1673  N.  College,  Fayetteville  72701 

304  S.  Maxwell,  Slloam  Springs  72761 

...Quandt  and  Young  Sts.,  Springdale  72764 

1749  N.  College,  Fayetteville  72701 

. P.  O.  Box  1065,  Fayetteville  72701 

...102  W.  Dickson.  Fayetteville  72701 

- 803  Quandt,  Spi-ingdale  72764 

-P.  O.  Box  1286,  Fayetteville  72701 

-P.  O.  Box  817,  Fayetteville  72701  

...675  Lollar  Lane,  Fayetteville  72701 

...700  S.  Young  St.,  Springdale  72764 

...241  W.  Spring,  Fayetteville  72701 

..  Champaign,  Illinois 

...241  W.  Spring,  Fayetteville  72701 - 

.1409  Camino  Real,  Springdale  72764 

- .220  Meadow  Ave.,  Springdale  72764  

. 304  S.  Maxwell,  Slloam  Springs  72761 

Evelyn  Hills  Shopping  Ctr.,  Fayetteville  72701 

...1617  N.  College,  Fayetteville  72701 

41  Kingshlghway.  Eureka  Springs  72632 

...740  Lollar  Lane.  Fayetteville  72701 

908  Rolling  Hills,  Fayetteville  72701 

...233  Oakwood,  Fayetteville  72701  (Res.) 

. P.  O.  Box  1343,  Fayetteville  72701 

...P.  O.  Box  65,  Springdale  72764 

P.  O.  Box  65,  Springdale  72764  

....9600  W.  12th,  Little  Rock  72205 

. P.  O.  Box  E Huntsville  72740  

...41  Kingshlghway.  Eureka  Springs  72632 

...304  S.  Maxwell,  Slloam  Springs  72761 

.1300  Zion  Rd.,  Fayetteville  72701 

...P.  O.  Box  126,  Beaver  72613  (Res.) 

...22  E.  Spring,  Fayetteville  72701 


...745-21 1 1 
..884-3399 
...745-2412 
...884-3939 
...447-271 1 


521-3300 

443-3413 

751-4637 

846-2155 

521-8260 

738-2115 

751-571 1 

824-3203 

521-8980 

666-5977 

521-8980 

666-0181 

521-8260 

443-3471 

521-8200 

442-7563 

756-0610 

521-3050 

521-5903 

521-2752 

521-4433 

521-1238 

575-4451 

443-3387 

756-6161 

756-6161 

756-6161 

521-8200 

521-1221 

751-0492 

253-9746 

443-3491 

521-3363 

443-5291 

443-3413 

521-8200 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti , 
convulsant  medication;  abrupt  withdrawa' 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
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According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Treatment  of  Evolving  Strokes 

R.  Lewis  Crow,  M.D.* 


T.e  majority  of  cerebrovascular  accidents 
are  due  to  arteriosclerotic  occltisions  in  the  intra- 
cranial cerebral  circulation.  A lesser  number, 
variously  estimated  at  between  15  and  40  per- 
cent, occur  because  of  an  occlusion  of  an  extra- 
cranial cerebral  vessel.  Most  CVA’s  evolve  over 
a brief  period  and  will  be  completed  by  the  time 
the  patient  is  seen  by  a physician.  The  treat- 
ment in  these  patients  is  medical,  regardless  of 
the  site  of  occlusion  causing  the  stroke.  In  a 
smaller  {>ercentage  of  patients,  however,  the 
cerebrovascular  accident  will  evolve  much  slow- 
er. The  progressive  lateralizing  neurologic  de- 
terioration will  occur  over  a period  of  hours  or 
even  days  before  the  stroke  is  completed.  Al- 
though the  incidence  has  not  been  accurately 
determined,  it  is  proljaljle  that  in  over  50  per- 
cent of  these  patients  the  offending  athero- 
sclerotic process  is  located  in  the  extracranial 
portion  of  the  arteries  supplying  the  brain, 
and  is  therefore  correctable.  The  purpose  of 
this  publication  is  to  review  the  indications  for 
early  surgical  treatment  in  progressive  strokes, 
and  to  show  that  this  form  of  treatment  has  had 
beneficial  results  in  our  small  series  of  patients. 

rite  majority  of  patients  with  cerebrovascular 
insufficiency  that  are  referred  for  evaluation 
have  some  form  of  transient  ischemic  episodes. 
These  range  from  intermittent  dizziness  to  in- 
termittent numbness  and  disuse  of  extremities. 
\hsual  and  speech  symptoms  may  also  occur. 
\Vhen  a nonreferred  bruit  is  present  in  the  neck 
or  supraclavicidar  area,  these  patients  are  candi- 
dates for  arteriography  to  determine  whether  or 
not  a high  grade  stenosis  is  present  in  the  carotid 
or  verteljral  arteries.  The  patients  who  were 
surgically  treated  for  progressive  strokes  all  gave 
a history  of  transient  ischemic  attacks,  and  all 

•.Suite  600,  Medical  Towers  Building,  9601  Lile  Drive,  Little 
Rock,  .'Arkansas  72205. 


had  bruits  over  the  carotid  bifurcation  area  in 
the  neck. 

In  the  elective  patient  the  evaluation  arterio- 
grams and  the  corrective  surgery  both  carry  a low 
risk.  I have  performed  bilateral  carotid  or  four 
vessel  arteriograms  in  over  300  patients.  There 
have  been  no  deaths  or  significant  complications. 
The  direct  artery  j>uncture  method  has  been 
used,  and  all  were  done  under  general  anes- 
thesia. A total  of  96  separate  operative  pro- 
cedures were  required.  There  was  one  death, 
and  it  occurred  10  days  postojreratively  from  a 
myocardial  infarction.  There  have  been  no 
permanent  postoperative  neurologic  deficits  en- 
countered in  this  elective  group. 

In  patients  with  progressing  cerebrovascular 
accitlents  the  potential  risk  of  arteriograjrhy  is 
certainly  greater  because  of  the  natural  cour.se  of 
the  disease.  I’his  is  especially  true  if  the  symp- 
toms are  due  to  a cerebral  vessel  occlusion.  The 
course  of  the  di.sease  will  not  be  appreciably 
altered  by  a properly  performetl  arteriogram, 
and  the  patient’s  neurologic  status  may  well  con- 
tinue its  deterioration  during  the  study.  Thus 
far  in  my  experience,  however,  this  has  not  oc- 
curred. Each  of  the  patients  who  presented  with 
a progressive  stroke,  and  who  were  susjrected  of 
liaving  an  extracranial  lesion  l)y  virtue  of  a 
carotid  Ijiuit,  were  proven  arteriographically  to 
have  an  extremely  high  grade  occlusion  of  the 
proximal  .segment  of  the  internal  carotid  artery. 
The  patient  was  then  taken  directly  to  surgery, 
the  operating  room  having  been  prepared  while 
tlie  arteriogram  was  being  performed. 

Six  patients  were  surgically  treated  for  pro- 
gressive strokes  between  August  1970  and  July 
1973.  The  shortest  length  of  follow-up  is  28 
months.  I have  not  had  an  occasion  to  o]>erate 
on  an  evolving  stroke  since  that  time,  so  these 
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six  patients  represent  my  personal  experience  in 
the  surgical  treatment  of  this  disease  process. 
Several  patients  are  sketchily  presented  as  they 
are  clinically  fairly  typical  of  the  progressive 
stroke,  aird  each  presented  a slightly  different 
facet  of  tire  disease  from  a technical  standpoint. 

1.  E.  A.  is  a 68-year-old  white  male.  In  Au- 
gust 1970,  he  developed  pi'ogressive  weakness 
of  his  right  arm,  mental  confusion,  and  an  in- 
complete aphasia.  Intermittent  dizziness  had 
occurred  several  days  prior  to  onset.  A left 
carotid  bruit  was  present.  Intravenous  Papav- 
erine did  not  alter  the  slowdy  progressive  course 
of  his  neurologic  deterioratioir.  Approximately 
24  hours  after  onset  of  syrrrptorns,  bilateral  ca- 
rotid arteriograms  were  jaei  fonned.  A complete 
occlusion  of  the  left  internal  carotid  artery,  atrd 
a high  grade  stenosis  of  the  external  carotid  was 
present.  Extensive  collateral  circulatiotr  from 
the  external  carotid  was  preserrt  around  the 
orbit.  The  intracranial  portion  of  the  internal 
carotid  was  being  filled  from  this  collateral  net- 
work by  retrogiade  flow  through  the  ophthalmic 
artery.  The  right  carotid  injection  showed  a 
mildly  diseased  carotid,  btit  more  importantly 
that  there  was  no  cross  filling  intracranially 
through  the  Circle  of  Willis.  Clinically  and 
radiographically  the  left  cerebral  hemisphere 
was  dependent  on  flow  through  the  severely 
stenosed  left  external  carotid.  Entlarterectomy 
and  patch  angioplasty  on  the  distal  common 
and  proximal  external  carotid  arteries  restored 
normal  flow  to  this  collateral  network.  Post- 
operatively  there  was  complete  return  of  func- 
tion to  the  right  arm,  speech  was  normal,  and 
mental  confusion  cleared,  d'hree  weeks  later  he 
returned  to  w'ork.  There  has  been  no  recurrence 
of  cerebrovascular  symptoms  during  the  five 
year  follow-up  period. 

2.  H.  M.  is  a 69-year-old  white  male.  Sudden 
onset  of  numbness  and  disuse  of  the  right  arm 
and  leg  occurred  in  DecemlDer  1971.  Slurring 
of  speech  was  an  associated  .symjttom.  Inter- 
mittent dizziness  liad  been  present  for  several 
months,  but  had  iteen  attributed  to  high  blood 
jtressure.  The  symptoms,  which  were  mild  at 
onset,  progressed  during  the  next  three  hours. 
When  examined  in  the  office  he  could  walk  only 
with  assistance  and  w’as  dragging  his  right  leg. 
He  could  move  his  right  arm,  but  not  well 
enough  to  shake  hands.  Sensation  in  the  hand 


was  present  but  markedly  decreased.  A bruit 
w;ts  present  over  the  left  carotid  artery.  The 
patient  was  taken  directly  to  the  operating  suite 
w'here  he  received  intravenous  Papaverine  while 
an  operating  room  was  prepared.  No  improve- 
ment in  his  neurologic  status  had  occurred  when 
taken  into  the  operating  room.  After  institu- 
tion of  general  endotracheal  anesthesia,  a left 
carotid  arteriogram  was  done.  The  study  re- 
vealed the  almost  complete  occlusion  of  the 
proximal  left  internal  carotid  artery.  Endar- 
terectomy and  patch  angioplasty  of  the  athero- 
sclerotic segment  of  distal  common  and  proximal 
internal  carotid  restored  normal  cerebral  blood 
flow.  At  completion  of  surgery  the  neurologic 
deficit  had  cleared  completely.  Prior  to  dis- 
charge, arteriograms  w^ere  done  to  determine  the 
patency  of  the  other  three  extracranial  cerebral 
vessels,  and  they  were  without  significant  ste- 
notic lesions.  He  returned  to  his  farming  and 
has  had  no  recunence  of  cerebrovascular  symp- 
toms during  the  four  years  since  surgery. 

3.  Mrs.  C.  R.  is  an  80-year-old  physician’s 
mother  who  was  hospitalized  in  July  1972. 
I’ransient  episodes  of  numbness  of  the  right 
arm  and  hand  had  been  present  for  eight 
months.  Intermittent  dizziness  was  also  a symp- 
tom. Oral  vasodialators  had  decreased  the  fre- 
tpiency  of  the  episodes.  On  the  day  of  ad- 
mission a similar  episode  occurred  involving 
numbness  of  the  right  arm  and  hand.  Instead 
of  lasting  only  a few  minutes,  the  numbness  and 
disuse  grew  progiessively  more  severe.  When 
admitted,  approximately  three  hours  after  onset, 
diminished  motor  and  sensory  function  was  pres- 
ent in  the  involved  rigiit  arm  and  leg.  She 
was  unaljle  to  stand  or  use  her  liand.  Some  arm 
and  finger  motion  was  present,  however.  A high 
pitched  bruit  over  the  left  carotid  and  a softer 
right  carotid  bruit  were  present.  Bilateral  ca- 
rotid arteriograms  were  immediately  performed 
while  the  operating  room  was  Ijeing  set  up.  A 
high  grade  stenosis  of  the  proximal  left  internal 
carotid  was  present.  She  was  taken  directly  to 
surgery.  A linear  arteriotomy  in  the  distal  com- 
mon and  proximal  internal  carotid  artery  was 
made.  It  was  then  obvious  that  in  addition  to 
the  high  grade  athromatous  obstruction  there 
was  idceration  of  the  platjue  with  localized 
thrombus  formation.  The  organized  thrombus 
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appeared  to  lie  totally  occ hiding  the  vessel  lu- 
men. I here  was  no  distal  extension  of  the 
thrombus  and  it  appeareil  to  l)e  intact.  Follow- 
ing endarterectomy  and  patch  angio|>lasty  the 
sypmptoms  and  neurologic  liudings  cleared  com- 
pletely. One  and  a hall  years  later  1 re.sected 
an  alxlominal  aortic  aneurysm  which  had  be- 
come tender  and  was  causing  back  pain.  At  the 
pre.sent  time  she  has  occasional  e]>isocles  ol 
orthostatic  di/ziness  which  are  not  .severe.  She 
is  otherwise  doing  very  well  and  is  reasonably 
act  ice  lor  her  age. 

I’he  other  three  patients  with  evolving  strokes 
had  clinical  presentations  similar  to  the  three 
described  above.  In  each  case  the  progressive 
stroke  was  abated  by  emergency  arteriograms 
and  surgical  restoration  ol  cerebral  How.  Com- 
plete return  ol  lunction  and  absence  ol  recur- 
rent symptoms  has  been  present.  The  last  pa- 
tient to  be  brielly  presented  was  operated  on 
lor  an  acute  but  completed  stroke. 

It  is  now'  w'ell  recognized  that  revasculariza- 
tion procedures  are  contraindicated  in  the  re- 
cently completed  stroke.  Some  ellort  w'as  made 
ten  years  ago  in  Houston  to  clean  out  these  com- 
pletely occluded  vessels  when  the  occlusion  was 
recent.  Hemonhage  into  the  inlarcted  area 
occurred  lollow'ing  restoration  ol  normal  intra- 
cranial blood  Ilow'  with  rapid  deterioration  ol 
the  patient  in  many  cases.  For  this  reason  it  has 
become  well  established  that  the  completed 
stroke  is  a medical  problem  rather  than  a sur- 
gical one.  Every  rule  has  its  exceptions,  how'- 
ever,  and  the  lollowdng  patient  is  presented  as 
such  an  exception  to  good  medical  management. 

4.  }.  H.  is  a 73-year-old  w'hite  male.  Hospital- 
ization due  to  .severe  aorto-iliac  occlusive  dis- 
ease was  in  August  1970.  History  revealed  epi- 
sodes ol  cereltrovascular  insulliciency  which  con- 
sisted ol  dizziness  and  numljne,ss  ol  his  right 
arm.  An  elective  lundjar  aortogram  and  bi- 
lateral carotid  arteriograms  were  perlormetl.  In 
addition  to  distal  aortic  occlusion,  the  studies 
show'ed  an  extremely  high  grade  stenosis  ol  the 
proximal  lelt  internal  carotid  artery.  4 he  right 
carotid  w'a.s  relatively  normal,  and  there  was 
no  cross  lilling  intracranially.  The  study  took 
approximately  thirty  minutes  and  w'as  com- 
pleted by  10; 00  a.m.  Carotid  endarterectomy 
was  .scheduled  lor  the  lollow'ing  day.  At  8:00 


p.m.  titat  evening  a stroke  occurred,  and  w'ithin 
minutes  a right  hemiplegia  and  complete  apha- 
gia  was  present.  He  was  taken  to  surgery  as 
soon  as  an  operating  room  cotdil  be  prepared. 
4 he  extremely  tight  stenosis  over  a tw'o  cm. 
segment  ol  jjroximal  internal  carotid  was  jxes- 
ent  as  visualized  on  the  arteriogram.  .Above 
this  area  was  Iresh  thrombus  w'hich  extended 
cephalad.  Fhe  thrombus  was  removed  and  back 
l)leeding  established.  Endarterectomy  and  patch 
angioplasty  were  perlormed.  Fhe  site  ol  needle 
puncture  ol  the  common  carotid  lor  the  arterio- 
gram w'as  carelully  inspected  and  was  normal. 
Fhere  had  been  no  intimal  damage  or  disection. 
4’he  stroke,  therelore,  w'as  a result  ol  his  athro- 
sclerotic  occlusion  and  not  a result  ol  the 
arteriogram.  Postoperatively  he  was  much  im- 
proved, but  definite  residual  was  present.  By 
the  time  ol  discharge  he  could  walk  without 
help  and  could  use  his  right  hand  w'ell  enough 
to  eat.  At  the  pre.sent  time  he  continues  to 
have  mild  dilliculty  w'ith  the  right  arm  and  leg, 
and  still  slurs  his  w'ords  noticealtly. 

Obviously,  at  the  onset  of  a stroke,  no  one 
can  predict  the  eventual  outcome.  Because  ol 
the  great  frecjuency  ol  multiple  lesions,  and  be- 
cause ol  w'ide  anatomical  variations  in  collateral 
blood  How,  patients  show  greater  or  lesser  neuro- 
logic delicits  with  similar  vessel  occlusions.  It 
has  been  my  experience,  how'ever,  that  once  a 
neurologic  deficit  occurs  and  progre.sses,  it  is  a 
rare  patient  that  is  discharged  w'ithout  signifi- 
cant residual.  I feel,  therefore,  that  w'hen  a 
patient  is  seen  with  an  evolving  or  progressing 
stroke,  the  physical  examination  should  include 
auscultation  lor  a bruit  over  tlie  carotid  artery. 
When  these  criteria  are  present  the  possibility 
of  the  occlusive  process  being  in  the  extracranial 
portion  of  the  carotid  artery  is  high.  .Arterio- 
grams should  be  done  immediately  to  rule  in 
or  out  a correctable  lesion. 

I have  Iiad  .several  patients  referred  to  me 
W'ith  a diagnosis  of  prolonged  transient  ischemic 
attack  tliat  completed  their  stroke  jaior  to  ar- 
rival. In  these  patients  there  is  no  indication 
lor  atlding  the  risk  of  arteriography  since  they 
arc  not  surgical  candidates.  1 liave  also  seen 
tw'o  or  three  patients  w'ith  progressing  cerebro- 
vascular accidents  that,  for  one  rea.son  or  an- 
other,  we  treated  with  intravenous  Papaverine 
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and  steriods.  I have  been  most  unimpressed  with 
this  form  of  treatment  in  the  evolving  stroke. 
Completion  of  the  stroke  occurred  in  each  case. 

Since  this  review  was  completed,  I have 
operated  on  one  additional  patient  with  an 
evolving  stroke.  He  also  fits  the  criteria  of  a 
progre.ssive  neurological  deficit  and  a coratid 
bruit.  An  added  feature  was  a completely  oc- 
cluded right  common  carotid  artery  which  had 
causetl  a stroke  three  years  before.  Arteriograms, 
followed  immediately  by  carotid  endarterectomy, 
reversed  the  neurological  deficit.  By  the  time  of 
discharge  four  days  later,  he  had  completely 
regained  normal  function  of  the  right  arm  and 


hand. 

Although  this  series  is  small,  I feel  quite 
sure  that  the  patients  benefitted  dramatically 
from  the  emergency  procedure.  That  all  six  of 
the  patients  operated  on  for  evolving  strokes 
completely  recovered  and  have  remained  free  of 
significant  cerebrovascular  symptoms  is  a defi- 
nite improvement  over  the  probable  natural 
course  of  their  illness.  They  are  certainly  not 
cured  of  their  athrosclerotic  diathesis.  From  a 
palliative  standpoint,  however,  the  segmental 
occlusive  lesion  was  removed,  and  normal  blood 
flow  established  to  the  ischemic  area  with  return 
of  normal  function. 
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J have  been  interested  in  tlie  problems  of 
rural  bealtb  for  twenty-nine  years,  d'bis  in- 
terest began  first  as  a general  practitioner  in 
the  rural  community  of  Mountain  Home  in  the 
foothills  of  the  Ozark  Mountains  in  northern 
Arkansas.  It  developed  when  I became  chair- 
man of  the  Committee  on  Rural  Health  of  the 
.Arkansas  Medical  Society  and  became  more  re- 
fined when  I became  a member  of  the  Council 
on  Rural  Health  of  the  .American  Afedical  As- 
sociation. From  the  beginning,  the  same  (]ues- 
tion  was  asked  me  over  and  over  again,  “How 
do  we  get  doctors  to  practice  in  small  towns?” 
In  fact,  this  cpiestion  is  still  number  one  on  the 
minds  of  community  leaders,  interested  citizens, 
prospective  patients  and  the  medical  profession. 

It  has  become  so  important  a cpiestion  that  it 
is  number  one  in  the  minds  of  the  legislators 
of  our  country,  local,  state  and  national.  Every- 
where you  hear  possible  solutions.  Manufacture 
more  doctors.  Redistribute  the  doctors  we  al- 
ready have.  Develop  other  types  of  health  care 
professionals.  These  are  all  good  suggestions, 
but  they  do  not  meet  with  approval  everywhere. 
Also,  they  will  take  time  to  develop.  There  is 
a great  need  right  now'.  Our  older  physicians 
are  retiring  or  expiring.  Malpractice  insurance 
problems  are  inaeasing  the  attrition  rate.  .An- 
ticipation of  some  form  of  National  Health  In- 
surance is  causing  many  of  us  to  throw  up  our 
hands  in  expression  of  the  futility  of  it  all.  We 
know  that  something  must  be  done.  The  cpies- 
tions  are  what  and  how? 

Arkansas  has  long  known  that  the  physicians 
most  likely  to  practice  in  rural  communities  are 
the  general  practitioners.  Actually  .Arkansas’ 
general  practitioner  rate  is  higher  than  in  most 
states.  Dr.  I’homas  A.  Bruce,  the  new  Dean  of 
the  University  of  Arkansas  School  of  Medicine, 
has  compiled  some  interesting  information.  Ar- 
kansas is  admitting  120  new  medical  students. 
In  two  years  the  Freshman  class  will  hold  170 
students  annually.  Contrary  to  popular  belief, 
pre-med  students  with  C averages  become  super 
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specialists;  those  with  A averages  become  family 
doctors.  We’ve  got  a lot  of  smart  family  doctors. 
We  have  210  residents  this  year,  l lie  number 
is  increasing  annually.  Teaching  and  clinical 
facilities  are  strained.  We  have  become  very 
selective.  The  lowest  grade  point  average  for 
admission  this  ye;ir  is  3.5  out  of  a possible  4.0. 

The  .Arkansas  State  Legislature  enacted  a pro- 
gram in  1919  for  the  expressed  purpose  of  in- 
creasing the  numlier  of  physicians  practicing  in 
rural  communities  in  the  State.  This  was  to  be 
accomplished  by  providing  educational  assist- 
ance to  medical  students  in  need  of  financial 
aid  to  complete  their  program  of  study  and  who 
have  expressed  an  interest  in  practicing  medicine 
in  a rural  community.  The  act  was  amended  in 
1971  to  extend  and  strengthen  the  provisions 
of  the  program  for  the  purpose  of  assisting 
greater  numbers  of  students. 

Although  I was  aware  of  the  progiam  for 
many  years,  I did  not  learn  about  its  actual 
operation  until  this  fiscal  year.  The  act  desig- 
nated a Board  composed  of  the  Dean  of  the 
School  of  Medicine  as  Chairman;  the  Ahee-Presi- 
clent  for  Health  Sciences;  one  representative  of 
the  School  of  Medicine  named  by  the  Dean;  the 
President  of  the  Arkansas  Aledical  Society  as 
Vice-Chairman;  and  two  physicians  named  by 
him.  As  President  of  the  Society  this  year,  I 
found  that  our  responsibility  included  the  de- 
termining the  eligibility  of  applicants;  naming 
the  recipients  of  such  a.ssistance;  setting  the 
amounts  of  loans  and  generally  taking  adminis- 
trative responsibility. 

The  program  had  a slow  start  as  many  legisla- 
tive programs  do.  I'here  were  no  funds  alloted 
until  1956.  In  1953-54  the  University  of  Ar- 
kansas Aledical  Center  assisted  six  students  from 
its  direct  operating  fund.  For  the  period  1957 
through  1969  sums  varying  from  $2,600  per  year 
to  $3,500  were  made  available  to  assist  students. 
It  was  not  until  the  spring  of  1971  when  the 
Act  was  amended  to  strengthen  the  provisions 
of  the  program  that  funds  were  made  available 
in  an  amount  to  sustain  interest  in  rural  practice 
to  develop  the  full  jxitential  of  the  Arkansas 
Rural  Aledical  Practice  Student  Loan  and 
Scholarship  Program. 
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Eligibility  rec|uirements  are  simple.  Any  resi- 
dent of  Arkansas  who  has  been  accepted  to  or 
enrolled  in  the  University  of  Arkansas  School 
of  Medicine  in  a program  leading  to  the  degree 
Doctor  of  Metlicine;  who  is  of  good  moral  char- 
acter; in  good  standing  in  the  school;  in  need  of 
financial  assistance  to  complete  his  program 
of  study;  and  intends  to  practice  medicine  in  a 
rural  community  in  Arkansas  of  a population 
less  than  5,000  is  eligible  to  receive  assistance. 

From  September  1953  through  July  1954,  one 
hundred  and  forty-six  students  have  been  as- 
sisted by  this  program.  Until  1971  no  more 
than  nine  students  were  assisted  in  any  year. 
From  that  time,  twenty-eight  received  help  in 
1972;  thirty-six  in  1973;  and  sixty-one  in  1974. 
Cfraduates  are  committed  to  serve  in  a rural 
community  for  one  year  for  eacli  year  of  the 
loan.  If  accomplished,  the  loan  is  forgiven.  If 
this  is  not  accomplished,  the  loan  is  repayable 
at  the  cunent  rate  of  interest.  Approximately 
$252,000  is  required  annnally  to  maintain  the 
current  level  of  interests.  Some  sixty  students 
each  year  will  request  assistance  at  an  average 
loan  of  $4,200.00. 

Of  the  total  of  one  hundred  seventy-five  bor- 
rowers, seventy-nine  are  in  active  practice,  d lie 
rest  are  recent  graduates  who  are  in  internship 
or  residency  programs  or  are  meeting  military 
obligations.  Of  the  seventy-nine,  sixty-six  are 
practicing  in  the  State  and  thirteen  are  practic- 
ing in  other  states.  I hirty-fonr  are  practicing 
in  (|nalifying  Arkansas  rural  communities,  and 
forty-five  are  not.  Present  trends  would  indi- 
cate that  the  number  practicing  in  rural  com- 
mnnities  will  lie  larger  in  future  years,  d’he 
collection  rates  from  those  that  have  defaulted 
have  been  excellent. 

“it's  been  hard  to  even  locate  some  young 
doctors  to  talk  to,”  saitl  a businessman  from  a 
small  town  a few  days  ago,  as  he  came  by  the 
Medical  Center  on  a recruiting  trip.  This  was 
a cpiotation  from  a statement  made  by  Dean 
Bruce.  Out  of  this  discussion,  a plan  developed 
tliat  esablished  an  annual  Physician’s  Opjiortnn- 
ity  Fair.  Wednesday,  October  23rd,  1974,  was 
tlie  day  set  aside  for  representatives  from  the 
towns  in  Arkansas  that  were  seeking  doctors  to 
get  together  with  medical  students,  interns  and 
resident  physicians  who  were  looking  for  prac- 
tice opportunities.  Booth  spaces  and  tables  were 


set  up  for  community  representatives  who  dis- 
played photographs,  products,  slide  presenta- 
tions, movies  and  brochures.  Thirty-six  com- 
munities represented  by  mayors,  chamber  of 
commerce  officials,  sheriffs,  state  representatives 
and  senators,  hospital  and  clinic  administrators, 
physicians  and  just  plain  townfolks  gathered  in 
the  Student  Union  Building  and  talked  to  stu- 
dents and  residents  for  a whole  day.  Practically 
the  entire  Medical  Center  showed  up.  Even  the 
faculty  and  Deans  of  the  Schools  of  Medicine, 
Pharmacy  and  Nursing  were  present.  Coffee 
and  doughnuts  were  served  and  everyone  had  a 
marvelous  time.  The  Medical  School  made  no 
attempt  to  place  its  graduates.  Participants  were 
asked  not  to  discuss  financial  arrangements.  The 
puiqxise  of  the  Pair  was  simply  to  open  up 
avenues  for  dialogue  betw'een  the  interested 
parties. 

I’he  Fair  was  a htige  success.  It  served  to 
establish  rapport  between  community  leaders 
and  the  Medical  Center.  It  served  to  diminish 
the  ivory  tower  aspects  of  medical  education  by 
bringing  the  students  and  faculty  together  with 
the  citizens  of  the  .State  on  the  same  level.  Most 
of  the  people  pre.sent  realized  that  there  would 
be  no  immediate  influx  of  physicians  into  rural 
communities,  but  they  also  realized  that  they 
could  talk  and  plan  togethei'. 

The  Arkansas  Medical  Society  had  operated  a 
year-round  placement  service  for  years,  and  was 
represented  at  the  Fair,  but  the  contact  had 
never  before  been  this  close. 

I’o  introduce  the  purpose  of  the  Fair,  a short 
plenary  .se,sslon  was  held  in  the  Medical  Center 
anditorium.  The  place  was  packed.  The  Dean, 
the  Vice-President,  Dr.  |ames  L.  Dennis,  a med- 
ical stiulent’s  wife,  and  a staff  representative 
from  the  Arkansas  Medical  Society  spoke.  I also 
spoke,  repre.senting  both  the  Medical  Society 
as  its  president  and  the  Department  of  Family 
and  Community  Medicine  at  the  Medical 
Center.  My  topic  was,  “Why  I Chose  a Small 
Fown  and  Stayed  for  More  Than  28  Years.”  In 
the  talk,  I outlined  some  of  the  pitfalls  and 
many  of  the  benefits  of  small  community  prac- 
tice. It  was  the  consensus  of  those  cpieried  that 
this  should  be  an  annual  event;  and  it  will  be. 

The  University  of  Arkansas  Medical  Center 
is  striving  manfully  to  increase  health  man- 
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power,  particularly  in  the  rural  areas  ol  the 
State  of  Arkansas.  The  greatest  need  is  for 
atiditional  family  physicians  who  are  oriented 
towaril  establishing  their  practices  in  the  short- 
age areas.  Towards  this  end,  the  Area  Mealtli 
Etlucation  Cienters  Program  is  being  develo[)ed. 
Three  communities,  away  from  the  Mcxlical 
Center  have  established  AHFXi  programs.  Five 
more  are  plannetl.  Family  Practice  residencies 
will  begin  in  two  communities  this  year.  By 
utilizing  the  hospital  and  professional  resources 
of  tlie  several  AHFC  communities  as  they  are 
best  suited  for  training  purposes,  it  is  projected 
that  when  all  family  practice  residency  training 
programs  are  in  full  operation,  the  annual  grad- 
uates will  total  31.  I'he  University  program 
will  graduate  20  annually.  Together,  ,54  resi- 
dents will  be  going  into  Family  Practice  an- 
nually. Hopefullv,  they  will  be  .selecting  com- 
munities that  relate  to  the  rural  popidations 
of  the  .State. 

Basically,  the  AHFC  program  consists  of  an 
ambulatory  teaching  center  as  the  facility  pro- 
viding the  major  focus  and  orientation  toward 
primary  medical  care  for  a family  practice  resi- 
dency program.  This  is  really  a group  practice 
clinic  staffed  by  the  residents  and  facidty  of  the 
program.  Within  the  center,  each  resident  ac- 
cumulates a practice  of  patients  and  families 
for  whom  he  provides  senices  under  facidty 
supervision.  It  is  believed  that  upon  comple- 
tion of  the  program,  the  resident  will  tend  to 
remain  in  the  AHFC  area  and  start  his  jtrac- 
tice  there,  probably  in  association  with  other 
residents  in  tlie  program.  He  will  already  have 
a ready-made  following. 

Medical  students,  too,  will  have  the  opportun- 
ity of  utilizing  the  elective  periods  of  the  senior 
year  in  the  AHFC  program.  In  three  communi- 
ties this  is  already  taking  place.  It  is  safe  to 
assume  that  these  students  will  seek  residency 
programs  in  the  AHFCs.  Fach  AHFC  can 
handle  three  to  four  students  during  an  elective 
six-week  period.  The  AHFCs  include  residents 
in  certain  other  specialties  who  rotate  from  the 
Medical  Center,  thus  accomplishing  a better  dis- 
tribution of  physicians  throughout  the  .State. 
These  residents  will  become  better  actpiainted 


with  the  practicing  physicians  and  hospitals  en- 
couraging many  of  them  to  locate  away  from 
the  metropolitan  area. 

"The  Medical  Center  has  an  ongoing  Continu- 
ing Fducation  program  which  enables  consul- 
tants to  fly  to  all  areas  in  the  Stale,  to  confer 
with  the  practicing  physicians  and  to  furnish 
a certain  amount  of  teaching.  "This  .serves  to 
le.s.sen  the  feeling  of  isolation  that  has  existed 
in  the  rural  areas  in  the  past. 

All  of  these  programs  have  tended  to  en- 
courage physicians  to  practice  in  many  of  the 
small  communities  of  our  State.  .“Xi'kansas  is 
basically  a rural  state.  Little  Rock  is  the  only 
community  with  a population  of  more  than 
1 ()(),()()()  people.  Yet  the  State's  population  is 
approximately  2,000,000  people.  This  means 
that  there  are  a large  number  of  small  com- 
munities to  be  seiwed.  Providing  residency 
training  for  most  of  the  graduates  will  enable 
us  to  keep  most  of  the  physicians  in  the  .State. 
Providing  continuing  education  in  the  rural 
areas  will  make  them  feel  that  they  still  belong. 
Developing  primary  physicians,  chiefly  family 
jthysicians,  will  provide  the  people  of  the  State 
with  well  rouiuled,  comprehensive  care.  .\c- 
quaintance  with  the  resources  available  will 
make  it  jtossible  to  make  proper  referrals.  Fn- 
couraging  the  communities  to  upgrade  them- 
selves will  help  increase  the  attractiveness  of 
rural  practice.  Communication  between  com- 
munities and  future  physicians  will  form  the 
ftasis  for  future  matching. 

I coidd  go  on  for  some  lime  explaining  the 
things  we  arc  doing  and  trying  to  do.  I am 
sure  that  all  of  you  have  had  similar  experiences. 
We  recognize  that  the  problem  still  exists.  That 
is  why  we  are  Iiere.  We  must  not  give  up  trying. 
We  must  exjKmd  every  effort  to  get  pliysicians 
into  our  rural  communitie.s.  Caleb  Colton,  an 
Fnglish  clergyman  in  the  late  170()s  once  said, 
“That  which  we  accpiire  with  most  difficulty 
we  retain  the  longest;  as  those  who  have  earned 
a fortune  are  commonly  more  careful  of  it  than 
those  by  wdiom  it  may  have  lieen  inherited.”  We 
all  recognize  that  acquiring  physicians  in  small 
communities  is  difficult;  but  keeping  them; 
there  is  the  real  task. 
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Incidence 

T.e  problem  of  pulmonary  embolism  has 
long  l^een  recognized  but  only  in  recent  years 
has  the  high  incidence  in  orthopaedic  and 
trauma  patients  been  appreciated  and  attempts 
made  to  prevent  thromboembolic  disease.  The 
development  of  sensitive  research  techniques, 
such  as  venograms  and  ^-^iqipj-inogen,  have 
demonstrated  that  in  certain  categories  of  pa- 
tients deep  vein  thrombosis  and  pulmonary 
embolism  ai  e the  ride  rather  than  the  exception. 

The  following  table,  compiled  from  literature, 
illustrates  the  approximate  incidence  of  throm- 
boembolic disease  in  patients  with  pelvic  trauma 
or  surgical  procedures  on  the  hip  and  lower 


limbs.“'^’^’^’^ 

Deep  Vein  Thromliosis  30-60% 

(determined  by  fibrinogen  scans 
and/or  venogiams) 

Deep  Vein  Thrombosis  15-30% 

(detennined  by  clinical 
examination) 

Pulmonary  Embolism 10% 

Fatal  Pulmonary  Embolism  - 1-3% 


Of  special  importance  is  that  half  the  cases 
of  deep  vein  thrombosis  are  clinically  silent, 
and  since  individuals  who  exhibit  the  proper 
symptomatology  are  appropriately  treated,  it  is 
the  asymptomatic  patient  who  is  at  risk  for 
sudden  death.  Coventry^  found  a mortality  of 
3.4%  due  to  pulmonary  embolism  in  patients 
undergoing  total  hip  arthroplasty.  Yet  the  high- 
est incidence  of  pulmonary  embolism  in  ortho- 
paedic patients  occurs  in  those  with  hip  frac- 
tures. In  spite  of  these  statistics  a recent  survey 
demonstrated  that  about  half  of  orthopaedic 
surgeons  do  not  routinely  use  antithrombotic 
agents  for  patients  undergoing  elective  or  emer- 
gency hip  surgery.^- 

•Resident,  Department  of  Orthopaedic  Surgery,  University  of 
Arkansas  College  of  Medicine,  Little  Rock,  Arkansas. 

“Presented  in  part  at  the  Fall  Meeting  of  the  Arkansas  Ortho- 
paedic Society,  Hot  Springs,  Arkansas,  November  2,  1974. 


Prophylaxis 

Clearly,  a mortality  rate  which  may  approach 
four  percent  is  less  than  desirable  for  any 
elective  surgical  procedure.  This  has  stimulated 
a multitude  of  investigations  on  pulmonary 
embolism  prophylaxis.  Unfortunately,  many  of 
these  studies  have  been  contradictory  and  no 
firm  conclusions  have  been  reached,  particularly 
regarding  the  use  of  the  newer  agents  such  as 
dextran  and  aspirin. 

Salzmanio  studied  patients  undergoing  mold 
arthroplasty  of  the  hip  and  found  a two-thirds 
decrease  in  the  thromboembolism  rate  with 
warfarin,  dextran,  or  aspirin  as  compared  to  the 
untreated  controls,  without  an  increase  in  bleed- 
ing complications.  Mendes®  likewise  found  a 
significant  prophylactic  effect  with  warfarin  and 
dextran  in  patients  undergoing  total  hip  re- 
placement, but  he  also  noted  an  increased  rate 
of  bleeding  complications  with  warfarin. 
Others-’'"*’’  as  well,  found  warfarin  or  dextran 
to  be  of  benefit  in  protecting  patients  from 
thromboembolic  disease. 

The  opposite  conclusion  has  been  reached  by 
some  investigators^’ who  have  detected  no  sig- 
nificant difference  with  the  use  of  these  agents. 
But  one  factor,  which  could  influence  the  results 
is  whether  the  prophylactic  agent  was  given  pre- 
or  postoperatively.  Flanc,**  using  ^^^I-labeled  fi- 
brinogen, demonstrated  deep  vein  thrombosis  de- 
veloping soon  after  surgery  in  35%  of  patients 
undergoing  various  general  surgical  procedures. 
Indeed,  in  half  it  occurred  in  the  operating 
room. 

d’he  most  definitive  study  to  date  comparing 
the  effects  of  various  antithrombotic  agents  is 
liy  Hanis,  Salzman,  and  associates"  who  found 
no  significant  difference  between  the  effects  of 
warfarin,  dextran,  and  aspirin  on  the  number 
of  patients  who  developed  fresh  thrombi  after 
total  hip  replacement.  Flowever,  warfarin  and 
dextran  were  superior  to  aspirin  in  reducing 
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the  mimher  of  thrombi  formed.  Warfarin,  tlex- 
traii  and  aspirin  were  superior  to  heparin  in 
preventing  thrombi.  Fewer  lileeding  complica- 
tions occurred  with  aspirin  than  witli  warfarin. 
The  use  of  snlicntaneons  he|)arin  was  discon- 
tinued because  of  a high  rate  of  deep  vein 
thrombosis  when  given  every  twelve  honrs  and 
frequent  bleeding  complications  when  the  fre- 
quency of  administration  was  decieased  to  every 
eight  honrs. 

Prophylaxis 

The  agents  useful  in  prophylaxis  fall  into 
two  categories:  the  anticoagulants,  i.e.  heparin 
and  warfarin,  and  the  antiplatelet  agents  such  as 
dextran  and  aspirin. 

Heparin: 

There  is  general  agreement  that  heparin  is 
the  drug  of  choice  for  treatment  of  acute  pulmo- 
nary embolism.  Since  heparin  can  increase  bleed- 
ing in  acutely  traumatized  or  postoperative  pa- 
tients, its  use  has  been  limited  in  this  regard. 
Several  studies  have  been  performed  using  low 
dose  subcutaneous  heparin  (e.g.  5000  units  every 
eight  to  twelve  hours)  but  there  is  a lack  of 
conlnsive  evidence  that  it  is  an  effective  prophy- 
lactic agent. 

Warfarin  (Coumadin): 

It  is  now  widely  accepted  that  oral  anticoagu- 
lants are  effective  in  preventing  pulmonary  em- 
bolism if  given  in  adequate  dosage  (i.e.  sufficient 
to  maintain  prothrombin  time  two  to  two  and 
one-half  times  normal).  Serious  bleeding  compli- 
cations have  followed  the  use  of  warfarin,  and 
paralleling  this,  there  has  been  an  increased 
wound  infection  rate  resulting  from  wound 
hematomas.  Additionally,  warfarin  is  difficult 
to  manage  and  frequent  blood  tests  are  required 
to  assess  the  degree  of  anticoagulation.  Some 
investigators  have  reported  no  associated  in- 
crease in  bleeding  complications  possibly  reflect- 
ing strict  attention  to  the  level  of  anticoagula- 
tion. The  difficulty  in  managing  a warfarinized 
patient  may  explain  why  the  entire  subject  of 
pulmonai-y  embolism  prophylaxis  has  met  with 
a lack  of  enthusiasm  in  the  United  States. 
Dextran: 

This  drug  is  a glucose  polymer  produced  by 
bacterial  action.  It  is  currently  availalile  in 
preparations  having  average  molecular  weights 
of  40,000  and  70,000.  Dextran-40  (Rheomac- 
rodex)  is  a “low  molecular  weight”  dextran 


preparation.  It  has  been  demonstrated  that 
there  is  not  a significant  difference  in  anti- 
thrombotic  jnoperties  between  the  two  prepara- 
tions, but  dextran-70  has  been  associated  with 
more  instances  of  anaphylaxis  and  pulmonary 
edema,  lioth  types  of  dextran  can  infrequently 
cause  renal  failure,  usually  in  a dehydrated  or 
azotemic  patient.  Seventy  percent  of  dextran-40 
is  excreted  within  24  hours  of  infusion  so  the 
effect  is  of  a cumulative  nature. ^ Because  of  the 
osmotic  effect,  the  plasma  volume  is  initially 
expanded  by  one  to  two  times  the  volume  of 
dextran-40  infused  which  may  produce  con- 
gestive heart  failure  in  a borderline  comj>ensated 
patient.  The  hematocrit  seldom  falls  more  than 
five  percent  for  a 500  ml.  infusion.  The  mecha- 
nism of  action  is  not  fully  understood,  but 
dextran  is  said  to  coat  endothelial  walls  and 
eiTthrocyte  membranes,  decease  platelet  ad- 
hesiveness, and  improve  microcapillary  flotv. 
Postoperative  patients  have  transient  increases 
in  platelet  adhesiveness  and  fibrinogen  level,  but 
dextran-treated  individuals  have  a decrease  in 
these  values.-  The  disadvantages  of  dextran  are 
its  relative  expense  and  the  necessity  for  intra- 
venous administration.  Dextran  potentiates  the 
effect  of  anticoagulants  and  should  probably 
not  be  used  with  them. 

Aspirin: 

This  agent  presumably  functions  by  inhibiting 
platelet  aggregation.  The  dosage  has  not  yet 
been  standardized  but  ten  grains  given  two  to 
four  times  a day  has  been  employed. 

Physical  Measures: 

d’he  standard  physical  measures  to  prevent 
deep  vein  thrombosis  should  not  be  neglected 
despite  itse  of  an  antithrombotic  drug.  Elevation 
of  the  lower  limbs,  use  of  elastic  surgical  sup 
port  stockings,  calf  pumping  exercises,  and  early 
ambulation  are  relatively  simple,  without  side 
effects,  and  effective.  In  one  group  of  general 
surgery  patients  these  measures  alone,  without 
specific  antithromljotic  drugs,  diminished  the 
thromboembolism  rate  from  30%  to  zero.i^ 

Current  Regimen  at  the 
University  of  Arkansas  Medical  Center 

Orthopaedic  Department 

Patients  with  either  hip  fractures  or  those 
undergoing  total  hip  or  knee  arthroplasty  are 
fitted  with  elastic  surgical  stockings  after  anival 
on  the  ward.  These  are  worn  continuously 
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until  discharge,  including  the  time  the  patient 
is  in  the  operating  room,  except  when  the  stock- 
ings interfere  with  the  operative  procedure. 
Dextran-40  is  utilized,  if  not  specifically  con- 
traindicated, at  a rate  of  500  ml.  infused  daily 
over  a 12  hour  peritxl.  Dextran  infusion  is 
hegun  either  the  night  before  surgery  or  the 
morning  of  surgery  in  order  to  achieve  an  ade- 
ipiate  circidating  level  of  dextran  prior  to  in- 
duction of  anesthesia.  All  other  patients  with 
injuries  to  the  lower  limbs  are  given  ten  gi'ains 
of  aspirin  twice  daily  if  they  have  no  history 
of  gastrointestinal  intolerance,  ulcer  disease,  or 
allergy  to  aspirin.  Postoperatively  the  patients 
are  instructed  to  perfonn  calf  pumping  exercises 
five  minutes  every  waking  hour  and  are  re- 
minded of  this  during  daily  rotinds.  Early  aided 
walking  is  employed  as  much  as  practicable,  and 
dextran  or  ttspirin  is  discontinued  when  walking 
witli  crutches  is  achieved. 

Summary 

1.  A high  mortality  rate  from  pulmonary  em- 
holism  occurs  in  trauma  patients  and  those 
undergoing  surgical  jjrocedures  on  the  lower 
limb,  particidarly  the  hip. 

2.  The  physical  methods  designed  to  prevent 
pooling  of  blood  in  the  lower  limbs,  such  as 
elevation,  elastic  stockings,  calf  pumping  exer- 
cises, and  early  ambulation  are  basic  to  any 
regimen  for  preventing  thromboembolic  disease. 

3.  Warfarin  has  been  shown  to  he  effective  in 
preventing  thromhoembolism,  but  has  the  dis- 
advantages of  bleeding  complications  and  diffi- 
culty  in  control  of  the  level  of  anticoagidation. 

•1.  The  antiplatelet  agents,  dextran  and  a.s- 
pirin,  are  considerably  easier  to  manage  than 
warfarin  and  may  he  utilized  for  pulmonary 
embolism  prophylaxis.  To  be  maximally  effec- 
tive the  antiplatelet  drugs  should  he  admin- 
istered preoperatively. 

5.  Eurther  research  will  he  required  to  iden- 
tify the  ideal  prophylactic  agent  for  throm- 
boembolic disease. 
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W hen  the  Arkansas  Medical  Society  met 
in  Little  Rock  in  1925,  it  was  the  semicentennial 
meeting,  kilty  years  had  passed  since  its  organi- 
zation and  it  was  an  appropriate  time  to  consider 
the  history  and  progress  of  medicine  in  the  State. 
AVhile  the  doctors  were  in  session  in  the  Marion 
Hotel,  more  history  was  being  made  right  across 
the  street.  Their  wives  had  assembled  in  the 
Capital  Hotel  and  were  talking  about  an  or- 
ganization of  their  own  — an  auxiliary  to  the 
medical  society. 

.Arkansas  was  not  the  first  state  to  have  a med- 
ical society  auxiliary.  .An  organization  of  doctors’ 
wi\es  was  the  natural  outgrowth  of  the  meetings 
of  the  doctors  themselves  and  the  need  had  been 
felt  in  several  states.  We  have  an  interesting 
story  of  how  it  all  began. 

A\9ien  the  d exas  State  Medical  .Association  was 
holding  its  annual  meeting  in  Dallas  in  1917, 
local  wives  were  called  on  to  plan  entertainment 
for  tvives  of  the  visiting  doctors.  The  local  wom- 
en worked  together  and  found  the  association 
so  pleasant  that  they  determiited  to  continue  the 
affiliation  in  a permanent  organization. 

I’here  is  another  incident  that  is  said  to  have 
also  incited  the  ladies  with  the  idea  of  organiz- 
ing. When  one  of  the  Dallas  women  was  enter- 
taining for  the  visiting  doctors’  wives,  she  asked 
one  of  the  ladies  present  how  she  liked  Dallas. 
The  reply  was,  “\Try  much,  indeed!  I’ve  lived 
here  for  thirty  years.” 

By  the  next  annual  meeting,  consent  had  ireen 
given  by  the  Dallas  County  Medical  Society  for 
the  formation  of  a AV^oman’s  .Auxiliary.  Its  pur- 
pose was  cooperation.  Its  motto:  “Our  Hus- 
bands: Our  Homes;  Our  Community;  Our  Coun- 
try. Soon  after,  other  Texas  counties  followed 
— then  a state  organization.  Coincidentally, 
Oklahoma,  South  Dakota  and  Minnesota  were 
organizing  at  about  the  same  time.  In  fact,  there 
is  some  dispute  as  to  which  state  really  had  the 
first  auxiliary.  But  this  proves  that  the  incen- 
tive was  there  and  paved  the  way  for  the  pro{X)sal 
of  a national  organization  in  1922. 

.At  the  suggestion  of  Mrs.  S.  C.  Red,  retiring 
president  of  the  Texas  .Auxiliaiy,  Texas  dele- 

^•Historian.  Woman’s  Auxiliary  to  the  Arkansas  Medical  Society 
1/5  East  Delaware  Place.  Chicago.  Illinois  60611. 


gates  to  the  .American  Medical  .Association  |)re- 
sented  the  following  message: 

“I  he  AVoman’s  .Auxiliary  of  the  State  Medical 
.Association  of  Texas  respectfully  requests  the 
approval  of  the  .American  .Medical  .Association 
ol  a movement  to  organize  a AV^oman's  .Auxili;rry 
to  the  .American  .Medical  .Association,  the  object 
of  which  shall  be  ‘To  extend  the  aims  of  the 
medical  profession  through  the  wives  of  doctors 
to  the  women’s  organizations  which  look  to  the 
advancement  of  health  and  education,  to  assist 
in  entertainment  at  all  medical  conventions,  and 
to  promote  acquaintanceship  among  doctors’ 
families  so  that  closer  fellowship  may  exist’.” 

Permission  was  granted  at  the  convention  in 
St.  Louis  and  a meeting  was  called  of  the  wives 
present.  On  May  22,  1922,  twenty-four  women 
from  eleven  states  signed  their  names  to  a state- 
ment favoring  the  organization  of  an  .Auxiliai7 
to  the  .American  .Aledical  .Association.  Mrs.  Red, 
of  Houston,  Texas,  was  named  president  of  a 
temporary  organization. 

In  June  of  the  following  year,  while  the  AMA 
was  meeting  in  San  Francisco,  the  auxiliary  be- 
came a pennanent  organization  with  Mrs.  Red 
as  first  president. 

I he  next  year,  1924,  saw  the  organization  of 
an  .Auxiliary  to  the  Southern  .Medical  Associa- 
tion, led  by  Mrs.  Seale  Harris  of  .Mabama.  Mrs. 
E.  H.  Cary,  of  Dallas,  Texas,  became  first  presi- 
dent and  it  was  she  who  interested  Dr.  Herbert 
Moidton  of  Fort  Smith  in  the  idea  of  an  auxiliary 
for  .Arkansas.  Dr.  Moulton,  then  president  of 
the  .Arkansas  Medical  Society,  wrote  to  Mrs.  C. 
W.  Crarrison  of  Little  Rock,  retjuesting  that  she 
be  chairman  of  such  an  effort.  .Airs.  Garrison 
had  attended  the  meeting  in  San  Francisco, 
representing  .Arkansas  unofficially,  and  she  re- 
sponded enthusiastically  to  the  suggestion. 

On  the  morning  of  May  I f,  1925,  doctors’ 
•wives  from  all  over  .Arkansas  tuiswered  her  call 
and  sixty  of  them  “assembled  in  the  parlors  of 
the  New  Capital  Hotel.”  (It  was  called  the 
“New”  Capital  for  tpiite  a few  years  after  an 
extensive  remotleling  earlier  in  the  century. 

I hat  was  the  name  in  our  records  of  the  time. 

It  is  now  known  simply  as  the  Capital  Hotel.) 
This  meeting  was  also  attended  by  Dr.  Moul- 
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Cliartcr  members  of  the  Woman's  Auxiliary  to  the  Arkansas  Medical  Society  nere  honored  guests  at  the  dedication  of  a plaque  com- 
memorating the  founding  of  the  Auxiliary  in  1<)25.  Among  those  who  attended  the  ceremony  at  the  Capital  Hotel,  Little  Rock,  where 
the  orgatii/ational  meeting  took  place,  were,  frotn  left.  Mrs.  Charles  C.  Hinkle.  Mrs.  Wallace  Rose,  Mrs.  Robert  M.  Eubanks,  Mrs.  H. 
Fay  H.  Jones  and  Mrs.  N.  E.  Weny.  .All  are  charter  tnembers  and  Mrs.  Hitikle  is  a past  state  president  of  the  .Auxiliary. 


PAST  PRESIDENTS  OF  AUXILIARY 


*192.'i-2f>-Mrs.  C.  W.  Garrison  Little  Rock 

•192()-27-Mr.s.  Dcwell  Ciann  ...  Benton 

*1927-28— Mrs.  C.  T.  Drennen  . Hot  Springs 

*1928-29— Mrs.  T.  G.  Porter  - - Hazen 

1929-3()-Mrs.  Charles  G.  Hinkle  . - Bates\ille 

193()-.M-Mr.s.  Charles  E.  Oates  Little  Rock 

*1931-32-Mrs.  W.  R.  Brooksher  Fort  Smith 

1932-33-Mrs.  P.  H.  Phillips  Ashdown 

*1933-34-Mrs.  Barton  A.  Rhinehart  - Little  Rock 

1934-35— Mrs.  William  Hibbitts  ....  . Texarkana 

*1935-36-Mis.  Maretts  L.  Smith  ..  Tichenor 

*193(i-37-Mrs.  J.  I . McLain  Gurtlon 

1937-38— Mrs.  Gtirtis  W.  Jones,  Sr Benton 

*1938-39-Mrs.  J.  B.  Crawford  . l-ittle  Rock 

1939-40— Mrs.  G.  E.  Kitchens  ..  . — DeQiieen 

194()-41-Mrs.  Alfred  llathcork  . Batesville 

1941- 42— Mrs.  Galvin  Churchill  ..  - Batesville 

1942- 43-Mrs.  L.  G.  Fincher  - - El  Dorado 

1943- 44— Mrs.  L.  J.  Kosminsky  Texarkana 

*1944-45-Mrs.  A.  C.  Shipp  . Little  Rock 

*1945-46— Mrs.  E.  L.  1 hompson  ..  Hot  Springs 

1946- 47— Mrs.  Fred  Hames - Pine  Bltiff 

1947- 48-Mrs.  W.  J.  Hunt  Wairen 

1948- 49— Mrs.  Mason  Lawson  . Little  Rock 

1949- .50-Mrs.  Lotiis  K.  Htindley  Pine  Bltiff 

1950- 51— Mrs.  Warren  S.  Riley  - . El  Dorado 


1951- 52— Mrs.  James  G.  Martindale  - - Hope 

1952- 53-Mrs.  Gordon  P.  Oates  - - Little  Rock 

1953- 54-Mrs.  ,A.  .A.  Little  Texarkana 

19,54-55-Mrs.  Hoyt  Choate  Little  Rock 

1955-56-Mrs.  John  T.  Gray  Jonesboro 

*1956-57-Mrs.  L.  Gardner  . Russellville 

1957- 58-Mrs.  Jack  Kennedy  --  Arkadelphia 

1958- 59-Mrs.  Gordon  P.  Oates - Little  Rock 

195!»-6()-Mrs.  Paul  Gray  Batesville 

*1960-61-Mrs.  C.  C.  Long,  Jr Ozark 

1961- 62-Mrs.  Her.shel  Wilmoth  _ . Nashville 

1962- 63-Mrs.  Frank  Padberg  Little  Rock 

1W3-64— Mrs.  Sarab  Keller  . — Jonesboro 

1964- 65— Mrs.  James  W.  Branch  Hope 

1965- 66-Mrs.  Charles  E.  Wilkins  Russellville 

1966- 67-Mrs.  John  McC-ollough  Smith  Little  Rock 

1967- 68-Mrs.  Art  Martin  Fort  Smith 

1968- 69-Mrs.  C.  D.  Burroughs  Pine  Bluff 

1969- 70-Mrs.  Carl  Parkerson  Hot  Springs 

1970- 71  — Mrs.  C.  Lynn  Harris  Hope 

1971- 72-Mrs.  Harold  D.  Langston  Little  Rock 

1972- 73— Mrs.  W.  Myers  Smith  North  Little  Rock 

1973- 74-Mrs.  .A.  S.  Koenig  . . Fort  Smith 

1974- 75— Mrs.  Joan  Roberson  — Pine  Bluff 

1975- 76-Mrs.  Curry  Bradburn  Little  Rock 

*Deccased 
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ton.  Dr.  W^illiam  H.  Bathurst,  secretary  ol  tlie 
ineclical  society,  and  I)y  Dr.  Morgan  Smith,  clean 
of  the  medical  school.  They  offered  encourage- 
ment and  assured  the  ladies  that  an  auxiliary 
wotilcl  be  of  real  value  to  the  medical  society. 

Fhe  aims  and  purposes  of  such  an  organi/a- 
tion  were  presented,  d hey  would  follow  those 
of  the  AM.\  .Vttxiliary.  I’emporary  officers  were 
n;unecl.  I'here  was  discussion  about  a constitu- 
tion and  by-laws,  using  those  of  the  auxiliaries 
tci  the  AMA  and  Alabama  as  references.  Then 
a motion  wxis  made  for  a permanent  organization 
and  the  following  officers  were  elected: 

Mrs.  C.  W.  Garrison,  President  Little  Rock 
Mrs.  Dewell  Gann,  Sr.,  President-elect  Benton 
Mrs.  William  R.  Bathtirst,  Vice-president 

Little  Rock 

Mrs.  R.  H.  T.  Mann,  Recording  Secretary 

Texarkana 

Mrs.  T.  G.  Porter,  Treasurer Hazen 

Mrs.  C.  E.  Oates,  Gorrespontling  Secretary 

Little  Rock 

Mrs.  G.  T.  Drennen,  Parliamentarian 

Hot  Springs 

Names  of  charter  members  who  were  present 
for  this  initial  meeting  were:  Afrs.  G.  W.  Archer, 
Mrs.  William  R.  Bathurst,  Mrs.  B.  Brewster,  Mrs. 
E.  A.  Gallahan,  Mrs.  D.  T.  Cheairs,  Mrs.  A.  J. 
Clay,  Mrs.  }.  B.  Crawford,  Mrs.  }.  C.  Cunning- 
ham, Afrs.  G.  C.  DeBolt,  ^frs.  E.  V.  Dilcly,  Mrs. 
C.  T.  Drennen,  Mrs.  Robert  M.  Eubanks,  Mrs. 
T.  Af.  Ely,  Mrs.  Dewell  Gann,  Sr.,  Mrs.  C.  W. 
Ganison,  Mrs.  A.  F.  Gray,  Mrs.  C.  R.  Gray, 
Mrs.  W.  E.  Gray,  Mrs.  B.  L.  Harrison,  Mrs. 
Homer  A.  Higgins,  Mrs.  C.  G.  Hinkle,  Mrs.  S. 

B.  Hinkle,  Mrs.  E.  E.  Hurrle,  Mrs.  W.  P.  llling, 
Mrs.  George  F.  Jackson,  Mrs.  A.  L.  Jobe,  Mrs. 
H.  Faye  H.  Jones,  Mrs.  J.  L.  Jones,  Mrs.  Willian 
E.  Jones,  Mrs.  S.  P.  Junkin,  Mrs.  S.  A.  Lowrey, 
Mrs.  R.  H.  T.  Mann,  Mrs.  Edward  Meek,  Mrs. 
H.  Moidton,  Mrs.  H.  R.  McCarroll,  Mrs.  L.  C. 
McVay,  Mrs.  H.  H.  Neihuss,  Mrs.  C.  E.  Oates, 
Mrs.  J.  M.  Osborne,  Mrs.  J.  M.  Phillips,  Mrs. 
1’.  G.  Porter,  Mrs.  L.  1).  Reagan,  Mrs.  Charles 

C.  Reed,  Mrs.  1).  A.  Rhinehart,  Mrs.  B.  A.  Rhine- 
hart,  Mrs.  Robert  Richardson,  Mrs.  Wallace  D. 
Rose,  Mrs.  J.  P.  Runyan,  Mrs.  W.  L.  Sadler, 
Mrs.  C.  V.  Scott,  Mrs.  Homer  Scott,  Mrs.  J.  P. 
Sheppard,  Mrs.  A.  C.  Shipp,  Mrs.  H.  T.  Smith, 
Mrs.  W.  E.  Smith,  Mrs.  J.  A.  Summers,  Mrs.  J.  C. 
Swindle,  Mrs.  P.  E.  Thomas,  Mrs.  Anderson 
Watkins,  and  Mrs.  N.  E.  Weny. 


d he  president  appointed  the  following  com- 
mittees to  serve  for  the  first  year: 

Committee  on  Organization 
Mrs.  Wm.  R.  Bathurst  _ Little  Rock 

Mrs.  P.  E.  Lhomas  ..  ..  Clarendon 

Mrs.  B.  Brewster  . McCrory 

Mrs.  LI.  F.  Smith  . McGehee 

Committee  on  Finance 

Mrs.  J.  M.  Phillips  Benton 

Mrs.  I . G.  Porter  Hazen 

Mrs.  H.  H.  Neihuss El  Dorado 

(Committee  on  Education  and  Publicity 

Mrs.  O.  K.  Judd Little  Rock 

Mrs.  H.  R.  McCarroll  Walnut  Ridge 

Mrs.  C.  G.  Hinkle Batesville 

Mrs.  G.  C.  DeBolt El  Dorado 

Mrs.  C.  A.  Archer  DeQueen 

Mrs.  B.  L.  Harrison Trumann 

Committee  on  Constittition  and  By-Laws 

Mrs.  C.  d’.  Drennen Hot  Springs 

Mrs.  S.  A.  Lowrey Ltixora 

Mrs.  Charles  E.  Oates Little  Rock 

Mrs.  B.  C.  Middleton  Texarkana 

Mrs.  J.  L.  Jones  . Searcy 

Arkansas  became  the  18th  state  to  organize  an 
auxiliary.  On  May  19,  1926,  the  first  annual 
meeting  wxts  held  in  the  Arlington  Hotel  at  Hot 
Springs,  at  which  time  the  constittition  and  by- 
laws w'ere  adopted.  Six  counties  had  been  or- 
ganized and  there  w'ere  203  members,  including 
some  members-at-large.  Mrs.  S.  A.  Collom,  of 
Fexarkana,  president  of  the  Lexas  .\uxiliary, 
wxis  an  honored  guest  and  presented  to  the  Ar- 
kansas Auxiliary  its  first  gavel,  made  from  a wal- 
nut tree  which  had  grown  on  the  state  line  be- 
tween d’exas  and  Arkansas.  Reports  showed  that 
already  the  women  had  found  work  to  do  in  the 
advancement  of  health  and  health  education, 
d’hey  were  firmly  launched  as  an  organization 
for  service. 

Service  projects  in  the  early  years  of  the  or- 
ganization included  such  things  as  furnishing 
eye  glasses  for  the  needy;  summer  rouiul-ups  for 
elementary  school  children;  providing  milk  and 
warm  school  lunches;  making  layettes,  toys  and 
OB  kits;  promoting  Hygeia  magazine:  assisting 
the  d'uberculosis  Association,  Red  Cross,  orphan- 
ages, and  free  dental  clinics.  I’hey  also  cam- 
paigned for  education  on  communicable  diseases. 

By  1928,  there  were  nine  organized  counties. 
Idiat  year,  the  Auxiliary  w'as  asked  to  help  in 
efforts  to  get  a Basic  Science  Law',  and  a first-class 
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Medical  School  with  a general  hospital  and  an 
adjoining  training  school  for  nurses. 

Mrs.  Charles  Oates  drew  np  plans  for  a loan 
fund  in  1928,  making  loans  available  to  Univer- 
sity of  Arkansas  Medical  Students.  This  fund 
was  started  in  Pnla.ski  County  with  the  contribu- 
tion of  a $50  Liberty  Bond  by  Mrs.  Oates.  As 
far  back  as  1919,  she  had  personally  made  loans 
to  medical  students  in  need.  So  it  was  a well  de- 
served honor  when,  in  1938,  this  fund  was  named 
for  its  originator,  Use  F.  Oates. 

The  Martha  Harding  Gann  Loan  Fund  for 
student  nurses  was  begun  in  1948  when  Dr. 
Dewell  Gann  donated  $1,500  as  a memorial  to 
his  mother,  first  president-elect  of  the  auxiliary. 

Fhe  Dr.  and  Mrs.  W.  R.  Brooksher  Student 
Loan  Fund,  established  by  the  Council  of  the 
Arkansas  Medical  Society  in  1958,  also  received 
the  support  of  the  Auxiliary.  This  fund  is  avail- 
able to  students  in  training  for  the  degiee  of 
Medical  Technologist,  X-ray  Technician,  Physi- 
cal Therapist,  Occupational  Therapist  and  Med- 
ical Social  Worker  in  approved  schools  in  Ar- 
kansas. 

Projects  in  the  early  30's  included  campaigns 
for  birth  registration  and  correct  death  records  — 
education  on  communicable  diseases  — health  ex- 
aminations for  disadvantaged  children.  It  also 
included  more  interest  in  membership  as  the 
Auxiliary  had  spread  to  17  counties  in  1933  and 
to  19  in  1938.  By  1951,  there  were  660  members. 

'Fhe  tradition  of  a state  president’s  pin  com- 
menced when  the  design  of  Mrs.  C.  E.  Oates  was 
accepted  in  1930.  It  was  said  that  the  pin  at- 
tracted attention  at  the  national  convention  and 
both  .South  Carolina  and  Florida  asked  permis- 
sion to  use  the  design.  A revised  design  for  Ar- 
kansas was  introduced  in  1974. 

A unitpie  feature  of  the  1932  convention  was 
that  the  Medical  Society  and  Auxiliary  were 
called  to  order  in  joint  session  by  society  presi- 
dent, Dr.  D.  A.  Rhinehart.  This  was  the  fii-st 
time  the  two  organizations  opened  their  meet- 
ings as  one.  Joint  memorial  services  were  in- 
augurated at  this  same  convention.  Another  first 
for  the  Auxiliary  that  year,  was  a visit  from  the 
national  president. 

The  Auxiliary  was  called  on  to  take  an  active 
part  in  legislation  as  early  as  1929.  From  1939 
onward,  as  the  trend  toward  socialized  medicine 
gained  acceptance,  legislation  has  been  a priority 
for  Auxiliary  attention. 


In  1940,  the  women  helped  establish  a library 
at  the  McRae  Sanitorium.  Next  year,  the  Erie 
Chambers  Memorial  Library  Fund  Committee 
began  a very  worthwhile  service  of  providing 
books  for  the  libraries  in  the  tuberculosis  hos- 
pitals that  has  only  in  recent  years  been  discon- 
tinued because  of  lack  of  need. 

During  the  war  years,  when  many  doctors  were 
separated  from  homes  and  families,  their  wives 
served  in  many  different  ways  to  bring  comfort 
and  help  — through  Red  Cross,  Travelers  Aid, 
U..S.O.,  Nurses  Aides,  Canteen,  knitting,  sewing 
and  making  surgical  bandages. 

4 he  Auxiliary  helped  in  getting  a State  Cancel' 
Commission  in  1945  and  sponsored  an  essay  con- 
test on  Cancer  Control.  Since  1937,  there  had 
been  cooperation  with  the  Women’s  Field  Amiy 
in  Cancer  Control. 

March  30th  w'as  proclaimed  Doctors’  Day  offi- 
cially in  1951  by  a resolution  of  the  State  Legisla- 
ture and  Governor.  Doctors’  Day  originated  in 
the  Auxiliary  to  the  Southern  Medical  Society 
as  a special  day  to  honor  the  doctors.  This  has 
been  done  in  many  ways,  depending  on  the  de- 
sires and  originality  of  the  individual  county 
auxiliary  . . . from  a boutonniere  for  his  lapel  to 
a service  project  in  his  honor  ...  or  a social 
function  for  his  entertainment.  The  red  carna- 
tion is  the  traditional  flower  for  Doctors’  Day. 

The  Collect,  written  especially  for  the  Arkan- 
sas Auxiliary  by  its  Poet  Laureate,  Mrs.  George 
F.  Fletcher,  was  adopted  for  Auxilituy  use  in 
1952.  Vera  Blood  Fletcher  has  written  many 
lovely  anti  timely  poems  about  doctors,  their 
lives,  and  their  wives. 

4 he  last  three  decades  have  been  years  of 
gTowth  and  accomplishment.  There  has  been  a 
continuous  drive  for  beneficial  legislation.  There 
has  been  cooperation  with  other  organizations 
for  better  rural  health.  The  Auxiliary  took  an 
active  part  in  the  polio  vaccine  project  with  the 
doctors.  Thousands  of  dollars  have  been  earned 
for  the  American  Medical  Association  Education 
anti  Research  Eoundation.  Nurse  recruitment 
and  Health  Career  Days  have  been  emphasized 
each  year.  International  Health  Activities  have 
benefitted  from  the  hand  knitted  bandages,  the 
metlical  books  and  sample  drugs  that  have  been 
collected  and  sent  to  a national  distribution 
center.  'Fhe  Auxiliary  has  stressed  awareness  and 
public  education  concerning  Mental  Health, 
Civil  Defense,  Disaster  Preparedness,  Safety, 
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Poison  Control.  In  recent  years,  there  has  been 
a campaign  against  violence.  Aid  and  encourage- 
ment have  been  given  the  young  wives  in  the 
Auxiliary  to  the  Student  ,\merican  Medical 
A.ssociation. 

Since  19.58,  the  publication  ot  ARK-.M,‘\P,  a 
State  newsletter,  has  been  a .source  ol  inloima- 
tion  to  all  members  of  the  .\uxiliary. 

Two  women  have  brought  honor  to  .Arkansas 
by  serving  as  presidents  oti  the  national  level. 
Mrs.  Mason  Lawson  was  president  of  the  ^Vom- 
an’s  Auxiliary  to  the  American  Medical  Associa- 
tion in  1955  and  Mrs.  C.  C.  Long  in  1968.  Four 
have  served  as  president  of  the  Southern  Auxil- 
iary: Mrs.  C.  W.  Garrison,  in  1929;  Mrs.  C.  E. 
Oates,  in  1932;  Mrs.  Louis  Hundley,  in  1955; 
Mrs.  Paul  Gray,  1963. 

As  the  scope  of  activities  has  grown  through 
the  years,  so  has  the  membership.  There  are  now 
about  880  members.  Because  of  the  devotion  of 
so  many,  working  continuously  through  the 
years,  surely  the  Arkansas  Auxiliary  has  fulfilled 
its  desire  for  service  and  realized  its  objectives, 
which  have  been: 

1.  To  assist  the  Medical  .Society  in  its  program 
for  the  advancement  of  health  and  health  educa- 
tion. 


2.  'Fo  cidtivate  friendly  relations  and  promote 
mutual  understanding  among  physicians’  fam- 
ilies. 

3.  I’o  participate  in  any  endeavot  upon  the 
recjuest  of  the  Arkansas  Medical  Society. 

Glimaxing  the  50th  year  of  the  .Arkansas  Aux- 
iliary was  the  installation  of  a bronze  platjue  at 
the  front  entrance  of  the  Gapital  Hotel  in  a cere- 
mony on  .September  4,  1975.  On  the  oppcjsite 
post  of  the  entrance  is  a plaque  designating  the 
stately  old  building  as  a Quapaw  Quarter  Struc- 
ture. The  Quapaw  Quarter  Association  is  dedi- 
cated to  preserving  significant  historical  sites  and 
structures.  The  Capital  Hotel,  a significant 
architectural  structure  of  the  1870’s,  had  a color- 
ful and  important  role  in  the  history  of  the  State 
of  Arkansas. 

The  plaque  reads: 

WOMAN’S  AUXILIARY 
to  the 

ARKANSAS  MEDICAL  SOCIETY 
organized  May  14,  1925 
in  the 

CAPITAL  HOTEL 
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ELECTROCARDIOGRAM 


MONTH 


«- 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  355) 


A 67-year-old  man  had  the  sudden  onset  of  crushing  substernal  chest  pain. 


Malcolm  B.  Pearce,  M.D. 

Associate  Professor  of  Medicine 
University  of  Arkansas  College  of  Medicine 
Little  Rock,  Arkansas  72201 
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"The  Scotty  Dog  and  His  Collar " 


Leighton  Millard,  M.D.’ 


Definition 

(3  poJidylolysis  (Gr.;  Spondylo  = spine  and 
lysis=zto  dissolve)  is  an  anatomical  condition  of 
the  lumbar  spine  that  is  present  in  approximate- 
ly 4%  of  the  general  jxjpulationP  It  causes 
symptoms  in  only  a small  number  of  these 
people. 

Etiology 

Many  theories  have  been  advanced  as  to  the 
etiology  of  this  problem.  These  include  con- 
genital defect,-  congenital  “tendency”  to  develop 
the  defect, and  miao-fracture.  It  is  interesting 
to  note  that  four-legged  animals  do  not  have 
this  defect,  nor  do  bed  ridden  children  born  with 
severe  mental  and/or  motor  dysfunction.  There- 

•I.ittle Rtxk  Orthopedic  Clinic,  P,  O.  Box  5270.  l ittle  Rock, 
.\rkansas  72205. 


fore,  it  is  almost  certain  that  the  upright  j>edal 
jiosture  has  something  to  do  with  the  appeiuance 
of  this  disorder.  The  defect  itself  is  most  often 
seen  on  an  oblitpie  x-ray  of  the  lumbar  spine 
and  is  most  common  at  the  lumbosacral  level. 
(Fig.  lA) 

The  patient  with  this  problem  may  present 
with  mild  aching  in  the  low  back  area.  Usually 
the  defect  is  found  coincidentally  on  an  x-ray 
taken  because  of  .some  low  back  injury.  The  de- 
fect may  be  associated  with  slow  healing  of  com- 
mon low  back  injuries. 

Symptoms 

The  patient  with  slippage  at  the  defect  (it  now 
becomes  a spondylolisthesis;  Gr.:  listhesis,  mean- 
ing to  slide)  (Fig.  IB)  usually  presents  with 
spontaneous  and  intermittent  dull  aching  pain 


FIG.  lA 


Collar 


Superior  Articular  Process 
(ear  of  the  "Scotty  Dog") 

Pedicle  (eye) 

Transverse  Process  (nose) 

Isthmus  of  the  Pars  Interarticularis  (neck) 
Spinous  Process  and  Lamina  0 (body) 


Opposite  Inferior  Articular  Process  (hindleg) 
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in  the  low  back  area,  buttocks,  and  thighs.  The 
symptoms  are  related  to  standing  and  walking. 
Sciatica  may  develop  later  because  of  protrusion 
of  the  disc  at  the  L4-5  and  L5-S1  level  due  to  the 
development  of  fibrous  tissue  and  resultant 
slippage  at  tlie  defect.  Tlie  anterior  and  posterior 
longitudinal  ligaments,  annulus  fibrosus,  and 
articular  capsule  ligaments  are  stretched  in 
spondylolisthesis  and  thereby  may  produce  pain. 
Nerve  root  irritation  at  L4-5  and  less  often  L5-S1, 
may  occur  and  produce  either  local  pain  or 
sciatica. 

Findings 

On  examination  the  patient  will  usually  have 
an  increased  lordosis  in  the  lumbar  spine,  and 
occasionally  a “step-off”  deformity  will  be  pal- 
pable between  the  fifth  lumbar  and  first  saaal 
spinous  processes.  Some  degree  of  tenderness, 
muscle  spasm,  and  limitation  of  range  of  motion 
w'ill  be  present  also.  Neurologic  deficit  is  rarely 
encountered. 

Diagnosis 

The  diagnosis  is  made  by  x-ray,  and  the  defect 
is  best  appreciated  on  the  oblique  view.  This  is 
where  the  “Scotty  Dog”  can  be  seen.  In  this  view, 
the  Scotty’s  ear  is  the  superior  articular  process, 
his  nose  is  the  transverse  process,  and  his  neck  is 
the  pars  interarticularis  (the  “part”  between 
the  articular  processes).  If  the  patient  has  a 


spondylolysis  defect,  a “collar”  will  appear  across 
the  neck  area.  (Fig.  2A) 

Treatment 

The  symptoms  can  usually  Ire  controlled  by 
avoiding  strenuous  activities,  employing  good 
body  mechanics  in  lifting  and  following  a routine 
exercise  program. Occasional  support  of  the 
lumbar  spine  with  a re-inforced  corset  or  brace 
is  necessary;  however,  it  is  very  important  for  the 
patient  wearing  a back  siqrport  to  also  do  the 
routine,  daily  muscle  stretching  and  strengthen- 
ing exercises. 

Intractable  pain,  progressive  slippage,  per- 
sistent nerve  root  pain  or  the  appearance  of 
neurological  deficit  are  indications  for  surgical 
treatment.  The  surgery  of  choice,  preceded  by 
myelogTam  study,  is  arthrodesis  of  the  spine. 
Depending  on  the  individual  case,  disc  excision 
and  fusion  may  be  necessary.  In  a few  rare 
cases,  relief  of  symptoms  may  follow  simple  re- 
moval of  bone  and  fibrous  tissue  to  relieve  nerve 
root  irritation.  This,  however,  should  be  ac- 
companied by  fusion  in  young  and  active  patients. 
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FIG.  IB 


FIG.  2A 


"The  Collar" 
Vertebral  Body  of  L5 
Vertebral  Body  of  SI 


"Collar"  Area 
Vertebral  Body  of  L5 


Degree  of  Forward  Slip 
Sacrum 
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from  the  Arkansas  poison  control- 
drug  information  center 

Emergency  poison  or  drug  information  for 
health  professionals  only. 

Pulaski  County:  666-5532  • WATS:  1-800-482-8948 


AAanagement  of  the  Acutely  Poisoned  Patient 
Part  I.  Induced  Emesis 

A.  Nelson  Voldeng,  Ph.D.* 


(^)ver  2000  requests  for  emergency  informa- 
tion were  received  in  the  first  year  of  oj^eration 
of  the  statewide  Arkansas  Poison  Control-Druo: 

o 

Information  Center.  The  management  protocol 
for  most  of  tliese  poisonings  recommends  removal 
of  the  orally  ingested  material  via  gastric  lavage 
or  iniluced  emesis.  The  purpose  of  this  and  a 
sidjsequent  article  will  be  to  compare  the  effec- 
tiveness of  some  of  these  methods  and  discuss  a 
few  additional  measures  which  aid  in  reducing 
the  toxicity  from  an  acute  ingestion  of  a jxtison 
or  drug  overdose. 

Time  is  essential  in  many  aspects  of  life,  es- 
pecially that  of  a poisoned  patient.  The  effective- 
ness of  any  procedure  to  reduce  G.I.  absorption 
of  an  orally  ingested  poison  or  drug  is  significant- 
ly decreased  when  more  than  30  minutes  has 
lapsed  post  ingestion.  After  this  period,  much  of 
the  drug  or  poison  may  be  found  in  the  intestinal 
tract.  Once  the  offending  chemical  reaches  this 
area,  emesis  or  gastric  lavage  is  of  limited  value, 
and  systemic  absorption  of  the  agent  can  occur. 
For  this  reason,  gastric  lavage  or  emesis  should 
be  initiated  within  30  minutes  following  oral 
ingestion  of  the  poison. 

Induced  emesis  is  not  recommended  in  poison- 
ings due  to  antiemetics,  strychnine  or  corrosives 
(alkalies  or  strong  acids).  Regurgitation  of 
the  corrosives  would  re-expose  the  pharyngo- 
esophageal tract  to  additional  chemical  burn  and 
injury.  Emetics  are  contraindicated  in  strychnine 
poisoning  since  the  stimulation  of  vomiting  coidd 
result  in  strychnine  convulsions.  Emesis  should 
not  be  induced  in  patients  who  are  comatose  or 
convulsing. 

Theoretically,  emetics  should  not  be  given  to 

•Professor  of  Medicinal  Chemistry,  University  of  Arkansas  Col- 
ege  of  Pharmacy,  4301  West  Markham  Street,  Little  Rock,  Ar- 
kansas 72201. 


victims  of  anti-emetic  poisoning,  however,  one 
report  claims  effectiveness  in  chemically  inducing 
emesis  in  92%  of  cases  involving  ingestion  of 
anti-emetic  drugs.  The  concern  arises  when  the 
induced  emesis  does  not  occur,  and  the  physician 
is  confronted  with  the  toxicity  of  the  emetic  as 
well  as  the  ingested  poison. 

Previously  we  were  taught  not  to  induce  emesis 
to  victims  of  petroleum  distillates  (gasoline,  paint 
thinner,  etc.)  however,  recent  publications  have 
led  us  to  revise  our  management  protocol. 
Although  a few  authorities  continue  to  express 
concern  regarding  the  potential  aspiration  of 
some  of  the  ingested  petroleum  distillate  into  the 
lungs  of  the  vomiting  patient  (producing  chemi- 
cal pneumonia)  there  is  increasing  evidence  that 
ipecac-induced  emesis  is  safe  and  useful  in  these 
poisonings.  The  possibility  of  vomiting  around 
a lavage  tube  (unless  an  endotracheal  cuff  is 
employed)  is  of  concern  and  many  clinicians 
believe  lavaging  a j^etroleum  distillate  poisoned 
patient  is  not  as  safe  as  productive  induced 
emesis. 

Emesis  can  be  induced  many  ways,  but  several 
of  these  methods  are  considered  undesirable  or 
even  dangerous. 

1.  Stroking  the  posterior  pharyngeal  wall  with 
a finger  or  blunt  instrument  (s|X)on  handle) 
is  effective  in  inducing  emesis  in  only  67% 
of  the  poisoned  victims.  Having  the  patient 
drink  water  or  milk  prior  to  stimulating  the 
gag  reflex  slightly  improves  the  predictabili- 
ty of  inducing  emesis,  however,  the  method 
is  considered  inadecpiate  because  of  the 
inconsistent  emetic  effect  and  the  small 
degree  of  productive  vomiting. 

2.  Irritant  emetics  such  as  aqueous  solutions 
of  tartar  emetic  (potassium  antimony 
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tartrate),  copper  sulfate  (cupric  sulfate)  or 
dry  powdered  mustard  have  been  used,  but 
tlieir  toxicity  or  unpredictability  in  in- 
ducing emesis  has  decreased  their  useful- 
ness. Swallowing  a glassful  of  warm  salt 
water  or  soapy  water  often  induces  emesis, 
but  not  always.  A serious  danger  with  using 
salt  water  occurs  when  the  patient  fails  to 
vomit,  rite  literature  contains  several  cases 
in  which  poisoned  victims  were  adminis- 
tered warm  saline  orally,  itut  die  patients 
did  not  vomit  and  died  from  the  resulting 
hypernatremia.  Some  have  advocated 
copper  sulfate  solutions  as  being  fast  acting 
emetics,  but  like  sodium  chloride,  the 
emesis  is  unpredictable  (about  55%)  and 
failure  to  vomit  can  lead  to  serious  intoxi- 
cation of  the  inorganic  cation. 

3.  Both  apomorjrhine  and  syrtip  of  ipecac  are 
widely  used,  effective  emetics.  Syrup  of 
ipecac  produces  emesis  by  instating  the 
stomach  as  well  as  by  a central  effect  in 
which  the  absorbed  alkaloids  stimulate  the 
ehemoreceptor  trigger  zone.  Many  studies 
have  attempted  to  measure  the  effectiveness 
of  ipecac  in  inducing  emesis.  Some  clini- 
cians state  syrup  of  ipecac  is  97%  effective 
in  producing  emesis,  others  report  only  80% 
effectiveness.  Most  clinicians  will  agree  that 
administration  of  syrup  of  ipecac  in  a suffi- 
cient dose  (15  ml  for  people  over  1 year 
of  age)  followed  by  a glass  of  water  will 
stimulate  emesis  within  30  minutes  in  ap- 
proximately 95%  of  the  jiatients.  The 
average  time  for  emesis  is  17-18  minutes 
post  administration  of  syrup  of  ipecac.  If 
the  administration  of  syrup  of  ipecac  does 
not  induce  emesis  within  20  minutes,  the 
dose  may  be  rejieated.  In  the  event  emesis 
still  does  not  occur,  gastric  lavage  may  be 
recjuired  to  recover  the  potentially  cardio- 
loxic  ipecac  as  well  as  the  ingested  poison. 
Several  studies  have  suggested  that  children 
over  3 years  of  age  and  adults  can  tolerate 
30  ml  of  syrup  of  ipecac  without  toxicity. 
Certainly  the  dangers  of  gastric  lavage  to 
remove  the  ipecac  must  be  weighed  against 
the  potential  toxicity  of  the  ingested  poison. 
It  should  be  noted  that  in  the  7461  poison 
report  forms  submitted  to  the  National 
Clearinghouse  for  Poison  Control  Centers 
in  1965  there  were  no  reported  toxicities 
due  to  administration  of  syrup  of  ipecac. 


Most  pharmacies  have  destroyed  existing  stock 
of  fluid  extract  of  ipecac  as  it  occasionally  has 
been  mistakenly  .sold  in  lieu  of  the  syrup.  The 
fluid  extract  of  ipecac  is  approximately  14  times 
more  potent  than  the  syrup,  and  substitution 
of  it  for  the  syrup  has  caused  several  deaths  in 
the  U.  S. 

Apomorphine  is  relatively  ineffective  when 
administered  orally,  but  a subcutaneous  injection 
(5  mg  for  adult;  0.1  mg/kg  for  children)  produces 
emesis  in  5-10  minutes.  Overdoses  of  apomor- 
phine may  produce  CNS  depression,  but  this 
undesired  effect  may  be  eliminated  by  the  post 
emesis  parenteral  administration  of  nalorphine 
(5  mg  for  adult;  0.1  mg/kg  for  children).  Even 
though  apomorphine  prodtices  emesis  more 
promptly  than  syrup  of  ipecac,  its  use  is  limited 
to  a hospital  and  the  average  j>eriod  from  inges- 
tion of  a poison  to  arrival  at  the  hospital  has 
been  estimated  to  be  67  minutes. 

If  the  .syrup  of  ipecac  were  administered  shortly 
after  the  poisoning  occurred,  most  victims  would 
have  vomited  before  arriving  at  the  hospital. 
Physicians,  phannacists,  E.M.T.  and  nurses  often 
recommend  the  administration  of  syrup  of  ipecac 
liefore  the  victim  is  transported  to  the  hospital. 
4'his  is  a life  saving  aid,  but  many  times  it  causes 
unnecessary  dilemma  in  route  as  the  patient  or 
parents  were  not  advised  to  carry  a bucket  or 
wastebasket  in  the  car. 

Summary 

Repeated  studies  have  documented  that  syrup 
of  ipecac  and  apomorphine  are  the  agents  of 
choice  for  inducing  emesis.  Syrup  of  ipecac  (1 
ounce)  may  be  purchased  without  prescription, 
and  each  home  should  stock  this  important 
poison-prevention  agent.  The  use  of  apomor- 
phine is  generally  limited  to  hospitals,  and  should 
be  used  whenever  prompt  emesis  is  demanded. 

Several  clinicians  have  reported  that  in  chil- 
dren, apomorphine  produces  a mean  recovery  of 
G.I.  contents  of  31%  (range  3-95%)  and  syrup  of 
ipecac  produces  a mean  recovery  of  28%  (range 
0-78%).  The  efficacy  of  induced  emesis  in  re- 
moving stomach  contents  is  definitely  improved 
when  the  patient  drinks  a large  glass  of  water. 

These  figures  suggest  that  even  the  best  emetic 
agents  are  of  cpiestionable  efficacy  in  treating  the 
acutely  poisoned  patient.  Additional  life  saving 
measures  and  alternatives  to  inducing  emesis  in 
the  acutely  poisoned  patient  will  be  discussed  in 
a subsequent  article  to  be  published  next  month. 
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Problems  in  Care  of  the  Medically  Indigent 
East  Arkansas  Cancer  Patient 

E.  J.  Easley,  M.D.*  and  R.  C.  Steinkamp,  M.D.** 


jE  arly  recognition  of  cancer  and  an  initial 
mnltidisciplinary  approach  to  establish  a treat- 
ment program  are  recognized  as  paramonnt  in 
salvage  of  patients  and  the  retnrn  to  and  mainte- 
nance of  a prodnctive  life. 

The  Arkansas  Department  of  Health  through 
the  public  health  clinics  over  the  State  engages 
in  educational,  earh'  detection  of  and  other 
activities  to  prevent  cancer.  Constraints  to  the 
medical  care  of  indigent  patients  are  of  concern. 
In  order  to  determine  major  problems  of  the 
medically  indigent  cancer  patient  we  selected 
Eastern  Arkansas  counties  for  study. 

Physicians  licensed  to  practice  in  13  Eastern 
Arkansas  cotinties  were  sent  a questionnaire  to 
determine  physician  response  to  problems  of  the 
medically  indigent  cancer  patient,  referral  pat- 
terns for  cancer  patients,  interest  in  consultation 
and  training  by  a specialist  at  a local  facility  and 
interest  in  developing  cancer  detection  clinics. 
Responses  were  returned  from  61  of  207  phy- 
sicians to  whom  a questionnaire  was  mailed. 
Three  w'ere  undeliveralile,  providing  a resjxtnse 
rate  of  30  per  cent. 

On  a scale  of  5 for  highest  priority,  physicians 
estimated  the  following  as  major  problems  in 


care  of  medically  indigent  cancer  patients: 
Eunding  mechanisms  for  patient 

hospitalization  4,4 

Transportation  to  and  from  clinic 2.3 

Eunding  mechanisms  for  out-patient  care..._  2.1 

Inadecjuate  number  and  type  of  specialists 

in  the  area 2.0 

Delay  in  referral  acceptance  by  treatment 
center 


•Director,  Bureau  of  Communitv  Health  Services,  .■Vrkansas  De- 
Health,  4815  West  Markham,  Little  Rock,  Arkansas 

/2205. 

••Director,  Uterine  Cervix  Cytology  Project.  MCH  Division,  Ar- 
kansas Department  of  Health. 


Forty  of  61  (66%)  physicians  referred  indigent 
cancer  patients  to  the  University  of  Arkansas  for 
Medical  Sciences.  Fifty-four  percent  of  respond- 
ing physicians  referred  to  the  University  of 
Tennessee  Medical  Center.  I'hirty  percent  re- 
fened  to  specialists  in  Eastern  Arkansas.  Sixteen 
percent  referred  patients  to  other  facilities,  name- 
ly, to  Memphis  and  Houston  hospitals  and  to  the 
Arkansas  Rehabilitation  Services. 

Thirty-four  physicians  were  interested  in  de- 
veloping early  cancer  detection  clinics.  Twenty- 
nine  w'ere  interested  in  participating  in  a regular 
tumor  clinic,  preferably  on  a monthly  basis,  at 
which  specialists  may  be  in  attendance  to  advise 
and  train  local  physicians. 

Prime  cancer  sites  of  interest  to  responding 
physicians  were  breast  and  cervical  or  other 
gynecological  cancer.  Large  bowel  and  skin 
cancers  shared  the  second  interest  priority,  fol- 
lowed by  lung  cancer,  lynqrhomas  and  cancer  of 
the  head  and  neck. 

Of  particular  interest  were  general  comments: 

“No  need,  personally,  for  anything  other 
than  we  are  doing”. 

‘The  University  of  Arkansas  is  to  be  compli- 
mented . . . don’t  have  complaints  in  regard  to 
getting  my  patients  attended”. 

“All  our  doctors  are  ca  conscious”. 

“If  government  programs  would  provide 
preventative  medicine  benefits  for  paps  and 
annual  physicals,  this  could  be  taken  care  of 
in  our  clinic”. 

“Department  has  been  very  time  consuming 
in  the  rapidity  with  which  they  accept  gyn 
tumor  referrals”. 

“Because  of  proximity  our  cases  must  con- 
tinue to  be  referred  to  Memphis  for  care.  This 
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is  the  only  logical  approach.  We  need  an 
inexpensive  or  free  mammogram  service  avail- 
able. We  must  fund  the  West  Tennessee 
Cancer  Clinic  for  this  care”. 

‘‘We  need  more  facilities  and  professional 
personnel  in  our  area  for  handling  care  of 
cancer  for  indigent  patients”. 

‘‘The  thing  we  lack  most  is  radiation  facili- 
ties open  to  the  medically  indigent,  radium, 
cobalt  and  neutron.  Since  these  are  supplied 
in  Afemphis  which  is  out  of  state,  Afedicaid 
will  not  pay  for  these  in  another  state”. 

“It  takes  too  long  to  get  a patient  approved 
for  Aledicaid  w'hen  chemotherapy  is  started, 
sometimes  over  several  months  and  by  this 
time  they  are  in  debt”. 

“A  cancer  patient  under  therapy  is  a hard 
patient  to  transfer  because  of  the  record  and 
treatment  knowledge  volume,  it’s  a long  job 
to  prepare  the  detailed  summary  necessary”. 

“No  fund  to  pay  for  the  barium  enema  or 
gasti'O-intestinal  series  or  livei'  scans  which  are 
needed  to  establish  diagnoses”. 

“University  of  Arkansas  too  far,  inconvenient 
for  transportation  and  . . . patients,  never  much 
done  without  several  trijjs ...” 

“Easier  access  to  the  excellent  facilities  of 
Alemphis  with  payments  for  services  there  and 
or  the  medically  indigent  locally  are  what  is 
needed.  Diversion  of  some  of  the  race  track 
money  is  the  easiest  answer”. 

“The  diagnosis,  plan  and  outline  of  treat- 
ment should  go  back  to  the  rural  physician- 
medication  used  and  why,  and  an  educational 
area  here  to  devclojj  more  interest  in  luord 
cancer". 

“No  way  you  can  service  these  people  in 
Little  Rock  in  a convenient  and  acceptable  way 
when  they  can  be  serviced  so  readily  in  A'fem- 
phis.  Time  and  distance  are  two  facts  we  must 
face  up  to  squarely  without  rationalizing  other 
matters  into  the  conclusion”. 

“We  need  a Central  .State  Cancer  Hospital, 
independent  from  UAAfC.  Lack  of  beds  and 
referral  problems  to  them  are  overwhelming”. 

“Need  to  get  Crittenden  County  tied  in  with 
U.T.  cancer  program— most  economical  and 
best  for  patient— Too  far  to  transport  for  check 
up  and  care  to  Little  Rock  or  Jonesboro”. 

“A  bimonthly  tumor  conference  with  chemo- 
therapist  and  radiologist  would  be  of  even 
more  benefit.  When  we  get  cobalt  unit  in 


operation  w’e  would  like  a radiotherapist 
weekly”. 

“Several  of  my  cancer  patients  under  treat- 
ment at  U.A.  are  receiving  medicines  and 
follow-up  here  in  conjunction  with  U.A.  If 
this  could  be  expanded,  with  further  education 
of  the  outlying  physicians  and  closer  work  and 
feedback  from  the  University  perhaps  the 
expertise  there  could  be  disseminated”. 

In  summary,  we  have  conducted  a mail  ques- 
tionnaire with  Eastern  Arkansas  physicians  to 
determine  needs  and  problems  of  tlie  medically 
indigent  cancer  patient.  Identified  problems  are: 
funding  for  hospitalization,  chemotherapy,  and 
diagnostic  out-patient  visits;  transportation;  com- 
munication of  referral  clinic  with  referring 
physician;  deficiencies  in  facilities  and  numbers 
of  professional  jx:rsonnel.  These  problems  are 
not  unitpie  to  Eastern  Arkansas  but  are  .State- 
wide. 

The  knowledge  acquired  from  the  question- 
naire will  be  utilized  to  develop  resources  and 
means  to  improve  care  for  medically  indigent 
cancer  patients  in  Arkansas.  We  are  grateful  to 
the  physicians  who  took  time  from  busy  practices 
to  provide  thoughtful  and  meaningful  responses. 

Aj)preciation  is  given  to  Afr.  David  R.  Taylor, 
U.A.Af.S.  Afedical  Student,  for  assistance  in 
summarizing  answers. 


Dr.  Deane  D.  Wallace 

WHEREAS,  the  members  of  the  Pidaski  Coun- 
ty Afedical  Society  note  with  sincere  sorrow  the 
death  of  their  colleague.  Dr.  Deane  D.  Wallace, 
and 

WHEREAS,  he  had  been  a member  of  this 
.Society  for  twenty-six  years  and  his  dedication 
and  interest  in  its  affairs  are  recognized  with 
grateful  appreciation,  and 

WHEREAS,  his  devotion  to  the  well-being  of 
his  patients  reflects  credit  upon  the  entire  pro- 
fession; 

BE  IT  THEREEORE  RESOLVED: 

THAT,  we  express  our  sincere  sympathy  to 
Dr.  AVallace’s  family  by  entering  this  resolution 
as  a part  of  the  permanent  minutes  of  this  Society, 
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and 

THA'F,  a copy  of  ihis  resolution  be  forwarded 
to  the  Journal  of  the  Arkansas  Medical  Society 
for  publication,  aiul 

'^f^A  r,  a copy  of  this  resolution  be  forwarded 
to  Dr.  AVhdlace's  family. 

By  Direction  of  the  Memorials  Committee 
T.  Duel  Brown,  M.D.,  Chairman 
Henry  Hollenberg,  M.D. 

Robert  Whitson,  M.D. 

Adopted  by  Executive  Committee 
November  19,  1975 

* * # 

Dr.  James  O.  Cooper 

AVHERE.\S,  the  members  of  this  Society  ex- 
press their  sense  of  loss  in  the  recent  death  of 
Dr.  James  O.  Cooper,  and 

WHEREAS,  Dr.  Cooj^er  enjoyed  a reputation 
for  superior  knowledge  in  his  chosen  field  of 
pediatrics,  and 

WHEREAS,  he  held  a jxisition  of  great  re- 
sponsibility in  the  Pediatric  Depaitment  at  the 
University  of  Arkansas  Medical  Center; 

BE  IT  THEREFORE  RESOLVED; 

THAT,  we  express  our  sympathy  to  Dr. 
Cooper’s  family  by  forwarding  a copy  of  this 
resolution  to  them,  and 

THA  I’,  this  resolution  be  made  a permanent 
part  of  the  Society’s  records;  and 

TH.AT,  a copy  of  this  resolution  be  forwarded 
to  the  Journal  of  the  Arkansas  Medical  Society 
for  publication. 

By  Direction  of  the  Memorials  Committee 
T.  Duel  Brown,  M.D.,  Chairman 
Henry  Hollenberg,  M.D. 

Robert  Watson,  M.D. 

Adopted  by  Executive  Committee 
November  19,  1975 

# # * 

Dr.  Paul  M.  Fulmer 

W^HEREAS,  the  recent  death  of  Dr.  Paul  M. 
Fulmer  is  noted  with  sincere  soitow  by  the  mem- 
bers of  the  Pulaski  County  Medical  Society,  and 

WHEREAS,  Dr.  Fulmer  was  an  esteemed  mem- 
ber of  this  Society  for  nearly  half  of  a century, 
and 

W'^HEREAS,  he  will  long  be  remembered  by 
his  colleagues  and  his  patients  for  his  unselfish 
devotion  to  the  health  care  of  the  citizens  of  this 
community; 

BE  IT  THEREFORE  RESOLVED; 

l'H.\'E,  this  resolution  be  adopted  as  an  ex- 


pression of  our  ap[jreciation  for  Dr.  Fidmer,  and 

THAT,  a copy  of  this  resolution  be  forwarded 
to  Dr.  Fulmer’s  family  indicating  our  deep 
sympathy,  and 

I'HA'I',  a copy  be  forwarded  to  the  Journal  of 
the  Arkansas  Medical  Society  for  publication. 

By  Direction  of  the  Memorials  Committee 
T.  Duel  Brown,  M.D.,  Chairman 
Henry  Hollenberg,  M.D. 

Robert  Watson,  M.D. 

Adopted  by  Executive  Committee 
November  19,  1975 

# # * 

Dr.  George  Cleveland  Coffey 

BE  I E RESOLVED  that  the  Garland  County 
Medical  Society  pay  special  tribute  to  our  re- 
cently departed  member.  Dr.  George  Cleveland 
Coffey. 

Dr.  Coffey  received  his  medical  degree  from 
Vanderbilt  University  fifty-nine  years  ago  and 
carried  on  an  active  practice  for  these  many 
years.  He  was  a veteran  of  World  War  I.  Dr. 
Coffey  was  known  for  his  w'ork  in  the  urological 
field  and  was  active  in  the  affairs  of  the  Medical 
Society,  having  served  on  many  committees  and 
boards.  He  was  held  in  high  regard  by  the 
medical  profession  and  also  by  many  others  who 
sought  his  medical  advice. 

BE  IT  FURTHER  RESOLVED  that  a copy 
of  this  resolution  be  sent  to  his  sister,  Alice 
Maude  Reynolds,  and  brother,  L.  H.  Coffey,  and 
spread  on  the  minutes  of  the  Society  and  jrub- 
lished  in  the  Arkansas  State  Medical  Journal. 

# * # 

Dr.  Paul  O.  Wright 

BE  IT  RESOLVED  that  the  Garland  Gounty 
Medical  Society  pay  tribute  to  our  recently  de- 
parted member.  Dr.  Paul  Oliver  Wright. 

Dr.  Wright  was  active  as  a pharmacist  for 
some  twelve  years;  however,  his  desire  to  inti- 
mately serve  mankind  led  him  to  the  study  of 
medicine.  Upon  graduation,  he  entered  into 
general  jiractice  where  he  evidenced  a marked 
degree  of  devotion  to  his  patients.  He  practiced 
in  Hot  Springs  for  a period  of  fifteen  years  and 
his  kindly  attention  will  be  missed  by  many. 

He  was  devoted  to  his  wife  and  family  and  to 
them  we  express  our  sorrow. 

BE  IT  FURTHER  RESOLVED  that  a copy 
of  this  resolution  be  sent  to  his  wife  and  family, 
to  the  State  Medical  Journal,  and  be  spread  on 
the  minutes  of  the  Society. 
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Tumors  and  Immunity 


Alfred  Kahn,  Jr.,  M.D. 


T,e  cause  of  canter  is  still  unknown  despite 
intensive  investigation.  There  are  studies  which 
tend  to  incriminate  viruses,  chemicals,  radiation, 
and  so  on.  One  of  the  interesting  reports  on 
malignancy  is  on  osteogenic  sarcoma  in  which 
the  authors  Levin,  Byers,  Fudenberg,  Wybran, 
Hackett,  Johnson,  and  Spitler,  in  which  they 
studied  “The  Immunologic  Parameters  Before 
anti  During  Immunotherapy  With  Tumor  Spe- 
cific I’ransfer  Factors’’.  They  used  transfer  factor 
because  it  can  increase  cell  mediated  immunity 
but  does  not  increase  humoral  immunity.  Cellu- 
lar type  immunity  is  said  to  increase  in  the 
household  contacts  of  patients  with  osteogenic 
sarcoma.  'Fhus,  these  individuals  can  act  as 
donors  for  transfer  factor.  The  authors  have 
tried  giving  transfer  factor  to  patients  with 
osteogenic  sarcoma  in  hopes  of  obtaining  a 
cytotoxic  effect  on  the  tumor  cells,  in  as  much 
as  conventionally  treated  cases  with  osteogenic 
sarcoma  have  a bleak  prognosis— 50%  have 
metastatic  lesions  within  six  months  after  diag- 
nosis. The  authors  pointed  out  that  there  were 
three  major  problems  in  this  tyjre  of  therapy; 
the  tumor  may  be  so  big  that  the  host’s  body 
does  not  have  enough  lymphocytes  to  adequately 
destroy  the  tumor;  secondly,  if  tlie  tumor  is  in 
a vital  organ,  the  inflammation  produced  by  the 
therapy  may  be  injurious;  thirdly,  it  is  difficult 
to  monitor  all  the  clinical  parameters  of  the  host 
and  recipient  in  all,  thirteen  patients  received 
transfer  factor  out  of  eighteen  .stuilied.  Levin, 
et  al,  was  able  to  demonstrate  any  increased 
cytotoxicity  in  the  patient’s  l^mrphocytes  after 
transfer  factor  was  administered;  pain  and  swell- 
ing occur  around  the  tumor  and  active  rosette 
forming  cells  increase.  It  is  stated  that  transfer 
factor  treatment  is  not  desirable  in  large  tumors; 


that  it  is  best  employed  in  treating  occult 
metastases,  small  tumors,  and  prolonging  the 
beneficial  effects  of  amputation. 

Byers,  Levin,  Hackett,  and  Fudenberg  have 
investigated  tumor  specific  cell  mediated  immuni- 
ty in  the  household  contacts  of  cancer  patients 
(Journal  of  Clinical  Investigation,  Volume  55, 
page  500,  March  1975).  They  used  three  different 
tumor  types:  Osteogenic  sarcoma,  hypernephro- 
ma, and  breast  carcinoma.  The.se  healthy  house- 
hold contacts  of  individuals  with  osteogenic 
sarcoma  and  breast  cancer  had  increased  cellular 
immunity  against  osteogenic  sarcoma  and  carci- 
noma of  the  breast;  this  type  of  immunity  was 
not  found  in  hypernephroma.  Where  this  im- 
munity existed,  there  was  no  difference  in  the 
immunity  based  on  genetic  relationship  or  not- 
hin and  non-kin  had  the  same  reaction.  It  was 
further  noted  that  the  immunity  was  tumor 
specific;  the  household  contacts  did  not  have 
immunity  against  other  tumor  types  or  against 
non-tumor  antigens.  These  findings  certainly 
suggest,  but  do  not  prove,  a virus  cause  of  certain 
tumors. 

.■\n  editorial  “Surgical  Oncology  At  The  Cross- 
roads” written  by  W.  Bradford  Cannon  (Sui'gery, 
Gynecology,  and  Obstetrics,  Volume  140,  page 
607,  April  1975),  discusses  the  philosophy  of 
surgical  excision  of  tumors  iu  light  of  more 
recent  knowledge.  Patterson  points  out  that 
surgeons  have  mastered  technicjues  for  excision 
of  bidky  tumors,  even  with  lymph  node  extension. 
But  he  goes  on  to  state  that  massive  resections 
around  a small  tumor  is  a mistake;  he  says 
“surgeons  must  modify  their  conviction  that  re- 
moval of  every  malignant  cell  is  necessary  for  a 
cure”.  Tumor  cells  exfoliate  even  in  small 
tumors  and  have  left  a local  area;  the  body’s 
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defenses,  not  tlie  scalpel,  have  to  deal  with 
these  already  spreading  tinnor  cells.  Patterson 
heretically  goes  on  that  surgeons  shoidd  remove 
lymph  nodes  lor  diagnosis  and  for  relief  of  a 
bulk,  but  not  because  of  necessarily  effecting  a 
better  cure.  The  thrust  of  this  interesting  edi- 
torial is  that  in  light  of  modern  knowledge- 


immunology  of  tumors,  etc.— less  radical  pro- 
cedures may  be  better  than  ma.ssive  surgical 
re.sections  customarily  <lone  in  some  situations. 

d’he  way  to  successfid  oncological  therapy  may 
well  be  in  the  hands  of  immunologists  rather  than 
surgeons  in  the  future. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  brought 
the  concerns  of  American  medicine  to  the  atten- 
tion of  the  Congress  a number  of  times  during 
the  season  of  the  Harvest  Moon. 

At  a hearing  before  a Hoirse  Judiciary  Sub- 
committee looking  into  the  charge  that  federal 
agencies  may  be  taking  too  much  power  into  their 
own  hands,  the  AMA  testified  that  “although 
potentially  inherent  in  many  agencies,  abuses 
have  become  more  obvious  in  the  health  agencies 
during  the  past  10  years." 

Raymond  T.  Holden,  M.D.,  Chairman  of  the 
AMA  Board  of  d’rustees,  said  the  many  health 
programs  Congress  approved  during  this  time 
“because  of  the  complexity  of  the  solutions  in- 
herent, were  often  mere  skeletons.  In  its  haste 
to  provide  operational  progiams.  Congress  often 
has  allowed  executive  agencies  and  bureaus  to 
add  the  flesh.” 

As  a residt.  Dr.  Holden  said,  the  final  program 
often  is  “unrecognizable”  from  what  Congress 
had  in  mind.  He  charged  there  has  been  inten- 
tional non-conformance  with  Congress’  intent, 
“an  insatiable  appetite  for  more  regidation”  in 
which  the  bureaucracy  “runs  amok  by  attempting 
to  regulate  any  activity  which  touches  upon, 
influences,  or  is  affected  by  the  Congressional 
program.”  The  time  is  long  overdue  to  put  a 
stop  to  regulatory  abuse,  the  AMA  official  told 
the  Subcommittee. 


Dr.  Holden  pointed  to  the  Health,  Education 
and  Welfare  Department’s  actions  on  EUilization 
Review.  After  withdrawing  the  initial  proposal 
for  hospital  pre-admission  certification,  strongly 
opposed  by  the  AMA,  the  Department  went 
ahead  with  final  rules  that  were  “etjually  ob- 
jectionable” in  requiring  review  of  all  patients 
within  24  hours.  Dr.  Holden  said  provisions  of 
the  basic  Medicare  law  were  “improperly  in- 
voked” and  irrelevant  provisions  of  other  pro- 
grams were  “imperiously  used”  by  HEW.  The 
AMA  brought  suit  and  was  succe.ssfid  in  obtain- 
ing a preliminary  injunction  upheld  on  apjX?al. 

lulgar  T.  Beddingfield,  M.D.,  Vice  Chairman 
of  the  AMA’s  Council  on  Legislation,  told  the 
Subcommittee  the  AMA  is  backing  a measure  to 
amend  the  Administrative  Procedures  Act  to 
require  agencies  to  follow  certain  procedures. 
The  bill,  introduced  by  Rep.  Thomas  Kindne.ss 
(R-Ohio),  calls  for  adetjuate  time  for  comment, 
and  expands  the  type  of  governmental  actions 
that  w'oidd  come  under  the  ride-making  regula- 
tions. The  bill  (H.R.  10,801)  reipiires  the  agency 
to  include  “the  rationale  in  accepting,  rejecting, 
or  accepting  in  modified  form  the  comments 
received  by  the  interested  parties.”  Dr.  Bedding- 
field  said  this  is  to  “assure  that  the  agency  not 
indidge  further  in  its  practice,  often  utilized,  of 
rejecting  out-of-hand  comments  with  which  it 
does  not  agree ...”  Any  final  rule  substantially 
changed  from  its  proposed  form  would  have  to 
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go  through  the  process  as  a proposed  rule  to 
allow  comment,  he  said. 

# # * # 

The  AMA  told  Congress  it  is  time  to  improve 
the  health  of  Indians. 

“The  Association  believes  that  today,  when 
the  nation  appears  ready  to  correct  some  of  the 
wrongs  done  the  first  Americans,  there  is  an 
opportunity  to  bring  the  health  status  of  the 
American  and  Alaskan  Native  to  the  level  of 
the  general  population,  rather  than  remaining 
decades  behind.” 

Robert  B.  Hunter,  M.D.,  a member  of  the 
AMA  Board  of  Trustees,  said  the  Indian  Health 
Service  “has  done  well  with  what  it  has,  but  it 
does  not  have  enough.”  Dr.  Hunter,  testifying 
before  the  House  Subcommittee  on  Indian  Af- 
fairs, endorsed  legislation  before  the  House  and 
Senate  to  improve  health  services  for  Indians. 

In  the  past,  increases  in  the  budget  for  Indian 
health  services  have  done  little  more  than  keep 
up  with  inflation,  the  physician  told  the  law- 
makers. “They  have  enabled  the  Service  to 
maintain  its  health  care  system,  but  not  to  im- 
prove it.”  Only  a few  new  facilities  have  been 
built  or  old  ones  modernized.  Dr.  Hunter  noted. 

Based  on  extensive  studies  by  die  AMA  and 
others.  Dr.  Hunter  said,  one  solution  to  the 
manpower  needs  must  be  to  attract  more  Indians 
to  the  health  professions.  He  supported  pro- 
visions in  the  measures  to  train  more  Indian 
physicians  through  scholarships  and  in  other 
ways. 

Changes  were  recommended  to  allow  employ- 
ment of  jirivate  health  professionals  on  a contract 
basis  to  meet  backlogs  in  health  care  services 
needed  by  Indians.  An  immediate  construction 
and  modernization  program  for  health  facilities 
was  endorsed  as  well  as  provisions  requiring 
Indian  participation  in  planning  and  program 
operation. 

He  urged  passage  of  a provision  for  a one-year 
study  to  investigate  alcoholism  and  mental  health 
among  Indians. 

* # # # 

Bills  before  Congress  to  impose  additional 
regulations  on  lobliying  activities  were  opposed 
by  the  AMA  as  “unnecessary  and  discriminatory.” 

The  goal  of  the  legislative  proposals  for  “open 
government”  coidd  be  defeated  by  the  reform 
plans  which  coidd  stifle  legitimate  and  needed 
contacts  of  citizens  and  their  organizations  with 


the  Government,  Executive  and  Congress,  the 
AMA  said. 

In  a statement  for  the  House  Judiciary  Sub- 
committee considering  the  issue,  the  AMA  noted 
the  multitude  of  federal  health  progiams  that 
involve  communications  by  physicians  and  their 
organizations  with  the  Government.  “This  access 
is  necessary  in  the  future  to  assure  the  maximum 
input  of  the  exj^ertise  and  experience  of  the 
physician  and  of  his  practical  concern  for  the 
individual  beneficiary,”  the  AMA  said.  “This 
input  must  not  be  subject  to  unnecessary  regu- 
lation.” 

One  upshot  of  the  legislation  would  be  to 
Ining  under  federal  controls  great  numbers  of 
organizations  and  people  who  heretofore  have 
not  been  considered  lobbyists,  including  state  and 
local  medical  organizations. 

A provision  of  a major  lobbying  bill  could 
control  organizations  with  periodic  publications 
wdiich  report  on  legislative  and  regulatory  affairs, 
the  AMA  said.  Such  organizations  would  have 
the  alternative  of  complying  with  the  reporting 
and  other  burdens  imposed  by  the  bill,  or  to 
cease  reporting  on  regulatory  and  legislative 
affairs  of  legitimate  interest  to  memljers,  accord- 
ing to  the  AMA  statement. 

Another  provision  could  recjuire  the  reporting 
of  all  members  of  organizations  w'ho  contribute 
more  than  5100  during  a year,  possibly  including 
dues.  “Such  a requirement  would  lie  extremely 
onerous  and  in  many  situations  compliance  would 
be  impossible,”  said  the  AMA.  “These  provisions 
of  the  bill  would  be  harsh  and  unfair  and  could 
serve  little  or  no  purpose  except  harrassment.” 

In  discouraging  communications  with  Con- 
gress, the  goal  of  ojien  government  would  be 
defeated,  the  statement  declared. 

# # * * 

A resolution  backed  by  the  AMA  has  been 
introduced  in  Congress  to  authorize  the  President 
to  designate  the  week  of  April  4,  1976,  as  Na- 
tional Rural  Health  Week.  The  resolution, 
aimed  at  spurring  Congressional  and  public 
interest  in  rural  health  problems,  was  introduced 
in  the  House  by  Rep.  Ed  Jones  (D-Tenn.)  and 
eight  co-sponsors.  A resolution  is  slated  to  be 
introduced  in  the  Senate  soon.  Other  House 
sponsors  were  Reps.  Bob  Bergland,  (D-Minn.), 
John  Breckinridge,  (D-Tenn.),  Tim  Lee  Carter, 
M.D.,  (R-Ry.),  Allan  Howe,  (D-Utah),  James 
Jeffords,  (R-Vt.),  Matthew  McHugh,  (D-N.Y.), 
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Guim  McKay,  (I)-lUah),  ami  Don  Young,  (R- 
Alaska). 

* # * # 

'I'he  American  Medical  Political  Action  Com- 
mittee h;is  asked  the  Federal  Election  Commission 
to  pennit  ])olitical  groups  to  solicit  supjxirt  or 
endorsement  of  federal  candidates  through  com- 
munications with  memliers  without  having  to 
subject  such  expeuditures  to  the  disclosure  re- 
cpiirements  ol  the  law. 

Rex  Kenyon,  M.l).,  a memlter  of  the  AMPAC 
Boartl  of  Directors,  told  the  Commission  the 
Elections  Law  approved  by  Congress  provides 
that  contributions  or  expenditures  “shall  not 
include  communications  by  a corporation  to  its 
stockholders  and  their  families  or  by  a labor 
organization  to  its  members  and  their  family 
on  any  subject.”  Another  section  provides  that 
expenditure  does  not  include  “any  communi- 
cation by  a membership  organization  ...  to  its 
members ...” 

However,  Dr.  Kenyon  said,  the  Elections  Com- 
mission would  appear  to  limit  the  directive  of 
Congiess  allowing  commtmications  on  any  sub- 
ject to  prohibit  the  endorsement  or  solicitation 
of  sup{X)rt  for  a federal  candidate  or  office-holder. 
‘AYe  believe  this  is  unwise,”  he  said. 

Stressing  that  AMPAC  “has  no  objection  what- 
ever to  the  full  disclosure  of  any  and  all  of  its 
activities,”  Dr.  Kenyon  said  AMPAC  would  like 
to  assure  its  members  “that  they  can  participate 
openly  and  freely  without  fear  of  being  in  viola- 
tion of  unduly  restrictive  laws  and  regidations.” 

* # * * 

Quick  action  has  been  urged  by  the  House 
Health  Subcommittee  staff  to  block  rollbacks  in 
Medicare  reimbursement  rates  for  physicians 
during  the  current  fiscal  year. 

Charging  that  the  HEW  Department's  index 
for  calculating  reimbursement  has  had  the  “un- 
intended and  unanticipated  effect”  of  pushing 
some  cuiTent  payment  levels  below  those  of  last 
year,  the  staff  said  in  a rejiort  that  Congiess 
will  have  to  move  quickly  “in  order  to  make  it 
as  administratively  feasible  as  possible  to  modify 
the  current  situation.” 

The  subcommittee,  headed  by  Rep.  Dan  Ros- 
tenkowski  (D-Ill.),  voted  tentative  agreement  on 
amending  the  index  “so  as  to  preclude  any  roll- 
back of  fiscal  year  1976  prevailing  fees  below 
fiscal  year  1975  prevailing  fees.” 

The  change  was  one  of  the  major  goals  sought 


by  the  AMA  in  testimony  before  the  .Subcommit- 
tee last  month.  Fhe  Administration  had  ac- 
knowledged the  prolilem,  but  refused  to  support 
legislation  to  correct  it,  merely  noting  that  the 
rollback  problem  would  not  reoccur  in  future 
ujxlates  of  prevailing  charge  screens. 

In  a staff  document,  the  Ways  and  Means 
Subcommittee  noted  that  the  economic  index  for 
physicians’  fees  was  not  issued  by  HEW  until 
last  April.  Almost  two  and  a half  years  since  the 
enabling  legislation  was  passed.  Only  30  days 
were  then  allowed  for  comment  from  interested 
parties,  a time  squeeze  that  generated  such  criti- 
cism that  the  regulations  were  the  subject  of 
hearings  by  the  Subcommittee  June  12  and  then 
last  month. 

“It  shoidd  be  pointed  out  that  if  HEW  had 
not  delayed  so  long  in  implementing  the  regula- 
tions, there  would  not  have  been  any  rollbacks 
in  prevailing  charges,”  the  report  said. 

One  of  the  major  criticisms  levelled  at  the 
rollback  by  the  staff  was  the  effect  on  physician 
acceptance  of  assignment  tinder  Medicare. 

“It  is  predictable  that  the  rollltacks  will  further 
discourage  physicians  from  accepting  assignment” 
and  “restdt  in  an  even  further  decrease  in  the 
assignment  rate  with  the  consequence  that  bene- 
ficiaries will  pay  an  even  larger  proportion  of 
their  medical  bills  out-of-pocket,”  said  the  re|xn't. 

Fo  illustrate  how  the  rollljack  operates,  the 
report  said  a beneficiary  or  a physician  who  was 
])aid  S20  for  an  office  visit  in  fiscal  year  1975 
may  get  only  $18  in  the  current  fiscal  year  1976. 

Beyond  the  rolll^ack  cpiestion,  the  staff  pointed 
otit  that  members  of  the  medical  profession  (in- 
cluding the  AMA)  “expressed  great  concern  over 
the  individual  indices  used  to  make  up  the  over- 
all index”  which  was  designed  to  gear  Medicare 
reimbursement  with  rising  costs  of  living  in 
general.  Critics  contended  that  the  indices  “did 
not  fairly  represent  their  increases  in  practice 
expenses.  In  particular,  the  index  does  not  allow 
for  the  increases  in  malpractice  insurance  premi- 
ums physicians  have  experienced.” 

Edgar  T.  Beddingfield,  M.D.,  Vice  Chairman 
of  the  AMA’s  Council  on  Legislation  told  the 
.Subcommittee  last  month  that  the  physician's 
fee  index  developed  by  HEW  was  an  “abuse  of 
the  regulatory  process.”  Dr.  Beddingfield  urged 
that  the  economic  index  be  repealed. 

* # # # 

A catastrophic-oriented  national  health  insur- 
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iince  plan  has  been  introduced  into  the  Senate 
by  Russell  Long  (D-La.)  and  Abraham  Ribicoff 
(D-Conn.). 

The  bill,  much  the  same  as  last  year’s  version, 
was  co-sponsored  by  1 1 other  Senators  including 
Senate  Majority  Leader  Mike  Mansfield  (D- 
Mont.),  Senate  GOP  Leader  Hugh  Scott  of 
Pennsylvania,  and  Senator  Hennan  Talmadge 
(l)-Cia.),  Chairman  of  the  Finance  Subcommittee 
on  Health. 

'Fhe  latiig-Ribicoff  bill  has  been  the  dark 
horse  challenger  in  the  NHl  picture,  opposed  by 
all  of  the  major  outside  groups  offering  NHI 
progTams.  It  is  especially  repugnant  to  labor, 
and  has  been  fought  by  the  Administration.  As 
the  bi-partisan  list  of  Long-Ribicoff  sponsors 
indicates,  however,  the  measure  has  a lot  going 
for  it  in  the  Senate  where  it  ranks  with  organized 
labor’s  Health  Security  Act  championed  by  Sen. 
Edward  Kennedy  (D-Mass.)  as  a contender. 

Long  waited  a long  time  to  put  in  his  bill  this 
year,  prompting  speculation  he  figured  NHl  was 
a dead  issue  or  that  he  had  changed  his  mind 
about  his  bill.  As  it  turned  out.  Long  chose  an 
introduction  time  when  interest  appeared  to  be 
reviving  on  Capitol  Hill  for  a catastrophic  ap- 
proach to  NHI. 

Cost  of  the  bill  was  put  at  $7  billion  yearly. 
I’he  Administration  held  off  submission  of  an 
NHI  plan  this  year,  but  is  almost  sure  to  offer 
a plan  next  year  similar  to  the  Administration’s 
old  CHIP  bill.  The  other  major  NHI  recom- 
mendations before  Congress  include  the  Ameri- 
can Medical  Association’s  Comprehensive  Health 
Care  Insurance  Act,  Labor’s  bill,  the  American 
Hosjtital  As.sociation’s  plan,  and  the  Health  In- 
surance companies’  N HI  proposal. 

Under  the  Long  bill: 

*A11  people  w'oidd  be  covered  by  a cata- 
strophic protection  provision  that  would  pay 
for  everything  above  the  cost  of  60  days  in  a 
hospital  or  .|2,00()  in  expenses. 

*A  uniform  national  benefit  and  eligibility 
structure  with  heavier  federal  contributions 
that  would  reshajre  the  present  Medicaid  pro- 
gram and  broaden  it  to  include  the  “working 
poor.” 

* Private  health  insurance  carriers  would 
have  to  meet  government  standards  to  qualify 
for  participation  in  the  catastrophic  and  other 
federal  health  programs. 

Fhe  catastrophic  insurance  could  be  provided 


by  either  the  government  through  a one  percent 
payroll  tax  or  through  employers’  own  insurance 
plans  in  which  case  employers  could  receive  a 
50  percent  tax  reljate.  A separate  Social  Security 
trust  fund  would  finance  this  provision. 

# # * * 

Private  health  insurance  organizations  do  a 
better  and  cheaper  job  of  handling  Medicare 
bills  than  the  Social  Security  Administration, 
according  to  a General  Accounting  Office  (GAO) 
report. 

High  federal  pay  and  administrative  inef- 
ficiencies were  bhuned  for  Social  Security’s  {X)or 
showing  in  comparison  with  private  organiza- 
tions. 

I’he  report  was  sent  to  the  House  'Ways  and 
Means  Committee  which  requested  it  last  year. 
The  Ways  and  Means  Health  Subcommittee  will 
open  Autumn  legislative  hearings  soon  on  Na- 
tional Health  Insurance.  A major  issue  is 
whether  a Social  Security-financed  catastrophic 
jtrogram  shotild  be  part  of  NHI. 

d’he  CAO  is  an  agency  of  Congress  that  in- 
vestigates the  activities  of  the  Federal  Govern- 
ment as  a function  of  Congress’  oversight  role. 

CAO  compared  the  SSA’s  Bureau  of  Health 
Insurance  performance  and  cost  for  1973  with 
that  of  four  contract  intermediaries— Mutual  of 
Omaha,  Travelers,  the  Maryland  Blue  Cross 
Plan,  and  Hospital  Service  Corporation  (the 
Chicago  Blue  Cross  Plan). 

I’he  GAO  report  found  that  the  average  cost, 
excluding  audit,  of  a bill  processed  by  SSA  was 
$12.39  compared  to  $7.31  for  Travelers,  $7.28  for 
Mutual,  $3.81  for  Chicago,  and  $3.55  for  Mary- 
land. 

Social  Security  and  intermediaries  like  Trav- 
elers and  Mutual  serve  providers  in  a number  of 
states,  thus  requiring  field  offices,  and  serve  a 
higher  percentage  of  skilled-nursing  facilities, 
whose  bills  are  considered  more  difficult  to 
process  than  hospital  bills,  GAO  said.  “Such 
intermediaries  can  be  expected  to  have  higher 
costs  than  Blue  Cross  Plans,  which  primarily 
serve  hospitals  in  only  one  state  or  part  of  a 
state,”  the  report  said. 

GAO  said  it  believes  the  Committee  should 
allow  HEW  to  redesignate  an  intermediary 
“when  because  of  geographic  disjrersion,  the 
provider’s  selection  appears  to  inhibit  efficient 
administration.” 

The  report  said  Social  Security’s  Administra- 
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tive  costs  “siilistantially  exceed  the  costs  of 
Mutual  and  rravelers.  Higher  salaries  and 
lower  productivity  appear  to  lie  major  reasons 
lor  the  higher  costs  of  the  division,  wliich,  unlike 
the  private  inlennediaries,  had  no  production 
standards.” 

•Social  Security  “generally  took  longer  than  the 
private  intermediaries  to  jtay  bills  and  make 
final  settlements  with  providers.  Its  error  rate 
was  al)ont  average,"  the  re|xjrt  asserted. 

Noting  that  personnel  costs  account  lor  about 
(1.5  percent  of  an  intermediary's  exjx.‘nses,  GAO 
said  Social  Security  |jersoniiel  were  consistently 
higher  paid  than  personnel  in  comjtarable  jolts 
with  the  four  private  intermediaries.”  For  ex- 
ample, accountants  and  auditors  at  Social  Se- 
curity were  paid  §21,(100  compared  with  an 
average  §15,900  in  the  private  groups.  Social 
Security  claims  examiners  got  §11,600  compared 
with  §7,900;  Registered  Nurses  §13,600,  compared 
with  §11,700. 

Social  Security’s  annual  compensation  ex- 
ceeded the  average  annual  comjtensation  of  the 
four  private  intermediaries  by  36  percent  for 
accountants  and  auditors,  47  jrercent  for  claims 
examiners,  and  16  percent  for  Registered  Nurses, 
the  report  said. 

* # # 

Guide  to  Documentation  Requirements 
In  the  Medical  Record 

Tlie  American  Medical  Record  Association  an- 
nounces the  publication  of  Guide  to  Documenta- 
tion Requirements  in  the  Medical  Record.  Meet- 
ing the  need  for  a reference  compilation  of  the 
laws  and  standards  of  various  regulatory  and 
accrediting  agencies,  this  valuable  98-page  work 
was  originally  produced  by  the  Maryland  Med- 
ical Record  .\.ssociation. 

Tlie  guide  serves  as  a timely  reference  to  re- 
cpiirements  for  documenting  jtarticular  aspects 
of  medical  care  in  a patient's/resident's  medical 
record.  For  ease  in  usage,  it  is  divided  into  six 
separate  .sections,  each  of  which  deals  with  dif- 
ferent ty])es  of  liealth  care  facilities:  acute  care; 
psychiatric;  .skilled  nursing;  alcoholic;  mental  re- 
tardation and  intermediate  care.  Each  section 
lists  and  references  documentation  recpiirements 
as  pre.scribed  by  JCAH,  Federal  standards  and 
Medicare.  Open  columns  are  provided  for  in- 
sertion of  specific  state  documentation  recpiire- 
ments. It  also  includes  regulations  or  standards 
concerning  statistics,  filing,  indexing,  record  re- 


tention and  staffing. 

Regulations  cited  can  Ite  cpiickly  and  conven- 
iently referred  to  since  they  are  referenced  by 
source,  according  to  numbering  .systems  used  in 
the  source.  A bibliography  provides  .sources 
cited,  and  a .s])ecial  directory  section  lists  ad- 
dres.ses. 

4’he  guide  is  available  at  §6.00  per  copy  from 
the  Order  Unit,  American  Medical  Record  A.s- 
sociation,  .Suite  1850,  875  North  Michigan  Ave- 
nue, Chicago,  Illinois  60611.  All  orders  must  be 
pre]:)aid. 
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Third  Annual  Hair  Transplant  Symposium 
and  Workshop 

The  American  Society  for  Dennatologic  Sur- 
gery, the  y\merican  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  and  the  American 
A,s.sociation  of  (iosmetic  Surgeons  are  cospon.sor- 
ing  this  conference  which  is  designed  to  offer  an 
opportunity  for  the  exchange  of  ideas  among 
various  disciplines  and  to  present  the  late,st  ad- 
vances in  technieptes  on  hair  transplantation.  It 
will  be  lield  February  13th  and  14th,  1976,  at 
the  Stough  Dermatology  and  Cutaneous  Surgery 
Clinic,  P.A.,  Doctors  Park,  Hot  Springs,  Arkan- 
sas 71901.  Attendance  will  be  limited.  Faculty 
will  iuclude:  dermatologists,  otolaryngologists, 
regional  and  general  jrlastic  surgeons.  For  fui- 
ther  information  contact:  D.  B.  Stougli,  III, 
M.D.,  Program  Director  (address  listed  above). 

Koch  Centennial  Symposium 

A two-day  Medical  Horizons  Symposium  on 
“Challetiges  of  Ambulatory  Care  of  "Fuberculo- 
sis”  is  scheduled  Februaiy  20-21,  1976,  at  the 
Hilton  Hotel,  Baltimore,  Maryland.  Speakers 
include  Wallace  Fox,  Director  c:)f  the  British 
Medical  Research  Council,  'Fuberculosis  and 
Cihest  Diseases  Unit,  London,  and  D.  A.  Mitchi- 
son.  Professor  of  Bacteriology  and  Director  of 
the  Deparltnent  of  Bacteriology,  Royal  Post- 
graduate Medical  School,  London.  Apply:  David 
Classer,  M.D.,  Baltimore  City  Health  Depart- 
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meat,  Room  C-231,  Baltimore,  Maryland  21202. 
Phone  AC  301  396-4436. 

Pediatrics  Prespective  1976  — 

Infectious  Diseases 

Booth  Memorial  Medical  Center  and  New 
York  Lhiiversity  Postgraduate  Medical  School 
will  offer  a course  entitled  “Pediatrics  Prespec- 
tive 1976  — Infectious  Diseases’’  from  January  8 
through  February  12,  1976. 

I’he  course  is  designed  to  assist  practicing 
petliatricians  and  general  practitioners  to  im- 
prove and  update  their  knowledge  and  skills  in 
diagnosis,  management  and  the  prevention  of 
some  of  the  more  serious  infectious  diseases  en- 
countered during  infancy,  childhood  and  ado- 
lescence. 

Tuition  fee  is  $75.  The  course  meets  the  cri- 
teria for  nine  hotirs  in  Category  1 for  the  Physi- 
cian's Recognition  Award  of  the  American  Med- 
ical Association.  Applications  and  a detailed 
brochtire  of  the  course  may  be  obtained  from  the 
Office  of  the  Associate  Dean,  New  York  Univer- 
sity Postgraduate  Medical  School,  550  First  Ave- 
nue, New  York,  New  York  10016;  or  telephone 
AC  212  679-3200,  extension  4037. 

American  College  of  Legal  Medicine  Meeting 

4'he  annual  meeting  of  the  American  College 
of  Legal  Medicine  is  scheduled  for  May  12-15, 
1976,  at  the  Castle  Harbour  Hotel,  Bermuda. 
For  detailed  information  on  the  meeting,  and  in- 
formation on  arrangements  and  charter  flights, 
contact  Don  Flarper  Mills,  M.D.,  J.D.,  FCLM, 


President,  American  College  of  Legal  Medicine, 
1340  North  Astor  Street,  Suite  2608,  Chicago, 
Illinois  60610. 

National  Conference  on  Radiation  Oncology 

The  American  Cancer  Society  is  sponsoring 
the  National  Conference  on  Radiation  Oncology, 
Present  Status  and  Futtire  Potential.  The  con- 
ference will  be  held  at  the  San  Francisco  Hilton 
and  Tower,  San  Francisco,  California,  on  May 
27-29,  1976.  The  conference  meets  the  criteria 
for  16  hours  of  aedit  in  Category  1 for  the  Phy- 
sician’s Recognition  Award  of  the  American 
Medical  Association,  and  16  elective  hours  by  the 
American  Academy  of  Family  Physicians. 

Sessions  are  open  to  all  members  and  students 
of  the  medical  and  dental  profession.  Advanced 
registration  is  requested.  There  is  no  registra- 
tion fee.  For  further  infonnation  contact  Sidney 
L.  Arje,  M.D.,  American  Cancer  Society,  777 

Third  Avenue,  New  York,  New  York  10017. 

# * # 

WATS  LINE 

Effective  January  1,  1976  the  Library  of  the 
LIniversity  of  Arkansas  for  Medical  Sciences 
dropped  the  WAl’S  telephone  system.  The  Li- 
brary will  continue  to  assist  health  care  practi- 
tioners to  receive  library  service.  Any  health  care 
piactitioner  can  reejuest  reference  or  loan  service 
or  non-emergency  jx)ison/drug  information  by 
calling  664-5000  ext.  861.  This  number  will  be 
changed  in  March  and  an  announcement  will  be 
placed  in  the  news  items  of  this  journal. 


OBITUARY 

Dr.  Deane  D.  Wallace 

Dr.  Deane  D.  Wallace  of  Little  Rock  died 
November  10,  1975,  at  the  age  of  fifty-nine.  He 
was  a practicing  gynecologist  in  Little  Rock. 

Dr.  Wallace  was  a 1941  graduate  of  Vanderbilt 
LIniversity  School  of  Medicine,  Nashville,  Ten- 
nessee. He  w'as  a member  of  the  Pulaski  County 
Medical  Society,  Arkansas  Medical  Society  and 
the  American  Medical  Association. 

Dr.  Wallace  is  survived  by  his  wife,  Frances. 


Dr.  John  G.  Cullins 

Dr.  John  Graydon  Cullins  of  Little  Rock  died 
November  28,  1975,  at  the  age  of  eighty-one. 

A 1917  giaduate  of  the  University  of  Arkan- 
sas School  of  Medicine,  Dr.  Cullins  practiced 
neuropsychiatry  and  radiology. 

He  was  a member  of  the  Fifty  Year  Club  of 
the  Arkansas  Medical  Society,  the  Pulaski  Coun- 
ty Medical  Society,  the  American  Medical  As- 
sociation, American  Radiological  Society,  Ameri- 
can Psychiatric  Association,  Association  of  Mili- 
tary Surgeons,  and  a former  member  of  the  State 
Pharmacy  Board.  He  was  also  a Mason  and  a 
member  of  the  American  Legion  and  Reserve 
Officers  As.sociation  of  the  United  States. 

Dr.  Cullins  is  survived  by  his  wife,  Alma,  a 
brother,  and  three  sisters. 
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Dr.  G.  Thomas  Jansen,  Little  Rock,  president-elect 
of  Southern  Medical  Association. 


Dr.  Jansen  is  S.M.A.  President-elect 

Dr.  G.  Thomas  Jansen  of  Little  Rock  has  been 
named  president-elect  of  the  Southern  Medical 
Association,  it  was  announced  in  Miami  Beach 
recently.  Dr.  Jansen  has  been  active  in  the  Ar- 
kansas Medical  .Society  and,  in  addition  to  his 
private  dermatology  practice  in  Little  Rock,  he 
is  chairman  of  the  Department  of  Dermatology 
at  the  University  of  Arkansas  College  of  Medi- 
cine. 

Dr.  Bost  Witness  for  Vice  President's  Forum 

Dr.  Roger  Bost  of  Little  Rock,  associate  dean 
of  the  University  of  Arkansas  College  of  Medi- 
cine, was  a witness  before  a forum  chaired  by 
Vice  President  Rockefeller  on  health  care  costs 
and  services  delivery.  Dr.  Bost  was  one  of  three 
witnesses  called  from  Arkansas. 

Dr.  Farrar  is  Distinguished  Harding  Alumnus 

Lhe  Harding  College  Distinguished  Alumnus 
award  was  presented  to  Dr.  Henry  C.  Farrar  of 
Searcy,  at  the  college’s  recent  homecoming  activi- 
ties. 

Doctors  Receive  A.A.  F.  P.  Fellowship 

Dr.  Fred  C.  Inman  of  Carlisle,  and  Dr.  Clifford 
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L.  Evans  of  Morrilton,  have  fjeen  named  Fellows 
of  the  American  Academy  of  Family  Physicians. 

Physician  Relocates 

Dr.  Frederick  P.  Feder  of  Fort  Smith  has  an- 
nounced the  relocation  of  his  office  for  the  prac- 
tice of  pediatric  and  adult  urology  to  720  Lex- 
ington Avenue  in  Fort  Smith. 

Dr.  Gupta  Honored 

Dr.  Surinder  Gupta  of  Hot  Springs  received 
the  “Doctor  of  the  Year”  award  from  the  Car- 
land  County  Medical  Assistants  Society.  The 
.\w'ard  was  presented  during  the  Medical  As- 
sistants’ “Bosses  Night”  banquet  in  Hot  Springs. 

Dr.  Williams'  Surgery  Technique  Highlighted 

A technical  paper  presented  at  the  national 
meeting  of  the  Association  for  Academic  Surgery 
covered  a technique  developed  by  Dr.  Doyne 
Williams,  associate  professor  of  surgei7  at  the 
Utiiversity  of  Arkansas  College  of  Medicine  in 
Little  Rock. 

Dr.  Johnson  Receives  Fellowship 

Dr.  David  M.  Johnson  of  Searcy  was  awarded 
a Fellowship  in  the  American  College  of  Chest 
Physicians  in  October.  The  honor  was  bestowed 
on  Dr.  Johnson  in  recognition  of  his  work  in 
the  Arkansas  State  Health  Clinics,  particularly 
in  the  area  of  tuberculosis  and  other  complaints 
of  the  pidmonary  system. 

Dr.  Quittner  Honored  by  Clinicians 

Dr.  Howard  Quittner  of  Little  Rock  has  been 
named  “Clinical  Scientist  of  the  Year”  for  1971) 
by  the  Association  of  Clinical  Scientists.  The 
award  was  presented  at  the  Association’s  recent 
meeting  in  Philadelphia. 

Dr.  Harbison  is  Speaker 

Dr.  James  Harbison  of  Dardanellc  recently  dis- 
cussed total  health  care  at  the  conclusion  of  study 
on  tlie  medical  mission  of  the  First  Baptist 
Church  of  Dardanelle. 

Dr.  Landrum  on  EMS  Public  Hearing  Panel 

Dr.  Samuel  Landrum  of  Fort  Smith,  chairman 
of  the  State’s  Advisory  Council  on  Emergency 
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Medical  Services,  represented  the  Advisory  Coun- 
cil at  a recent  public  hearing  on  projx)sed  regu- 
lations for  ambidance  services  in  Arkansas. 

Dr.  Stuteville  to  Practice  in  Yellville 

Dr.  Orion  Stuteville  of  Leslie  has  agreed  to 
help  provide  the  connnunity  of  Yellville  with 
additional  family  practice  coverage.  Dr.  Stnte- 
\ille  will  provide  part-time  patient  coverage  on 
a temporary  basis  until  the  community  actjuires 
a full  time  physician. 

Dr.  Hudson  Honored  by  Grand  Lodge 

Dr.  William  .\.  Hiulson  of  Jas|)er  was  recently 
awarded  the  Gt  and  Lodge  of  Arkansas’  Medal 
of  Honor.  The  award  was  presented  at  the  Ma- 
sonic Lodge’s  134th  annual  meeting  held  in 
Little  Rock. 

Members  Participate  in  Crib  Death  Project 

I'wo  Society  members,  Dr.  T.  E.  Townsend 
and  Dr.  Horace  Green,  l)oth  of  Pine  Bluff,  par- 
ticipated in  a project  relating  to  the  Sudden 
Death  .Syndrome  in  Arkansas.  The  project  is  a 
coordinated  effort  studying  crib  deaths  in  the 
State  by  the  State  Health  Department,  the  State 


Medical  Examiner’s  Office,  and  the  University 
of  Arkansas  for  Medical  Sciences. 

Internal  Medicine  Specialist  Meeting  Held 

The  Arkansas  Regional  Meeting  of  the  Ameri- 
can College  of  Physicians  was  held  in  Little  Rock 
in  Novemljer  to  assist  physicians  in  keeping  up 
with  advances  in  internal  medicine.  Arrange- 
ments for  the  meeting  included  efforts  by  Drs. 
Charles  M.  Boyd,  William  E.  Harville,  and  Rob- 
ert Power  of  Little  Rock;  Dr.  Monroe  B.  Painter 
of  Fayetteville;  Dr.  Allan  S.  Pirnique  of  El  Do- 
rado; and  Dr.  Taylor  A.  Prewitt  of  Fort  Smith. 

Drs.  Knight  and  Long  Present  Paper 

Dr.  W.  E.  Knight,  senior  orthopaedic  surgeon 
of  Holt-Krock  Clinic  in  Fort  Smith,  presented  a 
paper,  “The  Use  of  Antibiotic  Impregnated  Bone 
Cement  in  Total  Joint  Replacement,”  at  the  fall 
meeting  of  the  Arkansas  Orthopaedic  Society  on 
November  8th  at  Eden  Isle.  The  paper  was  co- 
authored by  Dr.  Knight  and  Dr.  James  W.  Long, 
also  of  the  Holt-Krock  Clinic  Orthopaedic  De- 
jrartment.  Dr.  Long  presented  the  paper  at  the 
Clinical  Orthopaedic  Society  meeting  in  Okla- 
homa City  on  October  2nd. 


Dr.  Michael  Lawrence  Hawkins 

Lite  Baxter  County  Medical  Society  has  added 
tlie  name  of  Dr.  Michael  L.  Hawkins,  a native 
of  Tampa,  Florida,  to  its  membership  roll. 

He  attended  Emory  University  College  of  Arts 
and  Sciences,  Atlanta,  Georgia,  from  1961  until 
1964,  and  was  graduated  from  Emory  University 
School  of  Medicine  in  Atlanta  in  1968.  Dr. 
Hawkins  completed  his  internship  at  the  United 


States  Naval  Hospital,  Great  Lakes,  Illinois,  and 
his  residency  in  General  Surgery  at  the  United 
States  Navy  Hospital  in  Portsmouth,  Virginia. 
He  served  in  the  Navy  from  1967  until  1975.  He 
is  Board  Certified  by  the  American  Board  of 
Sttrgery  and  a ctindidate  of  the  American  College 
of  Surgery. 

Dr.  Hawkins  is  practicing  General  Sttrgery  at 
812  Baker  Street  in  Mountain  Home. 

Dr.  Richard  M.  Kuharich 

The  Boone  County  Medical  Society  has  ac- 
cepted Dr.  Richard  M.  Kuharich  for  member- 
ship. He  is  a native  of  Chicago,  Illinois. 

In  1959,  Dr.  Kuharich  received  a B.S.E.E.  de- 
gree from  Northwestern  University,  Evanston, 
Illinois.  He  completed  his  pre-medical  education 
at  Northwestern  University  — Evening  Division, 
and  he  was  graduated  from  the  Northwestern 
University  Medical  School  in  Chicago  in  1969. 
Dr.  Kuharich’s  internship  was  completed  at  the 
United  States  Army  Madigan  General  Hospital 
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in  Tacoina,  Washington.  He  completed  an 
Ophthalmology  residency  at  the  University  ol 
Kentucky  Medical  Oenter,  Lexington. 

Dr.  Knharich  is  now  practicing  Ophthalmology 
at  707  North  \'ine  Street  in  Harrison. 

Dr.  Earl  B.  Riddick,  Jr. 

Dr.  k’arl  11  Riddick,  }r.,  is  a new  member  of 
the  Washington  Ooiinty  Medical  Society.  He  is 
a native  of  Harlington,  I’exas. 

Dr.  Riddick  received  a B.S.  tlegree  in  1961 
from  Arkansas  State  Teachers  College,  Conway, 
and  he  was  graduated  from  the  University  of 
.Arkansas  School  of  Medicine  in  1969.  He  com- 
pleted both  his  internship  and  a residency  in 
Radiology  at  the  University  of  Arkansas  Medical 
Center  in  Little  Rock. 

Dr.  Riddick  is  practicing  Radiology  at  1617 
North  College,  Fayetteville. 

Dr.  Wallace  A.  Thomas 

The  Garland  County  Medical  Society  has  ac- 
cejited  Dr.  Wallace  A.  Thomas,  a native  of 
Paterson,  New  Jersey,  for  membership. 

Dr.  I’honias  attended  the  University  of  Ar- 
kansas and  received  his  B.S.  degree  in  1964.  He 
was  graduated  from  the  University  of  Arkansas 
School  of  Medicine  in  1969.  Following  his  in- 
ternship at  the  University  of  Arkansas  Medical 
Center  in  Little  Rock,  Dr.  Thomas  completed  an 
Ophthalmology  residency  at  the  University  of 
■Alabama  and  Eye  Foundation  Hospital.  He 
served  in  the  Lbiited  States  Air  Force  from  1959 
nntil  1971.  He  is  a memlrer  of  the  American 
■Association  of  Ophthalmology. 

Dr.  Thomas  practices  Ophthalmology  at  312 
Saint  Lotus  Street  in  Hot  Springs. 

Dr.  K.  K.  Jayaraman 

Dr.  K.  K.  Jayaraman  is  a new  memlrer  of  the 
Garland  County  Medical  Society.  He  is  a native 
of  Chavakkad,  Kerala,  India. 

Dr.  Jayaraman  received  his  pre-medical  educa- 
tion at  Sreekerala  A^arma  College,  Trichur, 
India,  and  ■Alaharaja’s  College,  Ernakulam, 
India.  He  was  graduated  from  the  Medical  Col- 
lege Kerala  Ibiiversity,  Calicut,  India,  in  1963. 
Following  his  internship  at  the  same  institution, 
he  completed  an  internship  at  Edgewater  Hos- 
pital, Chicago,  Illinois.  In  1966,  he  was  a re.si- 
tlent  in  general  practice  at  the  Norwegian  Ameri- 
can Hospital  in  Chicago.  Eroni  1967  until  1970, 
he  was  a resident  in  Internal  Medicine  at  the 


Veterans  ■Administration  Hospital  in  Hines,  Illi- 
nois. Dr.  Jayaraman  completed  his  residency 
training  in  Cardiology  in  1972  at  Loyola  Univer- 
sity Hospital  in  Maywood,  Illinois. 

1 le  is  Board  Certified  Iry  tlie  .American  Board 
of  Internal  Medicine,  and  the  .American  Board 
of  Cardiovascular  Disease.  He  is  a memljer  of 
the  .-American  College  of  Physicians,  and  a Eellow 
of  .American  College  of  Chest  Surgeons,  Ameri- 
can College  of  Cardiology,  .American  College  of 
■Angiolog}',  and  International  College  of  .Angi- 
ology. 

Dr.  Jayaraman  is  now  practicing  Cardiology 
and  Internal  Medicine  at  110  Hawthorne  in  Hot 
Springs. 

Dr.  Harry  T.  Hutchinson 

I’he  AVhtshington  County  Medical  Society  lias 
accepted  Dr.  Harry  T.  Hutchinson  for  member- 
ship. He  is  a native  of  Vickslmrg,  Missi.ssippi. 

Dr.  Hutchiirson  graduated  from  Millsaps  Col- 
lege, Jackson,  Mississippi,  in  1953  with  a B.S. 
degree.  He  was  graduated  from  the  LTniversity 
of  Texas  Soutlnvestern  Medical  School,  Dallas, 
in  1957.  He  completed  both  his  internship  and 
residency  work  at  Parkland  .Alemorial  Hospital 
in  Dallas. 

Dr.  Hutchinson  practiced  in  Dallas  and  Gal- 
veston, "Fexas,  for  seventeen  years.  He  served  as 
assistant  professor  of  Obstetrics  and  Gynecology 
at  the  University  of  Texas  Medical  Branch,  Gal- 
veston, from  1961  until  1974.  He  is  Board  Certi- 
fied Iry  the  .American  Board  of  Obstetrics  and 
Gynecology. 

Dr.  Flutchinson  is  in  Family  Practice  at  304 

South  .Alaxwell,  Siloam  Springs. 

* * * 

d’he  following  are  new  intern  and  resident 
members  of  the  Pulaski  County  Medical  Society: 

University  of  .Arkansas  College  of  Medicine; 

Frank  J.  AVhlson,  Jr.,  Resident  — Internal  Med- 
icine. 

Paid  J.  Baxley,  Intern. 


ANSWER  — Electrocardiogram  of  the  Month 

Loss  of  R wave  In  precordial  leads  and  ST  segment  ele- 
vation indicating  acute  anterior  myocardial  infarction. 
Left  axis  deviation  indicating  a left  anterior  fascicular 
block  is  present. 
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BOOK  REVIEWS 

Vida  H.  Gordon,  M.D.* 

CURRENT  THERAPY  OE  ALLERGY,  by 
Claude  Erazier,  M.D.,  Ed.  Elushing,  N.  Y.,  Medi- 
cal Examination  Publishing  Company  Inc.,  1974 

'Ellis  is  a compendium  of  current  concepts 
related  to  all  phases  of  allergy  and  contributed 
by  88  different  physician  allergists.  The  com- 
moner atopic  diseases,  eczema,  allergic  rhinitis 
and  asthma  are  dealt  with  exhaustively,  each  by 
three  allergists  to  give  the  variation  of  viewpoints 
in  the  management  of  these  disease  entities.  In 
addition,  and  in  the  same  manner,  the  areas  of 
chronic  bronchitis,  emphysema,  non-asthmatic 
lung  disease,  drug  allergy,  urticaria,  food  allergy, 
headaches,  physical  factors  in  allergy,  the  allergic 
child  in  camp,  psychosomatic  aspects  of  allergic 
disease,  anaphylaxis  and  prophylaxis  of  allergic 
disease  in  children  are  treated. 

Considerable  specific  and  detailed  information 
is  given  regarding  treatment  of  all  the  disease 
entities,  making  this  book  a very  good  reference 

*Professor  Emeritus.  Department  of  Pediatrics.  Universitv  of 
Arkansas  College  of  Medicine.  4301  West  Markham,  Little  Rock, 
Arkansas  722(M . 


for  the  physician  in  family  practice,  pediatrician, 
and  the  internist. 

Of  particular  interest  to  the  Arkansas  physician 
is  the  chapter  written  by  Alan  G.  Cazort  and 
Pincell  Smith,  Jr.,  along  with  three  other  aller- 
gists from  other  parts  of  the  country,  “Office 
Management  of  Chronic  Asthma  in  Adults.”  The 
section  of  this  chapter,  p.  123  presented  by  Drs. 
Cazort  and  Smith,  is  concrete,  very  desaiptive  of 
the  problems  in  chronic  bronchitis  and  very 
practical  as  to  treatment,  esjrecially  for  Arkansas 
physicians,  many  of  which  have  been  taught 
allergy  by  one  or  both  of  these  physicians  in 
medical  school. 

A major  criticism  might  be  that  the  discussions 
of  definition,  etiology,  epidemiology,  pathogene- 
sis, medicine,  prevalence  and  prognosis  are  too 
brief.  On  the  other  hand,  as  the  editor  stated  in 
the  preface,  “the  major  emphasis  is  placed  upon 
practical  solutions  to  allergic  symptoms  common- 
ly encountered  in  everyday  medical  practice”  so 
perhaps  this  is  justified.  In  any  one  volume  it  is 
difficult  to  deal  in  equal  depth  in  both  the 
symptomatology  of  disease  entities  as  well  as  their 
treatment. 

Ehe  cost  of  this  book  is  only  $15.00,  and  since 
it  is  to  be  e.ssentially  an  annual  treatise  on  current 
therapy  of  allergy,  I would  recommend  that  the 
practicing  physicians  purchase  it  at  least  every 
other  year,  because  the  field  of  allergy  and 
immunology  is  a rapidly  changing  field. 
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BECOTIN® 

Vitamin  B Complex 

BECOTIN®  with  VITAMIN  C 

Vitamin  B Complex  with  Vitamin  C 

BECOTIN®-T 

Vitamin  B Complex  with  Vitawnin  C,  Therapeutic 

MI-CEBRIN® 

Vitamins-Minerals 


MI-CEBRIN  T® 

Vitamin-Minerals  Therapeutic 

AND  A WIDE  VARIETY  OF  OTHER  PHARMACEUTICALS 


C.  SAM  FRAMC;SCO 

3 1376 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  {not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


Predominant 
• psychoneurotic 
anxiety 


Associated 
• depressive 
symptoms 


orders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Wium 


2-mg,  5-mg,  10-mg  scored  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Fireworks  Blindness  in  Arkansas 


R.  Sloan  Wilson,  M.D.* 


J_  iieie  is  still  confusion  over  the  fireworks 
issue  and  whether  there  should  be  restrictions 
or  a ban.  To  date  there  has  been  no  permanent 
ban  of  fireworks  at  the  federal  level,  although 
hearings  are  presently  taking  place. 

After  seeing  several  cases  of  blindness  caused 
by  fireworks,  my  interest  heightened  in  collecting 
accurate  and  reliable  data  on  fireworks  injuries. 

I’he  purjxise  of  this  paper  is  to  draw  attention 
to  a significant  hazartl,  to  report  the  results  of  a 
three-year  study  in  Arkansas  on  ocular  fireworks 
injuries,  to  review  Arkansas'  present  pyrotechnics 
regulations  and  hopefully  stimulate  interest  in 
the  fireworks  issue. 

Subjects  and  Methods 

Starting  with  July  4,  1973,  Arkansas’  ophthal- 
mologists have  been  reporting  eye  injuries  related 
to  fireworks  occurring  around  Jtily  4th  holidays. 
In  1973,  this  stirvey  included  only  central  Arkan- 
sas, and  it  was  expanded  in  1974  and  1975  to  in- 
clude all  of  the  State’s  ophthalmologists  (plus 
those  in  the  border  town  of  Texarkana,  Texas). 
All  ophthalmologists  and  ophthalmology  resi- 
dents responded  and  large  emergency  rooms  were 
contacted  for  additional  cases  which  might  have 
been  missed. 

Results 

Forty-six  cases  of  July  4th  ocular  injuries  have 
been  recorded  since  the  stirvey  began  and  the  in- 
cidence per  100,000  population  is  shown  in 
Table  1.  In  1973,  5 cases  were  recorded  from  an 
approximate  500,000  population  for  an  incidence 
of  1.0/100,000  population. 

In  1974,  9 cases  from  2,000,000  population  were 
added  for  an  approximate  incidence  of  0.5/ 
100,000  population. 

In  1975,  31  cases  in  2,100,000  population  were 
seen,  making  the  incidence  1.5/100,000  popula- 
tion. 

•From  the  Retina  Service,  Department  of  Ophthalmology,  Uni- 
versity of  .Arkansas  for  Medical  Sciences  and  United  States  Veterans 
Administration  Hospital,  Little  Rock.  .Arkansas. 

Reprint  request  to;  R.  Sloan  Wilson,  M.D.,  Department  of 
Ophthalmology,  University  of  Arkansas  for  Medical  Sciences,  4301 
West  Markham,  Little  Rock,  .Arkansas  72205. 


Table  2 summarizes  the  number  of  injuries 
caused  Ity  various  Class  C fireworks. 

Table  3 summarizes  the  age,  sex  and  degree 
of  injury.  Contrary  to  popular  belief,  children 
are  not  the  only  ones  hni  t,  although  the  majority 
(25  cases)  were  14  yeius  of  age  or  younger.  Males 
were  injured  4 times  more  frecjuently  than  fe- 
males. Mild  cases,  without  significant  residual 
visual  loss  or  damage,  were  noted  in  40%.  Mod- 
erate injuries  included  visual  loss  and  possibly 
mild  permanent  visual  loss  or  damage  and  20% 


Table  1 

Incidence  Ocular  Injuries  in  Arkansas 
per  100,000  Population 

Acaiiv 

A'ear  July  4th  Estimate 


1973 

1974 

1975 

Average 


1 

0.5 

1.5 

1 

(21  cases) 


2 

1 

3 

2 

(42  cases) 


Fireworks  Type 


Table  2 


No.  Injtiiies 


Bottle  Rocket  20 

Firecrackei  16 

Sparkler  3 

Cunpowder  in  jar  3 

Roman  Candle  2 

Parachtite  Rocket  1 

Smoke  Bomb  1 

Total  46 


Table  3 

Ocular  Fireworks  Injuries  In  Arkansas 
(1973-1975) 


Age  Range  .Vverage  Age  Males  Females 

2 to  45  1 1 26  9~ 


Degree  of  Injury 

Mild  Moderate  Severe 

18  10  18 

(40%)  (20%)  (40%) 
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lell  into  this  category.  Severe  injuries  were  seen 
in  40%  with  definite  permanent  damage,  visual 
loss,  extensive  surgery  or  enucleation. 

The  type  of  injuries  varied  and  are  summar- 
ized in  Taltle  4.  Lid  lacerations,  corneal  abra- 
sions and  hyphemas  (anterior  chamber  blood) 
were  the  most  commonly  .seen.  It  must  be  stressed 
that  some  eyes  harbored  multiple  injuries  includ- 
ing retained  foreign  bodies  nece.ssitating  a com- 
plete ocular  examination  and  possibly  an  x-ray. 

History  of  Fireworks  Regulation 

I here  is  still  confusion  over  whether  fireworks 
should  be  regulated.  The  Child  Protection  Act 
of  1966  banned  from  consumer  sales  all  fireworks 
containing  more  than  2 grains  of  powder  in- 
tended to  produce  audible  effects  and,  in  essence, 
restricted  the  sales  of  cherry  bombs,  aerial  bombs, 
M-80  salutes  and  other  fireworks  more  than  11% 
inches  in  length  and  1%  inch  in  diameter',  as  well 
as  mail  order  kits  to  produce  such  fireworks.  Ex- 
ceptions were  made  for  farmers  who  needed  fire- 
works for  crop  protection.  This  led  to  widespread 
abuse  and  large  numbers  of  fireworks  were  sold 
illegally.  In  an  attempt  to  reduce  the  bootleg 
traffic,  the  Food  and  Drug  Administration  in 
March,  1973,  required  all  fireworks  for  crop  pro- 
tection be  distributetl  through  Wildlife  Manage- 
ment Programs  administered  by  the  Depaitment 
of  the  Interior.  The  FDA’s  jurisdiction  has  since 
been  superseded  by  the  Consumer  Product  Safety 
Commission. 

Under  federal  law.  Class  C “common”  fire- 
works (firecrackers,  bottle  rockets,  roman  candles, 
cone  fountains,  sparklers,  etc.)  remain  legal  and 
subject  to  interstate  commerce.  They  are  still 
sold  in  aiiout  one-half  of  the  states  (including  Ar- 
kansas), which  have  not  enacted  legislation  pro- 
hibiting them.  Even  in  states  which  have  limited 
Class  C fireworks,  the  statutes  are  not  uniform, 
often  not  strictly  enforced,  or  are  illegally  brought 
from  neighboring  states. 

A proposal  to  ban  all  fireworks  and  bottle 
rockets,  regardless  of  size  or  class,  has  been  pre- 
sentetl  to  the  Consumer  Product  Safety  Commis- 
sion. Such  a ban  was  actually  applied  for  a short 

Table  4 


Type  of  Ocular  Fireworks  Injury* 


Corneal  Abrasion 

53% 

Lid  Laceration  or  Burn 

38% 

Hyphema 

38% 

Lacerated  Globe 

23% 

*Muhiple  injuries  often  occurred. 


time,  but  it  was  relea.sed  in  July  of  1974,  pending 
further  hearings. 

Agencies  urging  a total  ban  include  the  Na- 
tional Society  for  the  Prevention  of  Blindness, 
the  American  Academy  of  Pediatrics,  the  Ameri- 
can Lung  Association  of  Hawaii  and  the  National 
Fire  Protection  Agency. 

Opposition  to  a proposed  ban  has  come  from 
individuals  and  the  pyrotechnics  industry.  Fire- 
works are  used  for  religious  reasons  in  some  cul- 
tures, particularly  Orientals  and  Hawaiians. 
However,  the  most  persuasive  argument  against 
banning  firew'orks  has  Iteen  that  a need  for  the 
ban  has  not  been  demonstrated.^ 

Review  of  Arkansas  Fireworks  Statutes 

In  1961,  Arkansas  enacted  pyrotechnics  legisla- 
tion (Public  Health  and  Safety  Law,  82-1701  to 
82-1712)  and  amended  this  in  1963.  In  brief,  this 
legislation  allows  the  use  of  Class  C “common” 
fireworks,  but  make  it  against  the  law  in  Arkan- 
sas: 

1)  to  sell  fireworks  to  children  under  12  years 
of  age 

2)  to  sell  fireworks  to  any  drunk  or  irrespon- 
sible person 

3)  to  throw  ignited  fireworks  at  any  vehicle  or 
near  any  person 

4)  to  explode  fireworks  within  60  feet  of  a 
church,  hospital,  or  school,  or  within  200 
feet  of  a place  where  fireworks  are  sold 

5)  to  sell  fireworks  without  a permit  from  the 
Director  of  State  Police.  No  permits  can  be 
issued  to  a person  under  21  years  of  age. 

Fireworks  irray  be  sold  only  from  December  10 
throrrgh  January  5,  arrd  June  20  thr  ough  July  10. 
Violators  are  punishable  by  a fine  of  |50  to  $200 
and  jail  up  to  90  days.  Enforcement  falls  upon 
the  Arkairsas  State  Police. 

Consumer  education  arrd  warnings  have  conre 
primarily  from  the  Consumer  Protection  Division 
of  the  office  of  the  Attorney  General. 

Discussion 

Collection  of  adequate  data  on  fireworks  in- 
juries has  been  a difficrdt  task.  There  are  sur- 
prisingly few  published  reports  of  fireworks  in- 
juries and  only  a few  detail  ocular  injuries.-’ 

Arkansas  is  an  ideal  state  in  which  to  record 
such  injuries  due  to  very  small  numbers  using 
them  for  religious  reasons,  and  a relatively  small 
number  of  ophthalmologists  covering  over  two 
million  people,  making  such  a survey  possible. 
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The  Consumer  Prochut  Satety  Commission 
tlnough  the  National  Klcctronic  Injury  Surveil- 
lance System  (NEISS)  estimates  that  there  are 
(),()()()  fireworks  injuries  in  the  Ihiitecl  States  each 
year  (or  3 100,000  population  per  year).  NEISS 
records  46%  arm  itijttries,  21%  head  injuries, 
18%  ocular  injuries.  This  would  make  0.6/ 
100,000  population  eye  firewoi  ks  injuries  per  year 
iti  the  Ihiited  States.  The  Arkansas  survey  esti- 
niatetl  the  yearly  incidence  of  ocular  injuries  at 
2 100,000  or  over  3 times  the  NEISS  estimate. 
4’akitig  the  reverse  situation,  and  assuming 
that  18%  of  fireworks  injuries  are  to  the  eye,  Ar- 
kansas coitld  expect  to  suffer  over  200  fireworks 
injitries  each  year.  I suspect  this  is  a reasonable 
estimate,  and  possibly  more  could  he  recorded  if 
all  physicians  would  register  their  ca.ses. 

Summary 

Arkansas’  ophthalmologists  cooperated  in  a 
survey  recording  46  ocular  injuries  due  to  fire- 
works over  the  4th  of  July  holidays.  The  most 
common  eye  injuries  were  lid  burns  and  lacera- 
tions, corneal  abrasions  and  hyphema.  Forty  per- 
cent were  severe  injuries  and  enucleation  was 
necessary  in  some  cases.  The  severe  injuries  were 
most  often  related  to  bottle  rockets  and  fire- 
crackers. 

From  this  survey,  it  could  be  estimated  that 
Arkansas  has  over  40  ocular  fireworks  injuries 
yeai'ly.  Using  this  base  (one  in  five  fireworks  in- 
juries are  ocidar)  one  woidd  exp>ect  Arkansas  to 
have  at  least  200  fireworks  injuries  a year  to 
various  parts  of  the  body. 

Arkansas  still  pennits  Class  C “common”  fire- 
works to  be  sold  with  only  minimal  legulations 


under  the  Pulilic  Health  and  -Safety  Laws,  en- 
forced by  the  State  Police. 

A ban  at  the  federal  level  is  being  considercxl 
hut  hearings  l)efore  the  administration  law  judge 
to  date  have  failed  to  produce  significant  evi- 
dence of  their  dangers. 
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ADDENDUM 

After  this  article  was  submitted,  the  presiding 
officer’s  report  on  the  hearing  to  ban  fireworks 
was  made  public.®  Jncige  Pfieffer  concluded, 
after  months  of  complex  and  conflicting  testi- 
mony, that  banning  of  Class  C fireworks  at  the 
federal  level  was  not  required  for  the  protection 
of  the  public  health. 

His  conclusion  makes  it  even  more  compelling 
that  physicians  positively  influence  local  author- 
ities and  stress  prevention  of  firew'orks  injuries. 
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Introduction 

he  techniciue  of  quantitative  urinary  glu- 
cose detenniuation  on  meastirecl  samples  as  a tool 
for  diabetic  management  has  only  recently  at- 
tained widespread  used’-  The  method  has  been 
found  to  produce  a relatively  accurate  picture  of 
the  degree  and  pattern  of  diabetic  control,  and 
jiiovides  a more  sound  basis  iqron  which  to  mod- 
ify insulin  dosages  and  dietary  intake  than  spot 
urine  checks  alone.  The  method,  like  the  spot 
urine  check,  is  dependent  upon  a constant  renal 
threshold  of  glucose,  and  a fair  degree  of  reli- 
ability among  the  various  colorimetric  tests, 
d’hough  the  accuracy  of  these  tests  is  subject  to 
certain  varialtles,  including  urinary  osmolality 
anti  aspirin  ingestion,®  their  impact  on  good  con- 
trol is  probably  not  of  crucial  importance.  The 
technique  has  the  advantage  of  non-invasiveness, 
and  it  is  simple  enough  to  allow  most  patients  or 
their  parents  to  periodically  perform  and  inter- 
])ret  the  test  at  home  with  proper  instruction. 

I he  following  protocol  for  home  management 
of  juvenile  onset  diabetes  is  designed  with  the 
primary  purpose  of  introducing  the  technique  de- 
scribed al)ove  to  home-ba.sed  diabetic  control.  Its 
scope  is  relatively  limited:  diet,  techniques  of 
insulin  administration,  types  of  insulin,  and 
many  of  the  complications  of  diabetes  mellitus 
are  covered  only  lightly  or  not  at  all.  d hese 
aspects  of  the  disease  are  well  presented  else- 
where*’®’®’'  and  are,  of  course,  critical  to  a dia- 
betic's understanding  of  his  disease.  1 he  specific 
setpience  of  collections  presented  here  is  modeled 
after  that  of  Forman,  et  al.,i  with  the  entire  re- 
sponsibility for  collection,  recording,  and  inter- 
pretation resting  with  the  patient  and  his  family. 
It  recjuires  a fair  degree  of  experience  and  knowl- 
edge of  diabetes  on  their  part,  and  careful  judg- 
ment by  the  pltysician  in  assessing  the  degiee  of 
autonomy  a given  family  is  able  to  assume.  But 
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if  properly  learned  and  utilized,  the  method  can 
be  a very  valuable  addition  to  a diabetic’s  arma- 
mentarium of  control  measures.  It  is  in  keeping 
with  the  concept  of  self  management  which  is  a 
hallmark  of  the  control  of  this  disease. 

Home  Management  of  Juvenile 
Onset  Diabetes  Mellitus 

Optimal  control  of  juvenile  onset  diabetes 
mellitus  is  dependent  upon  diet,  insulin  and  exer- 
cise. In  managing  the  diet  and  insulin  schedule 
of  a diabetic  at  home,  two  basic  procedures  in 
conjunction  with  the  state  of  health  of  the  pa- 
tient are  used.  These  are  the  daily  double  voided 
urine  checks  for  ghicose  and  acetone  and  the 
quantitative  ghicose  determinations  on  measured 
urine  samples.  The  use  of  these  two  basic  pro- 
cedures and  their  application  in  detennining  in- 
sulin reqtiirements  in  the  healthy,  non-stressed 
patient  will  be  otitlined.  This  is  followed  by  a 
disctission  of  the  dietary  and  insulin  changes 
necessary  during  illness,  and  a brief  mention  of 
various  other  factors  important  to  good  control. 

Double  Voided  Urine  Checks 

Double  voided  urine  checks  should  be  done 
four  (4)  times  daily;  before  breakfast  (BB),  before 
lunch  (BL),  before  dinner  (BD),  and  at  bedtime 
(BT).  The  technique  of  double  voiding  consists 
of  the  following: 

Void  20-30  minutes  Irefore  the  urine  check  is  to 
l)e  done,  discarding  the  specimen.  Then  drink 
a glass  of  water,  void  again  as  soon  as  possible, 
and  run  the  test  on  this  specimen. 

The  five  drop  clinitest  should  be  performed  on 
each  sample,  btit  acetest  is  necessary  only  if  the 
urine  is  -)-4  glucose  or  the  patient  is  feeling  ill, 
and  should  be  continued  if  acetone  is  present 
until  none  is  found.  During  stable  periods  when 
good  control  has  been  established,  you  may  drop 
back  to  two  checks  (BB  and  BT)  with  the  admoni- 
tion to  return  to  testing  four  times  a day  if  there 
are  any  changes  in  diet  or  activity,  or  any  symp- 
toms of  hyperglycemia  (excessive  thirst,  hunger, 
and  urination)  or  hypoglycemia  (weakness,  trem- 
bling, sweating,  headache,  etc.). 

A record  of  the  daily  results  should  be  main- 
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tained, 

schedu 

along  with  the  current  insulin  dosage  and 
le,  for  future  reference,  as  follows: 

Insulin 
Type  & 

Time 

Date 

Dosage 

BB 

BE  BD  BT 

9/26 

NPH 

5()u 

+■1 

1 neg  -f- 1 

9/27 

NPH 

50u 

I’lie  results  will  Ije  discussed  below. 


Quantitative  Glucose  Determinations 

Quantitative  determinations  o£  urinary  glucose 
(glucose  “spill”)  on  a measured  24  hour  urine 
sample  should  be  done  monthly,  or  more  fre- 
quently as  indicated  by  the  patient's  control,  in 
days  which  include  normal  diet  and  activities. 
'I'he  most  useful  sequence  of  collecting,  for  ad- 
justing insulin  doses,  is  a series  of  three  4-hour 
collections  through  the  day,  beginning  with  the 
first  morning  insidin  dose,  and  an  over-night 
urine  collection. 

I 4 hours  I 4 hours  I 4 hours  '12  hours 
8:00  12:00  44)0  84)0  84)0 

a.m.  Noon  p.ni.  p.m.  a.m. 

Procedure: 

4’he  urine  is  collected  in  a large  container  and 
measured  in  millileters  (ml)  using  a measuring 
cup.  The  amount  of  urine  in  ml  is  noted  and 
recorded.  Each  collection  of  urine  during  a time 
period  (e.g.,  4 hours)  is  pooled  with  previous  col- 
lections of  the  same  time  period  and  refrigerated. 
At  the  end  of  the  time  period,  the  entire  amount 
of  urine  is  mixed  and  a sample  taken  for  clinitest 
calculations. 

In  calculating  the  cjuantity  of  glucose  spilled 
in  the  urine  over  a period  of  time,  one  needs  to 
know  only  two  things:  1)  The  j^ercent  (%)  glu- 
cose of  a given  sample  (grams  per  100  ml)  as 
measured  by  the  5 drop  clinitest  and  2)  the  vol- 
ume of  urine  (ml)  excreted. 

The  ratios  betw'een  clinitest  values  and  grams/ 
100  ml  are  as  follows: 

-(-4  =:  2%  =i  2 gm/lOOml  or  greater 

-|-  3 = 1 % = 1 gm / 1 00  ml 
+ 2 = 0.757o  = 0.75  gm/lOOmI 

+ 1 = 0.5%  = 0.5  gm/100  ml 
trace  = 0.25%  = 0.25  gm / 100  ml 


I'he  total  glucose  spill  is  found  using  the  fol- 
lowing relationship: 

grams  = ? gm  glucose 

100  nd  volume  of  urine  (ml) 

(Clinitest  value) 

I'his  is  ecpuvalent  to: 

? gm  glucose  = gm  X volume  of  urine  (ml) 
100  ml 

Example:  If  one  has  excreted  600  ml  of  urine 
and  the  clinitest  is  1 (0.5%),  then: 

grams  of  glucose  spilled 

in  that  time  period  = .5  gm  X *^*^0 

1 00  ml 

= .5x(3 

= 3 grams 

Both  the  total  24  hour  spill  and  the  4 and  12 
hour  sub  totals  provide  useful  informatiou  upon 
which  to  base  insidin  dosages  and  food  intake.  A 
careful  record  of  each  determination  should  be 
ke])t. 

Adjusting  the  Insulin  Schedule 

4’o  adjust  an  insulin  .schedule  to  a jiatient’s  re- 
quirements on  the  basis  of  the  above  procedures, 
you  need  to  compare  the  patterns  of  gluco.se  spill 
with  tlie  time  of  peak  action  and  duration  of  the 
various  types  of  insulin,  under  conditions  of  rela- 
tively constant  food  intake  and  exercise.  You 
need  to  know  the  following: 

Ty|)e  of  Insulin  Teak  Duration 

1.  Regular  insulin  2-3  houi  s 5-6  hours 

2.  NPH  insulin  6-8  hours  18-24  hours 

With  these  values  in  mind,  it  is  clear  that  a be- 
fore lunch  (BE)  double  voided  specimen,  and/or 
an  8:00  a.m.  - 12:00  Noon  (piantitative  urine  spex;- 
inien  reflects  most  closely  the  period  of  peak  ac- 
tion of  regular  insulin  given  in  the  morning,  and 
the  afternoon  values  of  either  test  reflect  the  |x:ak 
action  of  NPH  insulin.  Semilente  insulin  rough- 
ly follows  the  time  course  of  regular  insulin,  and 
Lente  that  of  NPH.  Eig.  1. 


Regular  NPH 


Figure  1. 

Insulin  given 
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Response  Patterns  to 
Intermediate  Acting  Insulin 

Some  possilile  response  patterns  to  a single 
morning  dose  of  NPH  insulin  are  shown  below. 
Pattern  1.  Glncosuria  Before  Lunch 


BB 

BL 

BD 

BT 

NPH 

50u 

neg 

neg 

neg 

Tlie  BL  urine  check  represents  the  period  be- 
tween breakfast  and  lunch  — the  time  of  peak 
effect  of  regidar  insidin;  wdiereas,  the  NPH  peak 
will  not  occur  until  much  later  in  the  day.  If  a 
daily  pattern  like  this  occurs,  with  evidence  of 
good  control  throughout  tlie  rest  of  the  day,  then 
a dose  of  regular  insidin  with  the  NPH  in  the 
morning  is  indicated.  The  regular  insulin  dose 
is  usually  10%  of  the  normal  NPH  dose  (in  this 
case  50u  NPH  -|-  5u  regular). 

A corresponding  ([uantitative  glucose  spill 
would  look  like  this: 

NPH  [24  gm  I 1 gm  j 1 gm  | 6 gm  | 

50u  8:00  12:00  4:00  8:00  8:00 

a.m.  Noon  p.m.  p.m.  a.m. 

If  the  addition  of  5u  regular  insulin  produces 
the  following  result: 

! 10  gm  1 4 gm  I 4 gin  j 6 gm  | 

8:00  12:00  4:00  8:00  8:00 

a.m.  Noon  p.m.  p.m.  a.m. 

with  again,  a -j-  l urine  check,  an  additional  10% 
regular  insulin  may  be  added  to  the  morning 
dose,  making  50u  NPH  -f  10  regular.  Further 
evaluations  and  adjustments  may  be  needed,  but 
the  principle  is  the  same. 

Pattern  11.  Early  Morning  Glncosuria 

A second  type  pattern  commonly  seen  is  early 
morning  glncosuria. 

BB  BL  BD  BT 

NPH 

50u  -f  4 -f- 1 neg  neg 

This  pattern  represents  one  of  two  situations: 

1.  Insufficient  insulin  during  the  night;  or 

2.  Too  much  insulin  producing  hypioglyce- 
mia  with  rebound. 

This  issue  may  be  settled  with  an  overnight 
cpiantitative  determination. 

1.  Insufficient  Insulin  Pattern 

I 4 gm  j 4 gm  | 3 gm  | 45  gm  | 

8:00  12:00  4:00  8:00  2,200  ml  8:00 

a.m.  Noon  p.m.  p.m.  a.m. 


When  a large  amount  of  glucose  is  spilled  into 
the  urine,  it  pulls  a lot  of  water  with  it,  and 
urine  volume  will  probably  be  gaeat,  as  well  as 
the  amount  of  glucose  spilled.  A pattern  like 
this  woidd  indicate  insufficient  insulin  coverage 
during  the  night  and  would  require  splitting  of 
the  morning  NPH  dose  to  a before  breakfast,  and 
liefore  dinner  (evening)  schedule.  This  should  be 
done  initially  by  moving  30%  of  the  NPH  dose 
to  the  evening,  e.g.,  35  units  NPH  BB  and  15u 
NPH  BD  to  cover  the  night  hours  (70/30  split). 
This  schedide  can  then  be  e\aluated  and  modi- 
fied accordingly. 

2.  Excess  Insulin  Pattern 

\ 2 gm  ] 2 gm  | 1 gm  | 2 gm  | 

8:00  12:00  4:00  8:00  300  ml  8:00 

a.m.  Noon  p.m.  p.m.  a.m. 

The  glucose  loss  here  has  obviously  been  min- 
imal. This  is  reflected  also  in  tlie  urine  volume, 
.so  the  initial  4 urine  check,  coupled  with  this 
woidd  lead  one  to  suspect  a period  of  overnight 
hypoglycemia  (low  blood  sugar)  with  rebound 
//ypcrglycemia  (high  blood  sugar)  in  the  morning 
hours.  The  correction  of  this  phenomenon  lies 
in  lowering  the  total  insulin  dosage  if  only  one 
dose  is  being  given,  or  lowering  the  evening  dose 
(BD)  if  one  is  being  administered,  and/or  redis- 
tributing food  intake  to  include  a larger  night- 
time snack.  If  the  insulin  dose  is  to  be  lowered, 
it  should  be  done  in  10%  inaements  and  the 
effect  monitored  before  further  changes  are  made. 

There  are  a number  of  other  clues  as  to  which 
of  these  two  situations  (inadequate  insulin  vs 
hypoglycemia  with  rebound)  is  occurring.  If  an 
individual  wakes  up  thirsty,  weak,  and  nauseated, 
having  arisen  3 or  4 times  to  urinate  during 
the  night,  this  would  strongly  implicate  insuf- 
ficient insulin  as  the  cause  of  -[-4  BB  urine, 
whereas  nightmares,  episodes  of  awakening  with 
hypoglycemic  symptoms,  the  need  for  a late  night 
snack,  or  morning  headache  point  strongly  to- 
ward hypoglycemia  with  compensatory  rebound. 
A total  daily  dosage  of  about  60  units  or  more 
of  NPH  insulin  in  a healthy,  non-stressed  child 
or  adolescent  would  also  suggest  hypoglycemia 
with  rebound  as  the  probable  cause,  since  very 
few  individuals  in  relatively  good  control  re- 
(piire  more  than  this.  Evidence  such  as  this  plus 
a quantitative  measurement  should  serve  well 
to  clarify  the  cause  of  a -f  4 BB  urine  check. 
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Pattern  III.  (iluco.suria  Except  at  I'iines  of 
Peak  NPII  Respon.se 
BH  BE  BI)  BE 

T?  +t  iieg  4-4 

I his  sort  of  pattern  on  a single  morning  dose 
of  \PfI  insulin  would  most  likely  indicate  an 
insufficient  total  insulin  dose,  l)ut  the  negative 
reading  Bl),  which  corresponds  closely  to  the 
time  of  peak  activity  of  XPII  insulin  means  that 
control  is  being  achieved  timing  that  period  of 
time  anti  if  the  mttruing  tlose  is  increa.sed  in  an 
attempt  tt)  cover  the  rest  of  the  day,  'tvith  the 
same  footl  intake  .schedule,  there  is  a high  risk  of 
hypt)glytemia  being  produced  in  the  afternoon 
hours,  so  that  ttvo  changes  may  be  necessary  to 
correct  the  situation:  1)  atldition  of  a do.se  of 
regular  insulin  in  the  morning  (10%  of  the  NPEf 
close  initially)  and  2)  splitting  of  the  NPEI  tlose 
to  70%  before  dinner  (70/30).  Before  and  after, 
the  24  hour  fractional  glucose  spillage  should  be 
detenninetl.  A typical  pattern  would  be  as  fol- 
lows: 

l(i  gm  i 8 gm  1 1 gin  [ 24  gm  | 

HToO  12:00  4430  8d)0  8:00 

a.m.  Noon  p.m.  p.m.  a.m. 

The  adjustments  described  here  should  be 
made  separately  and  the  results  evaluated,  before 
any  more  changes  are  made. 

Pitfalls 

There  are  a number  of  pitfalls  to  using  the 
double  voided  urine  checks  alone  in  the  manage- 
ment of  tliabetes  mellitus  and  in  using  the  clini- 
test  generally.  A -)-4  clinitest  on  a 200  ml  volume 
of  urine  means  that  only  4 grams  of  glucose  have 
been  spilled.  This  could  repre.sent  good  control 
for  that  period  of  time,  and  so  the  -|-4  value 
would  be  misleading.  In  addition,  it  should  be 
remembered  that  a -|-4  clinitest  (5  drop  method) 
means  2 gram/ 100  nd  or  greater.  It  could  mean 
4%  or  6%  or  8%,  etc.  Also,  because  of  a smcalled 
“pass  through”  phenomenon  characteristic  to  the 
clinitest  tablets,  where  in  the  presence  of  nrore 
than  2%  sugar,  the  color  will  rapidly  “pass 
through”  bright  orange  to  dark  brown  or  green- 
ish brown,  careful  observation  of  the  tube  is 
necessaiy  while  the  reaction  is  taking  place.  The 
problem  of  finding  the  true  glucose  content  can 
be  solved  by  diluting  the  pure  urine  sample  in 
water  1:1  (i/q  water,  i/o  urine)  and  running  the 
clinitest  on  this  mixture.  If  the  glucose  was  4% 
in  the  pure  sample,  it  is  now  2%  in  the  diluted 


sample  (still  % ! on  the  clinitest).  If  the  pure 
urine  is  diluted  1:3  with  water  (i/j  urine,  ^ 
water),  the  glucose  concentration  will  be  1% 
and  the  clinitest  will  read  -f-3  (a  true  indication 
of  the  amount  of  gluco.se).  If  there  is  1%  glu- 
cose in  a 14  strength  dilution,  then  it  follows 
that  the  original  sample  contains  4%  glucose. 
This  can  be  continued  until  a reading  less  than 
-4-4  is  obtained  and  the  concentration  is  found. 
(l/8:7/8,  1/16:15/16,  etc.).  If  a 1/16  dilution 
contains  1%  glucose,  then  the  original  sample 
contains  16  times  that  concentration  (1%).  After 
mixing  each  dilution,  simply  use  5 drops  of  it 
as  in  a normal  clinitest.  4 his  process  need  not 
be  done  with  double  voided  urine  checks,  since 
that  method  is  not  c[uantitative  in  nature  any- 
way, but  it  is  helpful  when  trying  to  find  the 
true  c[uantitative  glucose  spill,  and  should  be 
employed  whenever  you  are  faced  with  a quantity 
of  urine  that  reads  ~\-4  by  clinitest  if  a “jrass 
through”  phenomenon  is  encountered. 

Sick  Day  Schedule 

1 he  discussion  thus  far  has  centered  around  a 
healthy  nonstressed  patient  with  diabetes.  The 
insulin  needs  of  a juvenile  diabetic  slowly  rise 
and  peak  at  adolescence  to  remain  relatively 
constant  during  adulthood,  l)ut  illness  or  stress 
can  cause  sharp  rises  in  insulin  reejuirements 
temjrorarily,  and  these  needs  must  be  recognized 
and  met  if  control  during  acute  illness  is  to  be 
maintained.  This  can  be  accomjjlished  by  fol- 
lowing a rather  straightfortvard  schedule.  'When 
a diabetic  wakes  up  spilling  -|- 4 sugar  and  large 
acetone  in  the  BB  check,  and  feels  ill  (sore  throat, 
fever,  aches  and  pains,  etc.),  then  an  illness  can 
be  suspected  and  more  insulin  is  usually  retpiired. 

Our  routine  is  to  have  the  patient  continue 
their  usual  schedule  of  NBH  or  comitination  in- 
sulin. In  addition,  regular  insulin  is  administered 
according  to  the  following  table: 

.\ge  in  Years  Regular  Insulin  Dose 


2-4 

5 units 

5-7 

10  units 

8-10 

15  units 

11-15 

20  units 

4’hese  regular  insulin  dosages  are  rejxiated 
every  6 hours  until  the  acetone  clears  from  the 
double  voided  specimens,  which  should  be  tested 
just  before  the  anticipated  next  dose.  Alterna- 
tively, we  have  the  patient  give  % of  their  total 
daily  insulin  dose  in  regular  insulin  eveiq'  4-6 
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hours,  whichevei'  is  smallw,  until  the  acetone 
deal's. 

Individual  requirements  vai-y  gieatly,  and  be- 
cause it  is  jxissible  that  an  insulin  reaction  (hypo- 
glycemia) may  occur,  close  observation  during 
tlie  illness  is  ol  extreme  importance.  Orange  juice 
or  some  carbohydrate  shoidd  be  available  at  all 
times  and  the  child  shoidd  be  encouraged  to  take 
freipient  small  feedings.  If  he  is  vomiting  and 
unalile  to  tolerate  solid  foods,  iced  Coke  or  Seven- 
Up,  sipjied  slowly,  is  recommended.  If  this  can- 
not lie  tolerated,  a doctor's  advice  should  be  ob- 
tained. Patients  are  always  instructed  to  inform 
tlieir  family  physician  of  any  serious  illness 
whether  or  not  there  are  complications  related 
to  diabetes. 

Other  Factors  In  Maintaining  Control 

Basic  to  any  insulin  schedule  is  regularity  in 
dietary  intake  anti  exercise  patterns.  Individual 
habits  and  needs  differ  greatly  but  the  concept 
of  regularity  is  aucial  to  good  control.  Most 
commonly,  a plan  including  three  meals  with  an 
afternoon  and  liedtime  snack  proves  to  be  ac- 
ceptable. A carbohydrate  snack  before  strenuous 
exercise  is  strongly  recommended  (about  200 
extra  calories  per  hour  are  needed)  since  exercise 
lowers  blood  sugar  and  can  induce  a hypoglyce- 
mic reaction.  In  fact,  the  entire  dietary  schedule 
can  be  modified  to  confoiTn  to  the  individual 
diabetic's  needs.  It  is  often  more  convenient  to 
change  the  amount  of  food  eaten  in  a given 
period  than  to  adjust  the  insulin  schedule. 

In  monitoring  the  degree  of  control  on  a quan- 
titative basis,  one  must  compare  the  grams  of 
glucose  taken  in  with  tliose  lieing  lost  in  the 
urine.  This  can  be  done  with  the  following  in- 
foimation: 

In  the  diet  currently  recommended  by  the 
American  Diabetes  Association,  about  50%  of  the 
calories  (energy)  are  supplied  by  carbohydrates, 
20%  by  protein,  and  30%  by  fat.  This  corre- 
sponds closely  to  the  average  American  diet. 
Given  the  following  relationship: 

1 gram  carbohydrate  = 4 calories 
1 gram  protein  = 4 calories 

1 gram  fat  = 9 calories 

the  weight  in  grams  of  sugar  taken  in  during  24 
hours  can  be  determined  if  an  estimate  of  the 


total  calories  are  made.  For  example,  if  the  pa- 
tient is  on  a 2400  calorie  diet  (the  average  amount 
for  a lean  individual),  1200  of  these  would  be 
from  sugar.  Using  the  above  relationship  (4  cal/ 
gram),  the  grams  of  sugar  are  found  in  this 
manner: 

1200  = 300  grams  of  sugar  ingested 
4 

Using  these  calculations,  one  can  determine  the 
degree  of  control  by  determining  the  percent  of 
glucose  spilled  in  24  hours: 

5%  of  ingested  sugar  or  less  = excellent  control 
5-10%  of  ingested  sugar  = good  control 
10-15%  of  ingested  sugar  = fair  control 
more  than  15%  = poor  control 

Using  the  above  figures,  5%  15  gTams,  10%  = 

30  grams,  etc.,  as  a rough  gauge,  a urine  glucose 
spill  of  less  than  20  grams  per  24  hours  is  an  ac- 
ceptable goal.  Total  calories  can  be  adjusted  up 
or  down  according  to  weight  gain  or  loss  in  the 
individual,  but  it  must  be  kept  in  mind  that  in- 
sulin doses  must  be  raised  or  dropped  propor- 
tionately. The  ratio  of  2 units  of  insulin  for 
every  100  calories  increasetl  or  decreased  can  be 
used  as  a rough  estimate. 

By  using  the  concepts  described  here,  we  have 
found  it  is  possiltle  for  most  patients  to  obtain 
and  maintain  good  control  on  a long  term  basis, 
and  to  be  confident  in  their  ability  to  manage 
most  problems  which  might  arise  in  relation  to 
their  disease. 
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^ J.  lie  bi,a,  toe  is  usually  relegated  toward  the 
end  of  most  orthopedic  text  books,  but  its  im- 
j)ortance  should  be  emphasized.  Anyone  who  has 
had  a proljlem  with  this  toe  can  testify  to  the  in- 
ordinate disairility  it  can  produce  and  its  reliabil- 
ity as  a weather  Irarometer. 

The  big  toe  ossification  centers  appear  about 
age  3 and  are  usually  complete  Iry  age  18.  It  oc- 
curs about  a year  earlier  in  females.  It  must  be 
remembered  that  the  first  metatarsal  has  its  os- 
sification center  or  ejiiphysis  at  the  proximal  end 
of  the  metatarsal  ■whereas  the  other  metatarsals 
have  their  epiphyses  at  the  distal  end.  This  may 
be  confusing  and  lead  to  misinterpretation  of 
x-rays  when  considering  fractures  if  this  point  is 
not  kept  in  mind.  .Sesamoids  under  the  great 
toe  appear  at  age  12  and  haidly  any  are  found 

‘Little  Rock  Orthopedic  Clinic.  P.A..  P.  O,  Box  5270,  Little  Rock, 
Arkansas  72205. 


PUSH-OFf 


earlier  than  the  10th  year.  These  may  be  bi- 
partite and  give  the  appearance  of  a fractured 
sesamoid  when  this  is  a normal  variant. 

In  locomotion  the  big  toe  accelerates  push-off 
and  in  abrupt  stojjs  takes  the  brunt  of  decelera- 
tion forces  in  the  foot  along  with  the  plantar 
surfaces  of  the  forefoot,  (i.e.,  quick  stops  in  ten- 
nis). The  IP  joint  or  the  interphalangeal  joint 
flexes  more  (i.e.,  the  racing  stance  of  swimmers) 
and  in  early  and  mid  stance  phase  of  gait  to  assist 
push-off.  1 he  metatarsal  phalangeal  joint  dorsi- 
flexes  or  extends  more  in  push-off  as  the  foot  and 
ankle  plantar  flex.  (Fig.  1)  The  two  sesamoids 
bear  the  weight  of  the  body  during  the  late  stance 
pha,se  of  gait  and  are  subject  to  great  stress. 

Ingrown  toenail  is  better  treated  by  preven- 
tion, such  as  trimming  the  nail  straight  acro.ss, 
proper  fitting  of  socks  and  shoes,  and  good  foot 
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hyoiene.  Once  the  inflaminatoi  y process  is  estab- 
lished, hot  packs,  antilhotics  locally  and  systemat- 
ically, and  restriction  of  activities  should  begin. 
If  this  fails  surgical  excision  of  the  hypertrophied 
paronychial  fold  is  necessai7.  (Fig.  2)  Part  of  the 
nail  bed  should  be  inclnded  in  the  excised  wedge 
and  skin  to  nail  closure  accomplished.  V’s  ent 
in  the  nail  and  removal  of  the  nail  are  inadequate 
procedures  and  should  be  discontinued. 

Hematoma  under  the  toenail  is  extremely  pain- 
fnl  and  should  l)e  drained  hy  drilling  the  nail 
bed  alter  x-rays  have  ruled  out  a fracture.  Ele- 
vation of  the  foot  and  reduced  activities  are  in- 
dicated for  two  or  three  days. 

.Sidinngnal  exostosis  is  due  to  repeated  tramjtl- 
ings,  i.e.,  Ijasketitall  players,  and  appears  malig- 
nant because  of  the  fimgnating  bony  over-growth 
pushing  the  distal  nailbed  upward.  Surgical  ex- 
cision of  the  mass  pins  part  of  the  distal  tuft 
shortens  the  toe  witli  relatively  little  dysl unction. 

Fractures  of  the  distal  phalanx  not  involving 
the  joint  or  epiphysis  are  treated  simply  by  re- 
lief of  weight  bearing  aiul  padding  between  the 
l)ig  toe  and  second  toe  to  splint  the  fracture. 


Bo/vE 

LEAVB  /VTACT 


IIVGROW/V  TOE/VAIL_ 

SURGiC^U  TR-EtAT  /V\EfVT 
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Healing  takes  place  in  about  three  weeks  but 
the  splint  may  be  removed  at  about  10  to  14 
days  with  proper  precautions  lieing  outlined  for 
the  patient. 

In  epiphyseal  fractures,  manipulation  under 
local  anesthetic  should  be  done  to  gain  anatom- 
ical correction  and  then  if  unstable  may  require 
Kirschner  wire  fixation  to  maintain  position. 
Placing  the  K-wire  alongside  the  tough  fibrous 
tissue  along  the  great  toe  and  capsule  of  the  toe, 
alougside  the  proximal  phalanx  and  metatarsal 
may  be  adequate  to  maintain  fixation  without 
penetrating  the  joint  or  the  epiphysis. 

Fractures  of  the  proximal  phalanx  are  the 
most  important  ones  to  anatomically  align  and 
maintain.  Fretpiently,  local  anesthesia  is  insuf- 
ficient to  allow  manipulation  to  obtain  a good 
reduction  and  the  temptation  is  to  accept  some- 
thing less  than  ideal  position.  Often  a general 
anesthetic  or  a Ketamine-like  anesthetic  must  be 
usetl  with  the  K-wire  alongside  or  within  the 
intrainedidlary  canal  to  stabilize  the  fiactuie. 
Usually  encasement  in  plaster  or  foam  backed 
metal  splint  to  keeji  the  K-wire  from  being  bent, 
pulled-out,  or  caught  on  objects  is  maintained 
for  abotit  three  weeks.  Crutches  or  a walker  aie 
usually  recpiired  throughout  this  period  of  post 
fracture  management. 

Traumatic  arthritis  of  the  interphalangeal 
joint  often  necessitates  ftision  in  the  neutral  posi- 
tion and  is  tolerated  quite  well  by  the  patient. 
Fusion  in  the  metatarsal  phalangeal  joint,  how- 
ever, is  not  well  accepted  in  any  position.  In 
these  cases,  resection  of  the  joint  or  use  of  one 
of  the  many  silastic  prostheses  for  replacement 
often  relieves  most  of  the  symptoms. 

Fractures  of  the  sesamoids,  one  or  both,  is 
better  treated  with  an  open  toed  shoe  or  clog 
which  has  a metatarsal  bar  on  the  sole  to  allevi- 
ate weight  bearing  until  symptoms  subside.  This 
may  take  three  or  four  weeks  with  persistence  of 
some  discomfort.  Traumatic  arthritis  may  occur 
here  and  with  severe  persistent  pain,  the  sesa- 
moids may  be  resected  with  some  relief. 
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(See  Answer  on  Page  382) 

A 52-year-old  woman  was  admitted  for  cervical  disc  surgery.  She  gave  a 
history  of  hypertension  and  intermittent  diuretic  therapy. 
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Management  of  the  Acutely  Poisoned  Patient 
Part  II.  Alternatives  to  Induced  Emesis 

A.  Nelson  Voldeng,  Ph.D.* 


J[ ' he  lirst  part  ot  this  article,  which  was  pub- 
lished last  month,  descriljed  various  methods  for 
inducing  emesis  and  compared  their  safety  and 
effectiveness.  Even  the  most  effective  emetics 
(apomorphine  and  syrup  of  ipecac)  will  recover 
only  a fraction  of  material  from  the  stomach; 
apomorphine  produces  a mean  recovery  of  G.  I. 
contents  of  31%  (range  3-95%)  and  syrup  of 
ipecac  produces  a mean  recovery  of  28%  (range 
0-78%).  I'his  article  will  stress  alternatives  or 
adjunct  therapy  to  inducing  emesis  in  the  acutely 
poisoned  patient. 

1.  Gastric  lavage  is  a renowned  method  of 
physically  removing  licpud  or  small  particles  of 
suspended  material  from  the  stomach.  Most  clini- 
cians will  agiee  that  emesis  is  probably  more  sat- 
isfactory than  gastric  lavage  in  removing  particu- 
late matter  (such  as  food,  undissolved  tablets  or 
capsules,  etc.)  which  cannot  l)e  removed  through 
the  usual  stomach  tube.  The  “end  point”  of 
lavaging  is  generally  regarded  to  be  a clear  re- 
turn of  the  lavage  fluid.  This  endpoint  can  be 
erroneous  as  undissolved  tablets  or  capsules  are 
often  unretrievable  through  the  lavage  tube  and 
may  be  left  in  the  G.  I.  tract. 

Several  articles  have  compared  the  effective- 
ness of  emesis  to  gastric  lavage  in  recovering 
drugs  or  chemicals  from  the  stomach.  In  general, 
the  residts  aie  about  the  same  for  both  methods, 
however,  two  important  differences  were  noted. 

(a)  vomiting  induced  by  ipecac  syrup  apparent- 
ly reclaims  material  from  beyond  the  py- 
loric sphincter.  After  clinically  effective 
lavage  (evidenced  by  clear  return  of  lavage 

•Professor  of  Medicinal  Chemistry,  University  of  Arkansas  College 
of  Pharmacy,  4301  West  Markham,  Little  Rock,  Arkansas  72205. 


fluid)  was  performed,  vomiting  induced  by 
ipecac  gave  rise  to  colored  fluid  (bile  or  the 
color  of  ingested  poison). 

(b)  when  a measured  amount  of  fluid  is  given 
with  syrup  of  ipecac,  84%  to  more  than 
100%  of  the  volume  was  returned. 

Recent  articles  from  several  authorities  have 
advocated  not  usiyig  gastric  lavage  in  treating 
poisonings  due  to  ingestion  of  petroleum  dis- 
tillates. I’hey  believe  there  is  greater  ri.sk  of  these 
chemicals  entering  the  lungs  by  passing  around 
the  endotracheal  cuff  ol  a lavage  tube  than  from 
aspiration  of  vomitus  during  forced  emesis.  Au- 
thorities have  recommended  not  to  use  gastric 
lavage  for  treatment  of  corrosive  alkali  or  acid 
ingestion,  but  rather  to  have  the  patient  irrigate 
the  mouth,  and  e.sophagns  and  to  dilute  stomach 
contents  by  drinking  large  quantities  of  water 
or  milk.  Attempted  intubation  in  these  patients 
is  dangerous  as  it  could  produce  {perforation. 

I’he  general  consensus  is  that  gastric  lavage 
should  be  considered  as  an  alternative  to  emesis 
when  the  patient  is  not  comatose  or  convulsing 
and 

(a)  vomiting  has  not  been  intense  or 

(b)  the  patient’s  gag  reflex  is  absent 

2.  Activated  charcoal  is  rapidly  being  recog- 
nized as  an  extremely  valuable  aid  in  the  treat- 
ment of  the  acutely  poisoned  patient.  This  inert 
agent  will  absorb  significant  quantities  of  many 
drugs  and  chemicals,  thereby  retarding  their  ab- 
sorptioti  from  the  G.  I.  tract  and  preventing  fur- 
ther systemic  toxicity.  Ghemicals  effectively 
bound  by  activated  charcoal  in  vivo  (man  or 
animals)  include  acetaminophen;  aspirin  and 
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other  salicylates;  barbiturates,  Placidyl®  aiitl 
glutetbimicle;  insecticides  such  as  malatbioii  and 
cblordane;  propoxyphene;  atropine;  ampheta- 
mine and  j)henylpropanolamine;  strychnine; 
kerosene;  mercuric  chloride. 

Although  die  potential  poisons  listed  aiiove 
represent  a wide  variety  of  chemical  compounds 
including  anions,  cations  and  nonelectrolytes,  it 
should  he  stressed  that  the  absorptive  capacity  of 
actixated  charcoal  in  \'i\'o  tor  most  chemicals  is 
unknown.  Furthermore,  activated  charcoal  has 
been  lejxiited  to  lie  a poor  alisorbent  for  cyanide, 
methxl  alcohol,  ethyl  alcohol,  thallium  and  imi- 
pramine. 

-Although  less  meaningful,  in  vitro  experiments 
have  shown  activated  charcoal  to  significantly 
adsorb  cocaine,  digitalis,  iodine,  ipecac,  and  vari- 
ous forms  of  arsenic,  antimony,  silver,  mercury 
and  tin.  It  is  noteworthy  that  ipecac  is  included, 
thus  activated  charcoal  should  not  be  admin- 
istered to  a poisoned  patient  until  after  ipecac 
induced  emesis  has  occurred. 

Recent  articles  have  reported  the  relative  m- 
effectweness  of  the  Universal  Antidote  (activated 
charcoal,  tannic  acid,  and  magnesium  oxide)  com- 
pared to  activated  charcoal  alone.  Apparently 
both  magnesium  oxide  and  tannic  acid,  but  es- 
pecially tannic  acid,  decrease  the  capacity  of  ac- 
tivated charcoal  to  adsorb  many  chemicals.  Even 
the  mixing  of  the  activated  charcoal  powder  with 
ice  cream  (a  common  procedure  to  piaxluce  a 
pleasant  tasting  pediatric  preparation)  has  been 
leported  to  be  only  35%  as  adsorptive  as  an 
aqueous  sluny  of  the  powder. 

1 here  is  a significant  difference  in  the  ad- 
sorptive capacity  of  the  various  brands  of  acti- 
vated charcoal,  and  different  adsorptive  capaci- 
ties of  the  same  brand  for  different  chemicals. 
The,se  two  facts  make  it  very  difficult  to  state 
an  optimal”  antidotal  dose  of  activated  char- 
coal powder  for  any  poisoning. 

Since  this  is  an  inert  material  which  is  not 
adsorbed  from  the  G.  I.  tract,  I don’t  believe  an 
optimal  dosage  is  necessary.  In  fact,  oral  admin- 
istration of  an  aqueous  sluiTy  of  activated  char- 
coal 5-10  times  the  estimated  amount  of  ingested 
poison  (or  15-30  grams  in  a slurry  swallowed  or 
by  lavage)  usually  provides  more  than  sufficient 
cpiantity  of  charcoal.  Repeated  administration 
of  activated  charcoal,  after  an  adequate  initial 


dose  descrilied  above,  appears  to  exert  no  addi- 
tional inhiliition  of  G.  I.  absorption  of  chemicals. 

3.  Milk,  particularly  evaporated  milk,  will  re- 
duce G.  I.  absorption  of  kerosene,  aspirin,  jxmto- 
liarliital,  and  strychnine,  although  it  is  less  effec- 
tive than  activated  charcoal.  Milk,  or  similar 
demulcents,  are  recommended  for  poisonings  due 
to  ingestion  of  corrosive  alkali  or  acid. 

4.  Saline  cathartics  are  rapid  acting  and  will 
speed  the  passage  of  chemicals  through  the  G.  I. 
tiact.  Many  poisoning  management  protocols 
recommend  magnesium  sulfate  (Epson  salt)  250 
“^g/kg  orally  or  sodium  sulfate  250  mg/kg  orally 
for  this  purpose.  The  use  of  cathartics  is  partic- 
ularly important  in  treating  poisoning  due  to  a 
sustained  dosage  form  or  enteric  coated  product 
as  emesis  or  gastric  lavage  will  not  completely  re- 
move the  product  and  activated  charcoal  will  not 
effectively  adsorb  the  undissolved  chemical. 

Summary 

1 reatment  of  the  conscious,  non-convulsing, 
acutely  poisoned  patient  who  has  not  ingested 
mineral  acids,  alkalis  or  strychnine  should  be 
directed  to: 

(a)  emptying  the  stomach  and 

(b)  limiting  the  G.  I.  absorption  of  the  poison 

Each  home  should  have  a one  ounce  bottle  of 
syiup  of  ipecac  to  use  in  most  types  of  poisonings. 
In  the  event  the  patient  arrives  at  the  hospital 
oi  physician  s office  and  syrup  of  ipecac  was  not 
previously  administered,  apomorphine  can  be 
injected  to  induce  emesis.  Swallowing  a large 
volume  of  water  .should  jirecede  induced  emesis. 
If  no  productive  vomiting  occurs  following  in- 
duced emesis,  or  when  emesis  is  contraindicated, 
gastric  lav'age  should  be  initiated. 

When  emesis  has  become  productiv'e  or  com- 
pleted, an  acpieous  slurry  of  activated  charcoal 
should  lie  administered  orally  to  limit  G.  I.  ad- 
sorption of  any  remaining  poison.  If  gastric 
lav'age  is  used,  lav'aging  should  be  performed 
until  the  recovered  fluid  is  clear  and  free  of 
particles  ol  tablets  or  capsules.  Then  an  acpieous 
slimy  of  activated  charcoal  should  be  admin- 
istered (through  the  tube)  and  left  in  the  stomach. 

Saline  cathartics  may  be  beneficial  in  decreas- 
ing  G.  I.  absorption  of  drugs,  especially  when 
the  poisoning  inv'olv^es  sustained  release  or  enteric 
coated  products,  or  the  toxic  material  has  passed 
into  the  intestinal  tract. 
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PUBLIC  HEALTH  AT  A GLANCE 


Inservice  Education  for  Public  Health  Nurses  in  Arkansas 


Mrs.  Sherry  Ahring* 


J_  he  development  and  continuous  improve- 
ment of  the  public  health  ntirses’  knowledges 
and  skills  are  essential  to  the  effective  operation 
and  progressive  development  of  the  Department 
of  Health.  The  Division  of  Nursing  maintains 
ongoing  inservice  education  to  provide  extended 
training  and  development  of  public  health 
nurses. 

1 he  inservice  considtant,  with  the  advice  of  the 
director  of  the  Division  and  other  major  consult- 
ants, develops  and  assists  in  implementing  inserv- 
ive  education  programs  for  public  health  nurses. 

Inservice  education  is  provided  four  times 
yearly  in  thirteen  different  locations  throughout 
the  State.  Attendance  is  required  of  all  public 
health  ntirses  employed  by  the  agency.  Inservice 
education  sessions  are  directed  toward  improving 
the  skills  of  the  public  health  nurse  to  provide 
comprehensive  health  care  to  individuals,  fam- 
ilies and  communities. 

Over  the  past  several  years,  the  role  of  the 
public  health  nurse  has  expanded  greatly.  With 
expansion,  the  need  for  indepth  skills  in  patient 
care  and  assessment  became  evident.  For  the  past 
two  years  inservice  education  has  placed  emphasis 
on  improving  comprehensive  assessment  tech- 
niques of  public  health  nurses.  During  inservice 
sessions  eight  standardized  patient  care  plans 
were  developed  and  continue  to  be  implemented 
in  the  delivery  of  patient  care  services.  Care  plans 
provide  an  organized  and  systematic  approach  to 
patient  care  and  allows  the  patient  and  family  to 
become  involved  in  planning  care.  With  con- 
tinuing demand  for  service  and  new  progi'ams 
for  public  health  nurses  to  staff,  the  emphasis  of 
inservice  education  will  remain  on  comprehensive 
assessment. 

Inservice  education  sessions  for  public  health 

•Public  Health  Nurse  Supervisor,  Division  of  Public  Health 
Nursing,  Arkansas  Department  of  Health,  4815  West  Markham, 
Little  Rock,  Arkansas  72205. 


muses  are  now  being  planned  for  1976.  As  com- 
prehensive assessment  continues  educational  ses- 
sions will  be  developed  and  implemented  in  nu- 
trition, maternal  and  child  health,  communicable 
disease  and  chronic  disease. 

Inservice  education  also  encompasses  the  de- 
velopment of  courses  within  Health  Department 
programs.  Public  health  nurses  aie  assisted  in 
personal  development,  which  leads  to  inaeased 
effectiveness  and  promotional  opportunities  with- 
in the  Health  Department. 

With  giowth  and  change  continuing  for  public 
health  nurses,  quality  patient  care  and  delivery 
of  nursing  services  to  people  in  the  State  remains 
the  Nursing  Division's  ultimate  goal. 

One  definite  method  to  meet  this  goal  is  the 
continued  education.  Through  continued  edu- 
cation and  orientation  of  public  health  nurses 
the  Division  expects  to  continue  to  contribute 
significant  quality  health  services  to  the  citizens 
of  the  State. 


Craighead-Poinsett  County  Auxiliary 

The  Craighead-Poinsett  County  Auxiliary  re- 
membered Dr.  J.  H.  McCurry’s  104th  Birthday 
by  sending  a beautiful  floral  arrangement.  Dr. 
McCurry  is  formerly  of  Cash  and  now  resides  in 
St.  Louis,  Missouri.  Dr.  McCurry  expressed 
appreciation  to  the  Auxiliary  “for  their  splendid 
gift”. 
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Thoughts  on  Equity 

(The  lack  of  accountability  of  the  claimant  and  his  attorney) 

Kenneth  G.  Jones,  M.D.* 


J\^any  who  have  had  occasion  to  rellect  on 
the  proitlem  of  obtaining  “ecjnity”  nndei  onr 
present  day  system  of  courts,  have  come  to  recog- 
nize that  the  problem  is  rooted  in  a changing 
social  philosopliy.  dlie  government  of  the  United 
States  which  until  a few  decades  ago  was  securely 
anchored  to  the  concept  of  individual  rcsjxtnsi- 
bility  now  functions  on  an  unstable  concept  of 
individual  rights— i.e.,  needs!  On  occasions,  it 
seems  that  the  less  protluctive  the  individual,  the 
greater  his  right  to  a claim  on  the  effort  of  others. 
1 his  moral  perversion  of  human  relationships 
amounts  to  nothing  less  than  the  ability  of  a 
favored  citizen  or  citizens  to  use  the  confiscatory 
powers  of  government  to  aj>propriate  that  which 
their  neighbor  has  prtKluced  to  satisfy  their  own 
desires.  Or,  as  stated  succinctly  by  the  Com- 
munists: “from  each  according  to  his  ability  and 
to  each  according  to  his  need.” 

Our  courts  to  an  ever  increasing  extent  have 
been  diverted  from  their  original  ptirjxtse  of  ad- 
ministering equity  among  our  citizens  to  the  pur- 
pose of  satisfying  the  social  or  “economic  needs” 
of  claimants  who  appear  before  them.  Jtidges 
and  juries  as  well  as  plaintiffs  ancf  their  attorneys 
have  contributed  to  this  loss  of  concern  for 
“etpiity.” 

Since  our  society  has,  for  the  past  several  dec- 
ades, ever  moved  away  from  freedom  of  the  in- 
dividuaf  towards  a socialistic  aristoaacy,  it  is 
unlikely  that  this  course  can  be  altered.  But 
within  even  a 1 ungating  socialistic  society,  petty 
reforms  may  be  possible.  If  enough  of  us  “de- 
mand,” it  may  be  possible  to  reintroduce  some 
degree  of  equity  into  the  inecpiitable  court  sys- 
tem we  now  have. 

♦Little  Rock  Orthopedic  Clinic,  P.  O.  Box  5270,  Little  Rock, 

Arkansas  72205. 


As  regards  the  very  real  and  very  intimate  prob- 
lem of  “malpractice,”  several  excellent  legal 
changes  have  been  recommended.  (1)  Some  have 
suggested  that  disputes  over  alleged  medical 
grievances  be  settled  by  an  arbitration  committee 
or  that  a system  not  unlike  Workmen’s  Comjx'ii- 
■sation,  wherein  a reasonable  limit  is  placed  on 
awards,  be  enacted.  Why,  they  ask,  should  a per- 
son who  has  suffered  a medical  injury  be  awarded 
more  than  he  woidd  be  for  a similar  injury  if  sus- 
tained in  the  course  ol  his  enqjloyment?  Others 
have  suggested  re,structuring  the  statutes  of  limi- 
tation and  the  rides  concerning  introduction  of 
evidence.  None  has  suggested  that  the  claimant 
should  be  denied  “his  day  in  court.”  No  reason- 
able j>erson  would!  However,  one  may  projx;rly 
ask:  “Shouldn’t  the  claimant  (the  instigator)  and 
his  adv^ocate  (his  attorney),  under  circumstances 
to  be  considered,  be  required  to  conduct  them- 
selves in  a responsible  manner  or  sidfer  damages 
for  failing  to  act  in  a resjx)nsible  manner?”  In 
England  the  loser  is  retjuired  to  pay  his  oppo- 
nent s attorney  fee.  Resjxtnsible  action  by  the 
jjlaintiff  and  his  attorney  woidtl  seem  funda- 
mental if  the  defendant  is  also  to  receive  etpiity. 

I oday  in  a courtroom  only  the  defendant  is 
truly  responsible  in  the  sense  tliat  lie  may  be  held 
accountable,  economically  and  morally  as  a con- 
■setpience  of  the  action  under  consideration.  Even 
his  own  atlvocate  (tlie  defense  attorney)  will  not 
lose  and  will  as  a ride  profit  from  the  action 
adjndicaletl.  The  judge  and  jury  are  not  direct- 
ly (only  remotely)  accountable  for  any  action  that 
may  occur  in  that  court  on  a given  day.  Re-elec- 
tion or  re-appointment  is  at  best  a remote  threat. 
The  claimant  has  “the  right”  to  make  almost  any 
allegation,  to  introduce  almost  any  evidence  he 
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or  his  attorney  may  protluce  or  even  contrive  al- 
most without  any  risk  of  jeopardy  to  themselves. 

From  the  record,  it  is  evident  that  penalties 
for  irresponsible  allegations,  statements,  and  ac- 
tions made  before  our  courts  are  rarely  ever  im- 
posed. Only  the  defendant  is  ever  in  jeopardy. 
This  is  not  only  wrong,  but  justice,  “equity,”  can- 
not l)e  served  under  such  a system  of  injustice. 

For  those  who  are  truly  seeking  equity,  it  is 
ol)vious  that  our  court  system  must  be  altered  in 
some  manner  which  will  demand  that  claimants 
instigate  only  litigation  which  has  merit.  Failure 
to  adhere  to  this  social  responsibility  should  be 
recognized  and  the  offender  held  accountable,  in 
a manner  similar  to  that  which  he  would  impose 
on  the  defendant  he  has  accused.  This  could  be 
accomplished  by  making  a plaintiff  responsible 
to  the  defendant  to  a specified  percentage  of  the 
damages  he  filed  for  but  failed  to  recover - 
say  10%.  Even  so  the  claimant’s  exposure  under 
such  a system  would  still  be  consideraldy  less 
llian  the  defendant  he  brings  before  the  bar,  and 
he  would  in  essence  place  himself  on  trial  before 
the  same  judge  and  jmy  assembled  at  his  demand 
to  hear  his  alleged  grievances.  I would  hope  that 
such  res|xtnsibility  would  make  any  potential 
claimant  and  his  attorneys  acutely  aware  that  vin- 
dictiveness is  not  justification  for  a court  action. 
'Fhe  threat  of  penalty  should  help  to  bring  al- 
leged damages  in  line  with  a more  reasonable 
expectation  of  recovery  and  perhaps  eliminate 
altogether  some  suits  which  have  no  merit. 

It  is  obvious  that  the  plaintiff’s  attorney  must 
also  be  made  accountable.  The  position  of  the 
plaintiff’s  attorney  in  such  an  improved  system 
of  ecpiity  woidd  become  unicjue.  It  is  commonly 
acknowledged  that  plaintilf  s attorneys  defend 
the  system  of  contingent  fees.  Since  their  fee  is 
often  33  to  50%  of  the  damages  recovered,  it  is 
apparent  tliat  their  personal  interest,  as  well  as 
that  of  their  client,  demands  that  the  alleged 
tlamages  be  filed  up  to  and  including  astro- 
nomical figures  in  some  instances.  To  obtain 
CHjuity  for  the  defendant,  as  well  as  the  plaintiff 
and  his  advocate,  it  woultl  seem  fair  and  reason- 
able to  alter  the  heretofore  sheltered  position  of 
the  plaintiff’s  attorney  as  follows: 

The  United  States  is  one  of  the  few  major 
nations  which  permits  attorneys  to  work  on  a 
contingent  fee  basis.  It  is  oljvious  that  when  the 
attorney  does  so  he  assumes  the  position  of  both 
an  advocate  and  a plaintiff.  I would  not  advo- 


cate abolishment  of  the  attorney’s  contingent  fee, 
since  it  would  not  be  possible.  It  is  too  indige- 
nous, in  his  mind,  to  his  welfare.  Doctor  Scott' 
quoting  from  an  editorial  in  a Nashville  paper 
observed:  “ ...  of  the  $543,053  the  company 
(one  insurance  company)  paid  out  in  malpractice 
suits  in  Tennessee  in  1974,  the  lawyers  received 
60  percent  or  $327,146.”  Under  these  circum- 
stances, if  the  claimants  were  deseiwing,  they  were 
victims  of  a gross  inecpiity  befoi'e  the  courts.  It 
woidd  be  enlightening  to  learn  what  fractional 
percentage  of  these  attorney  fees  the  physician’s 
charges  were.  Any  reasonable  unbiased  indi- 
vidual can  readily  discern  whose  interest  is  really 
served  by  the  contingent  legal  fee.  Such  an  agree- 
ment is  not  only  immoral,  it  should  be  treated  as 
such  an  act. 

Even  so,  I would  recommend  that  the  attorney 
be  permitted  to  work  according  to  his  and  his 
client’s  wishes,  i.e.,  on  either  a fixed  fee  basis  or 
on  a contingent  fee  basis,  whichever  is  agreed 
upon  between  the  two.  In  the  case  of  the  advo- 
cate who  is  employed  on  a straight  fixed  fee  basis, 

1 would  not  demand  that  he  liear  any  direct  re- 
sponsibility for  any  irresponsible  allegations  and 
demands  he  may  set  forth  for  his  claimant.  Obvi- 
ously, under  this  circumstance,  he  has  Iteen  em- 
ployed to  present  the  claimant’s  allegations,  ridic- 
ulous as  they  may  or  may  not  be.  However, 
should  he  choose  to  work  for  the  plaintiff  on  a 
contingent  fee  basis,  then  he  has  truly  chosen  to 
become  a partner  in  the  litigation  (he  has  ac- 
cepted a “piece  of  the  action”).  In  those  instances 
it  should  be  recognized  he  then  occupies  the  same 
position  relative  to  the  court  and  to  the  defendant 
as  the  plaintiff.  Under  that  circumstance  of  em- 
ployment, which  he  can  assume  only  voluntarily, 
he  should  share  with  the  plaintiff  an  equal  re- 
sponsibility for  the  reasonaljleness  of  theii  allega- 
tions. When  the  attorney  works  on  a contingent 
fee  recovery  basis,  he  is  truly  a party  to  the  action 
as  well  as  the  spokesman  for  it,  and  it  is  reason- 
able that  he  should  be  held  accountable  for  the 
responsibility  or  irresponsibility  of  that  action. 
A portion  of  the  alleged  damages  which  may  be 
recovered  become  his  by  contract.  He  would  be 
reipiired  to  disclose  the  arrangement  of  employ- 
ment with  his  client  to  the  court,  the  judge,  be- 
fore the  trial  is  begun.  He  and  the  plaintiff 
under  this  arrangement  should  be  held  jointly 
accountable  to  the  defendant  wrongfully  accused. 

The  defendant  in  the  American  system  of 
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fomts  can  never  as>ain  anticipate  obtaining 
eijuily  inuler  our  courl  sy.stein  unless  there  is  a 
laclical  cliange  in  ilie  social  ihinking  ol  the  Na- 
tion, which  is  (|uite  unlikely,  or  unless  the  plain- 
till,  and  the  jrlaintill  s attorney  who  may  elect  to 
work  on  a contingent  fee  basis,  are  made  respon- 
sible before  the  couns.  I'his  is  a fact. 


A responsible  liability  defendant  before  the 
American  system  of  courts  today  is  ti  uly  a naked 
American. 

Ri:iKRENCE.S 

1.  Scott.  H.  W.:  Professional  Lialtiliiy  - the  trLses  and  ap- 
proaches to  the  solution,  liiill.  Ain.  Coll  Surff  60' 11 
^Xov.)  75. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

llie  continual  improvement  in  our  health  sys- 
tem, wdth  its  erer-inneasing  responsiveness  to 
the  people's  needs,  must  not  be  stifled  by  adopt- 
ing foreign-flavored  elements  into  a national 
health  instirance  plan,  the  American  Medical 
Association  has  told  the  Congress. 

‘AVhen  considering  a national  plan  for  this 
countiy,  it  is  necessary  to  take  cognizance  of  the 
stiengths  of  our  own  method  of  health  care  de- 
livery . . . this  will  assure  that  our  excellent  sys- 
tem will  continue  to  improve  and  will  not  suffer 
the  stifling  effects  experienced  in  other  coun- 
tries,” AMA  President  Max  II.  Panott,  M.D., 
testified  before  a subcommittee  of  the  House 
^V^ays  and  Means  Committee. 

Pointing  to  the  large  problems  in\’olved  in 
creating  a national  health  insurance  program, 
Di.  PaiTott,  a Portland,  Ore.,  practitioner,  said 
that  the  public  attitudes  toward  it  are  changing 
steadily. 

d hese  problems  have  been  brought  into  better 
focus  as  a result  of  evidence  of  the  effects  of  gov- 
erninentally  administered  and  controlled  pro- 
grams both  here  and  abroad. 

Our  national  priorities  have  also  shifted  be- 
cause of  the  effects  of  the  changing  economy,  and 
the  devastating  effects  of  inflation  on  all  seg- 
ments of  our  society. 

The  public  has  expressed  among  its  major 
priorities  a concern  with  inflation,  rvith  the  state 
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economy,  and  with  oanie.  National  polls 
have  indicated  that  national  health  insurance  is 
of  low  concern. 

During  this  same  period  of  time  significant 
changes  have  taken  place  in  our  health  system 
thiough  increased  manpower  programs,  increased 
facilities  construction,  increased  levels  of  private 
health  insurance  coverage,  and  a variety  of  other 
piogiams.  I here  is  fuller  realization  and  ac- 
knowledgment that  this  country’s  health  system  - 
under  attack  by  many  in  the  course  of  the  NHI 
debate  — is  indeed  superior  to  any  other  in  the 
world.  Dr.  Parrott  said. 

Dr.  Parrott  and  Richard  E.  Palmer,  M.D.,  of 
Alexandria,  VA,  and  Chairman  of  the  AMA 


Boaid  of  Tiustees,  remindetl  the  subcommittee 
members  of  the  medical  profession  s national 
health  insurance  plan  (II.  R.  6222)  which  builds 
on  the  structure  of  the  present  system  of  em- 
ployer-employee group  health  insurance  plans, 
mandating  each  employer  to  provide  compre- 
hensive and  catastrophic  benelit  coverage  with 
the  employei  picking  up  at  least  65  percent  of 
the  cost. 


Dr.  Palmer  pointed  out  that  in  pressing  for  the 
adoption  of  any  particuhu'  NHI  proposal,  sincer- 
ity must  not  be  confirsed  with  objectivity  — “We 
cannot  afford  to  have  a program  of  such  im- 
portance fail! 

must  avoid  the  mistake  inherent  in  pro- 
posals such  as  H.  R.  21  (Kennedy-Cornian)  which 
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would  lock  medicine  into  a rigid,  monolithic,  no- 
choice bureaticratic  system.  Such  a creation  would 
be  impossible  to  reverse.  It  wotdd  be  an  under- 
taking full  of  promi.se  but  empty  of  fulfillment. 
Establishment  of  cost  control  through  fixed 
budgets  including  arltitrary  fee  schedules  would 
result  in  curtailment  of  care  and  discourage  par- 
ticipation by  jjroviders.  A look  at  the  current 
trouble  of  the  British  health  care  system  impels 
a close  re-examination  of  the  alleged  need  for 
such  drastic  action,  as  is  embodied  in  H.  R.  21. 
In  otir  opinion  jnstification  for  such  a program 
is  totally  lacking!” 

Allnding  to  other  meastires  aimed  at  providing 
catastrophic  health  insurance  alone,  Dr.  Palmer 
observed  that  135  million  Americans  tinder  65 
carried  major  medical  insurance  in  1974. 

“This  is  the  most  rapidly  growing  form  of 
health  insurance  in  the  nation,  and  the  trend  for 
such  added  coverage  is  fostered  by  an  increasing 
jtublic  awareness.  Consetpiently,  we  must  tjues- 
tion  the  need  to  impose  on  the  American  taxpayer 
and  cc^nstimer  a costly  universal  federal  program 
of  free-standing  catastrophic  insurance.” 

***** 

4'he  National  Health  Insurance  hearings  on 
(iapitol  Hill  have  been  marked  so  far  Ity  a 
notable  lack  of  excitement  or  sense  of  urgency. 
The  national  news  media  has  ignored  the  first 
legislative  hearings  of  the  year  on  NHI,  under- 
scoring contentions  by  many  witnesses  that  the 
puljlic  doesn't  rate  NHI  high  on  its  scale  of 
worries  or  interests. 

Nonetheless,  the  recently  announced  decision 
that  the  House  Interstate  and  Foreign  Commerce 
Committee’s  .Sultcommittee  on  Health  will  con- 
duct NHI  hearings,  brings  into  the  open  anew 
the  odd  jurisdictional  dilemma  that  perplexes 
Congress  in  its  (juest  for  action  on  NHI.  Rep. 
Paul  Rogers  (D.-Fla.)  has  announced  his  Hotrse 
Commerce  .Subcommittee  on  Health  will  start 
NHI  hearings.  He  plans  to  call  first  the  chief 
Congressional  sponsors  of  the  major  NHI  bills  to 
testify.  Rogers  is  telling  the  House  Ways  and 
Means  Committee  in  unmistakable  terms  that  he 
wants  a piece  of  the  NHI  action,  perhaps  the  big 
piece. 

The  Ways  and  Means  Subcommittee  on 
Health,  headed  by  Rep.  Dan  Rostenkowski  (1).- 
111.),  will  end  six  weeks  of  hearings  on  NHI  just 
as  Rogers  gets  started.  Relations  between  the 
rival  panels  and  their  staff  members  are  strained. 


Since  Ways  and  Means  traditionally  has  had 
prime  jurisdiction,  the  chief  sponsors  of  the  NHI 
i)ills  in  the  House  are  for  the  most  part  members 
of  the  Ways  and  Means  Committee.  Examples 
include  Ways  and  Means  Chairman  A1  Ullman 
(D.-Ore.),  sponsor  of  the  American  Hospital  As- 
sociation's plan.  Rep.  John  Duncan  (R.-Tenn.),  a 
chief  sponsor  of  the  American  Medical  Associa- 
tion's NHI  proposal.  Rep.  Omar  Btirleson  (D.- 
Texas),  foremost  Hotise  Ijacker  of  the  Health  In- 
surance Companies’  meastire,  and  Rep.  James 
Corman  (D. -Calif.),  sponsor  of  Labor’s  Health 
.Security  Act. 

None  are  anxiotis  to  go  before  the  Rogers’  Stib- 
committee  in  behalf  of  their  l)ills,  thus  lending 
support  to  Rogers’  jtirisdictional  claim. 

The  way  health  jurisdiction  has  been  parcelled 
out  in  the  Hotise  this  year,  Rogers  can  lay  valid 
claim  to  mtich  of  the  benefit  and  structural  side 
of  NHI  legislation  while  Ways  and  Means  has 
acknowledged  hold  on  all  tax  financing  aspects. 
But  the  qtiestion  remains:  Can  these  be  sepa- 
rated? Most  believe  they  can’t  and  some  special 
joint-committee  settij)  will  have  to  be  fomied  to 
avoid  a divisive  sqtialjble  in  the  House  pitting 
one  major  committee  against  another. 

***** 

A Congressional  committee  trying  to  ascertain 
the  catises  of  a large  hike  in  premium  costs  for 
the  huge  Fetleral  Employees  Health  Benefits  Pro- 
gram (FEHB)  has  been  told  by  the  American 
Medical  Association  that  physicians’  long-run 
prices  have  paralleled  price  changes  elsewhere  in 
the  economy. 

William  C.  Felch,  M.D.,  of  Rye,  N.  Y.,  a mem- 
ber of  the  AMA  Cotnicil  on  Legislation,  told  the 
Hotrse  Civil  Service  Stibcommittee  that  profes- 
sional liability  expense  “has  increased  far  beyond 
any  other  economic  indicator.” 

Dr.  Felch  said  “this  skyrocketing  of  professional 
liability  premitims  is  of  necessity  reflected  by 
higher  fees.”  He  continued: 

“The  most  recent  premitim  increases  are  stag- 
gering. Increases  of  100  percent  are  freqtient, 
with  increases  ranging  up  to  600  percent.” 

Premiums  of  $10,000  are  not  unusual  tixlay. 
Dr.  Felch  told  the  lawmakers.  “Amounts  in  the 
range  of  $25,000  to  $30,000  in  the  high  risk  spe- 
cialties are  not  rare,  as  compared  with  $6,000- 
$7,000  a year  ago.  Some  premiums  have  been  re- 
ported as  high  as  $45,000  annually.” 
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riie  other  major  hictors  in  medical  tee  rises 
are  the  lin«erin<^  etlects  of  the  economic  stahili/a- 
tion  program  and  economy-wide  inflation,  the 
jjhysician  said.  Physicians’  fees  were  under  price 
controls  from  .\ngnst,  1971  through  .\pi  il,  1974, 
he  noted. 

(ionsnmer  price  figures  for  1975  show  that  the 
percentage  incaease  in  physicians’  fees  has  been 
lower  than  the  price  increases  in  the  hospital 
industry  but  higher  than  tlie  price  increases  in 
the  economy  in  general,  according  to  Dr.  Felch. 

“During  the  first  nine  months  in  1975,  physi- 
cians’ fees  increa.sed  8.4  percent.  In  the  same 
time  {period  other  health  care  costs  were  as  fol- 
lows: hospital  service  charges  up  10.2  jx:rcent, 
semi-private  room  charges  up  12.0  percent  and 
operating  room  charges  up  10.4  percent.” 

Dr.  Felch  also  said  utilization  of  physician 
services  has  risen  with  progress  of  medical  tech- 
nology, rising  incomes,  increased  insurance  cov- 
erage, and  a rising  proportion  of  elderly  in  the 
popidation.  “These  factors  no  doubt  have  com- 
bined to  increa.se  the  costs  in  the  Federal  him- 
ployees’  Benefit  Program.  VVT  understand  that 
the  FEHB  as  well  as  other  plans  have  experi- 
enced sharp  rises  in  utilization.” 

■Vnother  rea.son  for  increased  utilization  may 
be  more  extensive  tests  and  services  as  a result 
of  threats  of  liability  lawsuits,  he  said. 

Dr.  Felch  said  the  AMA  has  recently  apjnoved 
the  creation  of  a high  level  commi,ssion  to  study 
the  problem  of  rising  health  care  costs.  I’his 
Commission  on  the  Cost  of  Medical  Care  will 
include  top  level  representatives  of  health  care 
providers  and  of  the  pulilic,  reflecting  a broad 
sjXJCtrum  of  interest  in  health  care.  “It  is  our 
desire  that  through  the  joint  efforts  of  all  mem- 
bers of  the  Commission,  the  cairses  for  health 
care  cost  increa,ses  will  be  better  understood.” 

^ ^ ^ ^ ^ 

T he  Administration  has  had  a change  of  mind 
and  now  backs  legislation  that  would  bar  unions 
from  re(|uiring  members  to  join  federally-subsi- 
dized Health  Maintenance  Organizations 
(HMO’s). 

Referring  to  a provision  in  the  FIMO  bill  re- 
cently pa.ssed  by  the  House,  I heodore  Cooper, 
M.D.,  Assistant  HEW  .Secretary  for  Health,  said 
“this  amendment  would  assure  that  each  indi- 
vidual employee  would  have  the  right  to  choose 
to  particijxite  before  joining.” 


Dr.  CcKtper’s  statement  before  the  .Senate 
Health  Suljcommittee  represented  a switch  in 
Administration  jKilicy.  Only  a month  ago,  the 
HEW  Department  issued  regidations  on  HMO’s 
that  allowed  unions  at  the  collective  Iiargaining 
table  to  choose  an  HMO  or  regular  private 
health  insurance  on  iiehalf  of  the  entire  union 
membersltip. 

The  original  HMO  measure  approved  by 
Congress  specified  that  all  employers  with  more 
than  25  workers  had  to  offer  the  “dual  option” 
of  HMO  or  regular  insurance  to  their  employees 
in  areas  where  HMO’s  were  situated  and  sought 
this  option.  However,  this  clause  caused  con- 
fusion and  was  viewed  by  labor  — backed  by  the 
the  Labor  Department  — as  interfering  with 
Labor’s  pre.sent  collective  bargaining  rights  to 
pick  a single  health  benefit  package.  In  issiung 
final  regulations  on  H.MO’s  last  month,  HEW 
went  along  with  Labor’s  viewpoint. 

As  the  .Senate  Health  Subcommittee  headed 
I)y  Sen.  Edw'ard  Kennedy  (D.-Mass.)  ojiencd  hear- 
ings on  the  House-passed  amendments  to  the 
H.MO  law.  Dr.  Cooper  said  “we  endorse  the 
clarification  of  existing  law  which  provides  that 
an  employer  offer  an  HMO  option  under  ‘dual 
choice’  first  to  the  employees’  representative,  if 
any,  and,  if  acceptetl  by  the  representative,  then 
to  the  individual  employees.” 

Fhe  House  measure  retainetl  Lalior’s  collec- 
tive bargaining  opportunity  to  select  a regnlar 
private  healtli  insurance  program  as  the  sole 
health  benefits  program,  I)ut  said  that  employees 
could  not  be  forced  to  accept  an  HMO. 

The  problem  with  the  I.alior  Relations  Act 
and  the  “dual  option”  may  eventually  have  to 
lie  settled  Iiy  the  courts.  .\  key  issue  is  whether 
union  membership  can  lie  retpiired  in  total  to 
join  a plan  that  is  federally  subsidized.  A non- 
subsidized  HMO  or  pre-paid  group  practice  plan 
may,  or  course,  be  selected  by  Labor  for  all  mcm- 
liers  witliout  cpiestion. 

# # # # # 

Federal  controls  dictating  wliere  medical  grad- 
uates practice,  rationing  of  residencies,  and  fed- 
eral licensure  and  re-licensure  of  physicians  have 
been  strongly  opposed  liy  the  American  Medical 
Association. 

Further  governmental  regulations  may  “have 
adverse  effects  on  the  forces  which  are  Iiringing 
about  desired  changes  without  regidatory  inter- 
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ventioii,  ’ said  Tom  Nesbitt,  M.D.,  sjjeaker  of 
the  AM  A s House  of  Delegates. 

Dr.  Nesbitt  told  the  Senate  Health  Subcom- 
mittee headed  by  Sen.  Edward  Kennedy  (D.- 
Mass.)  that  the  AMA  supports  continued  capita- 
tion and  other  aid  for  medical  schools,  hut  pro- 
visions recpiiring  students  to  repay  the  govern- 
ment in  money  or  in  shortage  area  service  in  re- 
turn for  the  capitation  aid  are  “coercive  and 
unjirecedented.’’ 

“Such  retpiirements  woidd  jdace  an  uncon- 
scionable burden  on  students,”  Dr.  Nesbitt  de- 
clared. 

I'he  Senate  Sidicommittee  is  finishing  hear- 
ings on  health  manpower  legislation  and  is  ex- 
pected to  draft  legislation  shortly.  The  House 
last  fall  approved  a health  manpower  hill  ex- 
tending federal  aid  for  medical  schools  hut  im- 
posing the  comjjulsory  payback  on  all  students. 
A provision  mandating  allocation  of  residencies, 
however,  was  defeated  on  the  House  floor. 

From  the  standpoint  of  the  medical  school 
finances,  the  battle  over  whether  federal  capita- 
tion support  will  continue  has  already  lieen  won, 
with  the  pro-support  HEW  Department  finally 
getting  the  upper  hand  in  an  intra-administra- 
tion dispute  with  the  Office  of  Management  and 
Ifudget  which  wanted  to  end  federal  subsidies 
for  medical  schools. 

Dr.  Nesbitt  told  Kennedy's  Subcommittee  that 
federal  scholarships  should  continue,  not  only 
those  tied  to  service  in  the  Public  Health  Service 
and  National  Health  Service  Corps,  but  scholar- 
ships with  no  strings  attached  for  students  in 
severe  financial  need  from  the  socio-economic 
disadvantaged.  Funds  for  student  loans  also  are 
needed,  he  said. 

Proposals  to  regnlate  the  total  numbers  of 
first  year  residency  jirovisions,  their  geographic 
location,  and  their  distrilmtion  by  specialty  were 
labeled  “unnecessary  and  unwise”  by  the  AMA 
official. 

The  number  of  residency  jxisitions  is  declin- 
ing at  the  same  time  the  number  of  medical 
school  graduates  is  increasing.  Dr.  Nesbitt  noted. 
“It  is  a particidarly  inappropriate  time  to  estab- 
lish arbitrary  legislative  ceilings  on  total  resi- 
dency positions.” 

The  goal  of  such  allocations  is  to  increase  the 
number  of  “primary  care”  physicians.  However, 
Dr.  Nesbitt  pointed  out  that  last  year  58  percent 


of  graduate  students  entered  “primary  care”  spe- 
cialties, more  than  the  50  percent  goal  set  by 
the  AMA  jirec'iously.  What  Congress  is  seeking 
is  already  being  accomplished,  without  legisla- 
tion, he  said. 

*.V.  -v-  -y.  ^ 

^ ^ ^ 

The  House  Ways  and  Means  Committee  has 
approved  four  technical  amendments  to  the 
Medicare  law  including  one  which  woidd  fore- 
stall rollbacks  in  some  physicians’  Medicare  re- 
imbursement. 

An  unintended  effect  of  the  HEW  Depart- 
ment’s new  Medicare  reimbursement  index  tying 
physicians’  Medicare  fees  to  a cost-of-living-type 
formula  was  to  cause  some  reimbursement  levels 
to  lie  less  this  year  than  last  despite  rises  in  the 
cost  of  living.  The  Ways  and  Means  amendment 
woidd  prevent  any  reimbursement  to  be  less  this 
fiscal  year  than  allowed  previously. 

d’lie  AMA  had  urged  this  change.  The  other 
amendments  dealt  with  reimbursement  for  teach- 
ing hospitals,  the  Federal  Employees  Health 
Benefits  Program,  and  extension  of  an  exemption 
for  certain  nurse  staffing  requirements  in  rural 
hospitals. 

* * # # # 

Two  broad  philosophical  principals  — the 
right  of  privacy  and  the  public’s  right  to  know  — 
are  colliding  in  Federal  health  programs.  The 
dilemma  was  pointed  up  recently  when  the  Fed- 
eral Medicaid  program  decided  the  Freedom  of 
Information  Act  reepnred  it  to  release  upon  re- 
quest the  names  of  physicians  who  collected 
more  than  |100,000  yearly  from  Medicaid  pay- 
ments. 

The  HEW  Department  said  207  physicians 
last  year  received  more  than  $100,000  from 
Medicaid.  The  names  of  13  New  Jersey  physi- 
cians were  released  immediately  and  all  other 
names  will  be  made  public,  HEW  officials  said. 
The  names  were  requested  by  the  New  York 
Daily  Neivs  and  other  newspapers  on  the  basis 
of  the  Freedom  of  Information  Statute  designed 
to  open  up  the  workings  of  the  Federal  Govern- 
ment to  public  scrutiny. 

Medicaid  officials  made  clear  that  the  figures 
were  gross  receipts  and  that  there  was  no  sug- 
gestion of  any  abuse  or  impropriety.  Dr.  Keith 
Weikel,  Federal  Medicaid  Director,  told  a small 
gi'oup  of  newsmen  that  he  was  concerned  that 
disclosure  of  the  physicians’  names  might  dis- 
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courage  some  pliysic  iaiis  Iroiu  Heating  Medicaid 
patients,  but  he  added  that  the  Agency  ielt  the 
information  law  rcijnired  release. 

* # * # # 

Tlie  military  medical  school  is  still  in  jeop- 
ardy. 'I'he  school,  to  he  located  on  the  Bethcsda, 
MD,  grounds  of  the  Naval  Medical  Center,  was 
opposed  last  year  hy  a special  ^Vhite  House  task 
force  that  concluded  taxpayers  would  save  $100 
million  without  it.  The  House  recently  ap- 
proved funds  for  the  school,  hnt  the  Senate 
asked  the  General  Accounting  Office  to  make 
a study  of  the  cost  effectiveness  of  the  Uniformed 
Services  University  of  the  Health  Sciences  com- 
pared with  the  present  military  medical  scholar- 
ship program.  Sen.  William  Proxmire  (D.-\Vis.) 
told  the  Senate  $1,5  million  has  already  iteen 
spent  on  the  school  and  Congress  should  allow 
it  to  go  ahead.  The  AMA  has  opposed  the  estah- 
lishnient  of  the  school  since  its  conception  a 
nnmher  of  years  ago. 

* # * * 

Society  Endorses  Disease  Surveillance  System 

The  Arkansas  Medical  Society  has  formally 
endorsed  the  Disease  Surveillance  System,  Divi- 
sion of  Commnnicahle  Disease,  of  the  State 
Health  Department.  Dr.  Andrew  G.  Dean  of 
Little  Rock  is  the  Acting  Director  of  the  Division. 

Since  April  1975,  the  Arkansas  Academy  of 
Family  Physicians  and  the  Division  of  Commnni- 
cahle Diseases  have  lieen  carrying  out  a trial  of 
new  concepts  in  Statewide  disease  surveillance.  It 
is  based  on  having  each  physician  rejxirt  a full 
clay’s  experience  in  his  practice,  patient  by  pa- 
tient, hnt  only  at  widely  spaced  intervals. 

* * * * 

94th  CONGRESS  1st  Session 
H.  R.  10641 

IN  THE  HOUSE  OF  REPRESENTATIVES 
Novemiter?,  1975 

Mr.  Thornton  (for  himself  and  Mr.  Hammer- 
schmidt)  introduced  the  following  hill;  which 
was  referred  jointly  to  the  Committees  on  Ways 
and  Means  and  Interstate  and  Foreign  Com- 
merce 

A BILL 

To  amend  titles  XVIII  and  XIX  of  the  Social 
Security  Act  to  jtrovide  an  optional,  simplified 
method  of  reimbursement  for  physicians’  serv- 
ices under  the  medicare  and  medicaid  programs 
for  each  State  on  the  basis  of  a fee  schedule. 


uniform  throughout  such  State,  and  to  au- 
thorize reimbursement  to  participating  physi- 
cians in  the  full  fee  schedule  amounts  (with 
collection  of  the  applicalde  deductibles  and 
coinsurance  from  patients  liecoming  the  re- 
sponsibility of  the  Federal  program). 

lie  it  enacted  by  the  Senate  and  House  of 
Representatives  of  the  United  States  of  America 
in  Congress  assembled,  That  section  1842  of  the 
Social  Security  Act  is  amended  Ity  adiling  at  the 
end  thereof  the  following  new  subsection: 

“(h)  (1)  Notwithstanding  any  other  provision 
of  this  section,  the  Governor  of  any  State  may 
retpiest  that  payment  under  this  part  on  a charge 
liasis,  for  services  rendered  within  that  State,  Ite 
applicable  throughout  such  State  as  hereinafter 
made  in  accordance  with  a single  fee  schedule 
provided  rather  than  in  the  manner  specified  in 
sultsection  (b)  (3)  (B);  and,  effective  on  and  after 
the  first  July  1 which  occurs  more  than  three 
months  after  the  approval  of  such  retpiest  liy  the 
Secretary  as  hereinafter  provided,  payment  for 
all  such  services  rendered  within  that  State,  under 
this  part  and  under  the  State’s  plan  approved 
under  title  XIX,  shall  lie  made  only  in  accord- 
ance with  such  schedule. 

“(2)  I’he  fee  schedule  described  in  paragraph 
(1)  which  is  applicable  with  respect  to  services 
rendered  in  any  State  shall  be  detennined  as 
lollows: 

“(,\)  4'he  schetlule  to  be  in  effect  in  such 
State  for  the  twelve-month  period  Iteginning 
on  the  effective  date  of  the  schedule  (as  speci- 
fied in  paragraph  (1) ) shall  be  proposed  by  the 
Governor  of  the  State  after  consulting  with  and 
receiving  recommendations  from  State  medical 
societies  or  equivalent  organizations;  and  the 
schedule  so  proposed  shall  be  apjtroved  by  the 
Secretary  if  he  finds  that  the  costs  incurred  liy 
the  Federal  Government  under  this  title  and 
title  XIX  on  account  of  the  services  involved 
for  the  twelve-month  period  ending  on  the 
Decemlter  31  preceding  such  effective  date 
would  have  lieen  no  higher  tlian  they  were  in 
fact  had  such  schedule  been  in  effect  through- 
out that  twelve-month  period. 

“(B)  The  schedule  to  be  in  effect  in  such 
State  for  any  twelve-month  period  beginning 
on  Jidy  1 after  the  period  to  which  subpiua- 
graph  (A)  applies  shall  be  the  schedule  as 
originally  proposed  and  approved  under  such 
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subparagraph  with  such  revisions  as  shall  be 
(i)  proposed  by  the  Governor  of  the  State,  after 
consulting  with  and  receiving  recommenda- 
tions from  the  State  medical  societies  or 
equivalent  organizations,  and  (ii)  approved  by 
the  Secretary  upon  a finding  that  the  schedule 
as  so  revised  would  not  increase  the  costs  to 
the  Federal  Government  (with  respect  to  the 
services  involved)  of  the  program  under  this 
part  or  title  XIX  by  more  than  the  amount 
used  in  computing  the  change  (if  any)  in  the 
prevailing  charge  level  under  clause  (ii)  of  the 
third  sentence  of  sidisection  (b)  (3)  for  the 
period  involved. 

“(3)  All  physicians  in  any  State  in  which  pay- 
ments are  determined  in  accordance  with  a fee 
schedide  as  provided  in  paragraphs  (1)  anti  (2) 
may  elect,  in  such  manner  and  form  as  the 
Secretary  shall  by  regidations  prescrilte,  whetlier 
to  participate  or  not  to  participate,  in  the  manner 
provided  in  paragraph  (4)  (A),  in  the  program 
under  this  part  (and  the  program  under  title 
XJX).  Any  such  physician  desiring  to  participate 
may  tlo  so  ujx)n  giving  thirty  days’  w'ritten  notice 
to  the  Secretary  that  he  will  accept  payment  of 
the  fee  schedule  amount  as  payment  in  full  for 
the  services  he  provides  to  all  individuals  eligible 
for  benefits  under  this  part  or  under  a plan 
approved  under  title  XIX.  Any  participating 
physician  desiring  to  rescind  his  participation 
may  do  .so  iq>on  giving  ninety  days’  written 
notice  to  the  Secretary  and  to  all  of  his  current 
patients,  but  may  again  participate  in  such  pro- 
grams only  upon  the  expiration  of  six  months 
after  bis  most  recent  participation  ceased  (and 
upon  giving  thirty  days’  written  notice  (during 
or  after  such  six-month  period)  to  the  Secretary). 

“(4)  (A)  Any  physician  electing  to  participate 
in  the  program  under  this  part  (and  the  program 
under  title  XIX)  as  provided  in  paragraph  (3) 
shall  receive  payment  for  any  services  furnished 
by  him  in  the  State,  under  this  part  or  under  the 
State’s  plan  approved  under  title  XIX,  on  the 
basis  of  regidar  billing's  (which  shall  be  submitted 
on  the  same  tyj>e  of  claims  form  in  either  event) 
in  accordance  w'ith  the  fee  schedule  which  is 
effective  in  the  State  for  the  period  involved,  and 
.shall  receive  such  payments  in  the  full  amounts 
specified  in  such  .schedide,  without  offset  for 
deductible  or  coinsurance  amounts.  Any  deducti- 
ble or  coinsurance  amount  otherwise  payable 


with  respect  to  the  services  involved  shall  not  be 
due  the  physician  from  the  patient,  but  shall  be 
collected  from  such  patient  by  the  Secretary  and 
shall  be  treated  for  pur{X)ses  of  both  programs  as 
having  been  paid  by  the  Secretary  on  behalf  of 
such  patient.  At  the  option  of  the  physician, 
such  billings  and  the  payments  made  pursuant 
thereto  may  be  made  on  a consolidated  basis 
under  which  the  physician  u.ses  a single  form  to 
list  all  of  the  services  involved  under  both  pro- 
grams over  such  period  (not  less  than  a week)  as 
shall  be  specified  by  the  Secretary,  and  receives  a 
single  check  including  payment  for  all  of  the 
services  so  listed. 

“(B)  Payments  under  this  part  to  physicians 
who  have  not  elected  to  participate  in  such  pro- 
grams as  provided  in  paragraph  (3),  and  to  pa- 
tients of  such  physicians,  for  services  specified  in 
the  fee  schedule  which  is  effective  in  the  State 
for  the  period  involved,  shall  be  made  in  the 
amounts  specified  in  such  schedule  subject  to 
any  applicable  deductibles  and  coinsurance,  but 
shall  otherwise  be  made  in  accordance  with  sub- 
section (b)  (3)  and  all  of  the  other  provisions  of 
this  title  relating  thereto  as  though  this  subsec- 
tion had  not  been  enacted. 

“(5)  Each  fee  schedule  in  effect  under  the 
preceding  provisions  of  this  subsection,  and  the 
names  and  addresses  of  all  participating  physi- 
cians within  the  meaning  of  paragraph  (3),  shall 
be  made  available  to  the  public  throughout  the 
.State  involved,  in  such  manner  and  at  such  times 
as  the  Secretary  may  consider  appropriate,  by  the 
Secretary  or  by  the  appropriate  State  agency  with 
the  approval  of  the  Secretary. 

“(())  Any  deductible  or  coinsurance  amounts 
treated  under  paragraph  (4)  (A)  as  having  been 
paid  to  a physician  by  the  Secretary  on  behalf  of 
a patient  under  this  part  or  title  XIX  shall  be 
collected  from  such  patient  in  such  manner  and 
at  such  time  or  times  as  the  Secretary  shall  by 
regidations  prescribe;  except  that— 

“(A)  in  the  case  of  a patient  who  is  entitled 
to  monthly  insurance  benefits  under  title  II, 
the  aggregate  amount  treated  as  having  been 
so  paid  during  the  twelve-month  period  ending 
on  any  June  30  under  such  title  shall  be 
collected  by  deducting  one-twelfth  of  such 
amount  from  the  monthly  benefit  payable  to 
such  patient  under  such  title  for  each  of  the 
twelve  months  in  the  first  calendar  year  be- 
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ginning  alter  such  June  30; 

“(li)  in  the  case  of  a j)atient  wlio  is  not 
entitled  to  monthly  insnrant:e  benefits  imdei 
title  11  or  eligible  to  receive  such  benefits,  the 
aggregate  amount  treated  as  having  been  so 
paid  during  the  twelve-month  period  ending 
on  any  June  30  shall  be  collected  by  adding 
such  amount  to  the  total  preminm  otherwise 
cine  from  such  patient  under  section  1839 
during  the  first  calendar  year  beginning  aftei 
such  June  30,  if  not  paid  by,  or  on  behalf  of. 
such  patient  before  then  (and  the  amount  so 
added  to  such  premium  shall  be  considered  for 
all  of  the  purposes  of  this  title  except  section 
1810  (cl)  as  being  a jrart  of  such  premium);  and 
"(C)  in  any  case  where  collection  of  any 
such  amount  cannot  be  accomplished  unclei 
subparagraph  (A)  or  (B)  (including  a case 
where  the  patient  dies  before  collection  unclei 
either  such  subparagraph  is  completed),  the 
portion  of  such  amount  not  collected  shall  be 
deemed  for  purposes  of  this  Act  to  be  an  over- 
payment of  benefits  under  title  II  and  shall  be 
treated  as  such  (whether  or  not  the  patient  is 
or  was  entitled  to  any  such  benefits)  for  pur- 
poses of  adjustment  or  recovery  under  such 
title”. 

Sec.  2.  (a)  Section  1842  (a)  of  the  Social  Se- 

curity Act  is  amended— 

(1)  by  inserting  before  the  semicolon  at  the 
end  of  paragraph  (1)  (A)  the  following: 
‘‘,except  to  the  extent  that  such  rates  and 
amounts  are  determined  under  subsection  (h)"; 
and 

(2)  by  striking  out  “such  payments”  in 
paragiaph  (1)  (B)  and  inserting  in  lieu  thereof 
“payments  under  this  part”. 

(b)  Section  1842  (b)  (3)  (B)  of  such  Act  is 
amended  by  striking  out  “(except  as  otherwise 
provided  in  section  1870  (f)  )”  in  the  matter  pre- 
ceding clatise  (i)  and  inserting  in  lieu  thereol 
“(except  as  otherwise  provided  in  subsection  (h) 
and  section  1870  (f)  )”. 

(c)  Section  1842  (Ij)  (3)  of  such  Act  is  further 
amended  by  striking  out  “No  charge”  in  the 
second  (unnumbered)  paragraph  and  inserting  in 
lieu  thereof  the  following: 

“Subject  to  subsection  (h),  no  charge”. 

(d)  Section  1842  (b)  (5)  of  stub  .\ct  is  amended 
by  inserting  immediately  after  “paragraph  (3)” 
the  following  “or  pursuant  to  subsection  (h)”. 


Sec.  3.  (a)  Section  1902  (a)  (32)  of  the  Social 

.Security  Act  is  amentled  by  striking  out  “or  such 
physician”  and  inserting  in  lien  thereof  “or  (pur- 
suant to  the  last  sentence  of  .section  1903  (i)  or 
otherwise)  such  physician”. 

(It)  (1)  Section  1903  (i)  (1)  of  such  Act  is 
amentled  by  iirserting  before  the  semicolon  the 
following:  “,except  as  provided  in  the  last  sen- 
tence of  this  subsection". 

(2)  Section  1903  (i)  of  such  Act  is  further 
amended  by  adding  at  the  end  thereof  (after  and 
below  paragTaj^h  (4) ) the  following  new  sentence: 
“Notwithstanding  any  other  provision  of  this 
title  or  of  any  plan  approved  under  this  title,  in 
any  case  where  payment  on  a charge  basis  under 
part  B of  title  XVI 1 1 of  this  Act  for  .services 
rendered  in  any  State  is  made  in  accordance  with 
a fee  schedule  determinetl  as  provided  in  .section 
1842  (h),  (A)  payment  to  the  State  under  the 
preceding  provisions  of  this  section  .shall  be  made 
only  if  payment  for  the  services  involved  under 
the  State  plan  is  made  in  accortlance  with  such 
.schedule  to  the  extent  applicable,  and  (B)  the 
provisions  of  section  1842  (h)  relating  to  reim- 
bur.sement  of  and  participation  by  physicians, 
submission  of  billings  by  physicians,  and  collec- 
tion of  deductibles  and  coinsurance  from  patients 
shall  apply  for  purposes  of  this  title  and  such 
State  plan  to  the  extent  applicable;  and  the  State 
plan  .shall  be  deemed  to  so  provitle”. 


THINGS 


TO 

COME 


GYNECOLOGIC  ENDOCRINOLOGY 
A Postgraduate  Education  Course  For 
The  Practicing  Physician 
James  R.  Givens,  M.D.* 

1 he  Department  of  Obstetrics  and  Oynecology 
at  4 he  Ihiiversity  of  4’ennessee  Center  For  4 he 
Health  Sciences,  .Memphis,  Fennes.see  will  spon- 
sor a 3-day  postgraduate  cour.se  for  clinicians  on 
GYNECOFOCIC  ENDOCRINOLOGY  at  the 
Hilton  Inn  — Memjjhis  Airport,  March  11,  12, 


•Professor  of  Obstetrics  and  Gynecology;  Director.  Division  of 
Reproductive  Medicine,  Ihe  Universitv  of  I'ennessee  Center  for 
Health  Sciences.  800  Madison  Avenue,  Memphis,  Tennessee  38163. 
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13,  1976.  The  diagnosis  and  management  of  the 
major  gynecologic  endocrine  disordei-s  will  be 
discussed  by  11  visiting  faculty  and  10  local 
facidty.  Guest  faculty  include:  Drs.  Carl  E. 
Cassidy,  Charles  Flowers,  Joseph  W.  Goldzieher, 
Roljert  B.  Greenblatt,  Jerome  M.  Hersinnan, 
Ronald  K.  Kalkhoff,  Janet  W.  McArthur,  Rob- 
ert L.  Rosenfield,  Pentti  K.  Siiteri,  Leon  Speroff 
and  Michael  E.  Yannone.  An  interesting  and 
informative  program  is  also  planned  for  the 
wives,  including  a pilgrimage  to  restored  ante- 
bellum homes.  For  further  information  and 
registration  contact:  James  R.  Civens,  M.D., 
800  Madison  Avenue,  Memphis,  Tennessee 
38163. 

# * # 

Arkansas  Medical  Society  1976  Annual  Meeting 

The  Society’s  1976  Annual  Meeting  will  be 
held  April  25-28  at  the  Arlington  Hotel  in  Hot 
Springs.  The  scientific  program  theme  will  be 
“Cardiovascular  Disease”,  which  will  include 
topics  of  interest  for  general  practitioners  as  well 
as  specialists.  The  Society  has  applied  for  12 
hours  of  Category  1 Continuing  Medical  Educa- 
tion credit. 

1976  Southeast  Emergency  Medicine  Congress 

The  1976  Southeast  Emergency  Medicine  Con- 
gre.ss  will  be  held  May  3-5,  1976,  at  the  Fairmont 
Colony  Stpiare  Hotel,  Atlanta,  Georgia.  Spon- 
sored by  the  Southeast  Chapters  of  the  American 
College  of  Emergency  Physicians,  School  of  Medi- 
cine .Medical  College  of  Georgia,  and  in  conjunc- 
tion with  the  Emergency  Department  Nurses 
As.sociation.  Fees:  $100  (ACEP),  $125  (Non-.\CEP 
Physician),  $40  (EDNA),  $50  (Non-EDN.\),  $40 
(Registered  EMT),  $50  (Non-Registered  EMT), 
$25  (Residents,  Interns,  Medical  and  Nursing 
students  with  letter  from  department  chief),  $100 
EMS  Administrators  with  letter  on  EMS  sta- 
tionary), $125  (Others).  For  further  information 
contact:  Registrar,  1976  Southeast  Emergency 
Medicine  Congress,  1919  Beachway  Road,  Suite 
5C,  Jacksonville,  Florida  32207.  Phone  AC  904 
399-0510. 

Postgraduate  Course  "The  Scope  of  Endoscopy" 

The  .\merican  Society  for  Gastrointestinal 
Endoscopy  will  sponsor  a postgraduate  course  on 
“The  Scope  of  Endoscopy”  on  May  27-28,  1976. 
The  cour.se  will  be  held  at  the  Fontainebleau 
Hotel,  Miami  Beach,  Florida.  Critical  questions 
of  the  role  of  endoscopy  in  diagnosis  and  manage- 


ment will  be  addressed.  Multidisciplinary  panels 
will  consist  of  gastroenterologists,  surgeons,  pa- 
thologists and  radiologists.  Brief  formal  presenta- 
tions will  be  follow'ed  by  in-depth  questions  and 
case  presentations. 

I’opics  will  include:  Peptic  Disease;  Gastroin- 
testinal Bleeding;  Jaundice;  Diagnostic  Tech- 
niques in  Colonic  Disease;  Colonic  Tumors; 
Inflamatory  Bowel  Disease;  Complications  and 
Considtations;  Future  of  Instrumentation  and 
Application.  Course  directors  are  Sidney  J. 
Winawer,  M.D.,  and  Joseph  B.  Kirsner,  M.D.  For 
further  information  contact  ASGE  Postgraduate 
Course,  Charles  B.  Slack,  Inc.,  6900  Grove  Road, 
Thorofare,  New  Jersey  08086. 

1976  Tri-State  Scientific  Sessions  for  Physicians 

The  .Arkansas  Heart  Association,  the  American 
Heart  Association-Louisiana,  Inc.,  and  the  Missis- 
sippi Heart  Association  are  sponsoring  the  1976 
Tri-State  Scientific  Sessions  for  Physicians.  The 
meetings  will  be  held  May  20-22,  1976,  at  the 
Monteleone  Hotel,  New  Orleans.  The  meeting’s 
title  is  “Cardiology  ’76”. 

Ihe  program  is  approved  for  151/9  elective 
hours  by  the  American  .Academy  of  Family  Phy- 
sicians. Registration  fee  is  $130  for  Heart  Asso- 
ciation members  and  $150  for  non-members.  The 
program  will  consist  of  lectures,  discussions  and 
a practical  workshop.  Subjects  for  the  workshop 
include:  Auscultation,  Interpretation  of  ECG’s 
and  Echocardiography. 

For  information  and  registration  please 
contact:  Arkansas  Heart  Association,  909  West 
Second,  Post  Office  Box  1610,  Little  Rock,  Arkan- 
sas 72203. 

Clinical  and  Experimental  Hypnosis 

Ihe  28th  Annual  Workshop  and  Scientific 
Program  of  the  Society  for  Clinical  and  Experi- 
mental Hypnosis  will  be  held  June  26-30,  1976. 
Sponsored  by  the  University  of  Pennsylvania 
(Philadelphia).  For  information  regarding  regis- 
tration, please  write  to  Martin  T.  Orne,  M.D., 
Ph.D.,  The  Institute  of  Pennsylvania  Hospital, 
111  North  49th  Street,  Philadelphia,  Pennsyl- 
vania 19139. 

Hypnosis  and  Psychosomatic  Medicine 

The  7th  International  Congress  of  Hypnosis 
and  Psychosomatic  Medicine  will  be  held  July 
1-3,  1976.  Sponsored  by  the  University  of  Penn- 
sylvania (Philadelphia).  For  information  regard- 
ing registration  and  accommodations,  please 
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MAKES  SENSE 


Trademark 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHIOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K"*"  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension, Edema  or  h/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


*lndications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5,4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e,g,,  elderly  or  dia- 
betics), If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide'  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F),  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending,  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect,  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only), 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Effectiveness  across 
the  spectrum  of  most 
common  fprms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!' 


As  you  can  see,  this  hypothetical" patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 

Awake 

I REM 

1 Stage  1 


Stage  2 
Stage  3 
Stage  4 


the  night 


Awake  too  long 


Awake  to 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  falling  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories.*"^ 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  FlCl)  is  relatively  safe 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  Cither  CNS  depressants. 


7 Hours 


1 


Awake  too  early 


Br9ad-spectmm 
medication  for  the 
most  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl ) 

One  30- mg  capsule  h.s.—  usual  adult  dosage 

( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-Spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(flurazepam  HCI) 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Whmings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  mav  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caufion  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  w'ith  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ata.xia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  drx' 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  benefici 
e{{ect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


REFERENCES: 

1.  Karacan  I.  Williams  RL,  Smith  JR:  The 
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sleep  and  sleep  disturbances.  Scientific 
exhibit  at  the  124th  annual  meeting  of  the 
/fmerican  Psychiatric  Association, 
Washington  DC,  May  3-7,  1971 

2.  Frost  JD  Jr:  A system  for  automatically 
analyzing  sleep.  Scientific  e.xhibit  at  the 
24th  Clinical  Convention  of  the  American 
Medical  Association,  Boston,  Nov  29- 
Dec  2,  1970:  and  at  the  42nd  annual 
scientifit  meeting  of  the  Aerospace  Medical 
Association.  Houston,  Apr  26-29,  1971 

3.  Vogel  GW:  Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc.,  ^ 
Nutley  NJ 

4.  Dement  WC:  Data  on  file.  Medical 

Department.  Hoffmann-La  Roche  Inc.,  : 
Nutley  NJ  | 
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Things  To  Come 


write  Marlin  1 . Orne,  M.l).,  Ph.D.,  1 he  Institute 
ol  Pennsylvania  Hosjiital,  111  North  49lh  Street, 
Philadelphia,  Pennsylvania  19  LSI). 

Clinical  Immunology  and  Allergy  Meeting 

dhe  Anierican  Association  for  Clinical  Im- 
mtinology  and  Allergy  will  have  its  annual 


scientilic  and  btisiness  meeting  November  28- 
Decemher  2,  197(),  at  the  liraniff  Place  Hotel, 
I’ticson,  Arizona. 

Please  Nole:  d’his  is  a change  from  previously 
announced  dates,  and  other  1976  dates  for  this 
organization  should  he  disregarded. 


PERSONAL  AND  NEWS  ITEMS 


Dr.  Kennedy  is  Rehabilitation  Supervisor 

Dr.  Jack  W.  Kennedy  of  Hot  Springs  has  been 
named  supervisor  of  medical  services  at  the  Hot 
Springs  Rehabilitation  Center,  replacing  Dr. 
Gaston  A.  Hebert  of  Hot  Springs  who  retired 
recently.  Dr.  Kennedy  is  a past  president  of  the 
Arkansas  Medical  Society. 

Dr.  Duncan  Named  Fellow 

Dr.  Philip  E.  Duncan  of  Fayetteville  has  been 
named  to  the  list  of  Fellows  of  the  American 
College  of  Physicians.  He  is  one  of  325  new 
Fellows  named  in  the  international  society  rep- 
resenting specialists  in  internal  medicine  and 
related  fields. 

Dr.  Rushton  is  Rotary  Speaker 

Dr.  Joe  Rushton  of  Magnolia  recently  spoke  to 
the  Magnolia  Rotary  Club  on  the  increasingly 
deteriorating  malpractice  insurance  situation  in 
the  United  States  and  Arkansas. 

Dr.  Reid  Named  to  Board 

Dr.  Lloyene  Brtice  Reid  of  Pine  Bluff  has  been 
named  to  the  Arkansas  Medical  Service  Program 
Board  of  the  March  of  Dimes.  Tlie  Itoard  de- 
termines what  research  projects  the  organization 
will  support  and  provide  funds  for. 

Dr.  Hammons  on  UAMS  Staff 

Dr.  Ed  Hammons  of  Forrest  City  has  been 
appointed  to  the  University  of  .\rkansas  College 
of  Medicine  faculty  as  a consulting  instructor. 
Family  Practice  Department.  Dr.  Hammons  will 
continue  to  live  and  practice  in  Forrest  City. 

Dr.  Guenthner  Elected  Chief-of-Staff 

Dr.  John  F.  Guenthner  of  Mountain  Home  has 
been  elected  chief-of-staff  of  the  Baxter  General 
Hospital  in  Mountain  Home.  He  replaces  Dr. 


Max  Cheney.  Dr.  Carolyn  Whlson,  also  of  Moun- 
tain Home,  was  elected  vice  chief-of-staff. 

Dr.  Townsend  Dedicates  New  Hospital  in 
Jonesboro 

Dr.  T.  E.  d’ownsend  of  Pine  Bluff,  president  of 
the  Arkansas  Medical  Society,  presided  at  the 
dedication  of  the  $7  million  Craighead  Memorial 
Hospital  in  fonesljoro  on  January  Ith. 

Dr.  Lowe  Sponsored  for  Advanced  Training 

Dr.  Betty  Lowe  of  Little  Rock,  Professor  of 
Pediatrics  at  tlie  Ihiiversity  ot  Arkansas  College 
of  Medicine,  will  train  as  the  first  pediatric 
rheumatologist  in  Arkansas.  Her  training  will  be 
sponsored  by  the  Arthritis  Foundation  and  the 
Arkansas  Regional  Medical  Piogram.  Dr.  Lowe 
practiced  pediatrics  in  Texarkana  for  twelve 
years  before  joining  the  Ihiiversity  facidty  in 
1975. 

State  Medical  Film  Wins  Award 

A film  entitled  “Wound  Healing  by  Primary 
Intention”,  produced  liy  the  University  of  Arkan- 
sas Ciollege  of  Medicine,  has  received  a “Golden 
Eagle"  award  from  the  Council  on  International 
Nontheatrical  Events  (CINE).  Dr.  Harry  Hayes, 
Jr.,  of  Little  Rock,  clinical  professor  of  plastic 
surgery  at  tlie  College,  wrote  the  script. 

Speakers  Bureau  Provides  Instructors 

For  the  third  consecutive  year,  the  Arkansas 
Medical  Society’s  Speakers  Bureau  has  provided 
a number  of  instructors  for  Henderson  State  Uni- 
versity in  Arkadelphia.  I bis  year  the  Bureau  has 
scheduleil  eight  instructors  for  the  ITniversity’s 
Graduate  Health  Seminar  Class.  Cbaduate  stu- 
dents in  related  health  fields  attend  the  cla,ss  as 
part  of  their  required  cnrriculnm. 

This  year’s  instrtictors  and  their  to|)ics  are  as 
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follows:  Dr.  A.  T.  Gillespie,  Little  Rock,  “Birth 
Control  Techniques  and  Sex  Education  and  the 
Family:  Part  I and  Part  IF’;  Dr.  W.  Payton  Kolb, 
Little  Rock,  “New  Developments  in  Mental 
Health”;  Dr.  Henry  Hearnsberger,  Jr.,  Little 
Rock,  “Use  and  Abuse  of  Drugs”;  Dr.  James 
1’.  Blackmon,  Arkadelphia,  “Emergency  Aid— 
DO  r/EMS  Ambidance”;  Dr.  J.  Mayne  Parker, 
l.ittle  Rock,  “Common  Cairses  of  Visual  Loss”; 
Dr.  Kelsy  |.  Caplinger,  Little  Rock,  “Allergic 
Diseases”;  and  Dr.  Raymond  V.  Biondo,  North 
Little  Rock,  “Elypnosis”. 

Physician  Receives  Award 

Dr.  C.  R.  Ellis  of  Malvern  has  received  the  Boy 
Scout  District  Service  Award  for  his  services  to 
scotiting  over  the  past  seventeen  years.  Dr.  Ellis 
h;ts  also  received  the  Silver  Beaver  Awaicl,  a 
national  award  of  the  Boy  Scouts.  As  well  as 
havitig  been  a local  scout  master.  Dr.  Ellis  has 
served  on  local,  district,  and  national  scouting 
committees. 

Doctor  Locates 

Dr.  David  Fried,  ;t  native  of  Polk  County,  has 
returned  to  Mena  for  the  practice  of  general 
medicine  and  surgery.  Before  returning  to  Mena, 
Dr.  FTicd  was  a missionary  in  Nigeria.  He  also 
spent  a short  time  in  Tan/ania  and  the  Gaza 
Baptist  Hospital  in  the  Mid-East. 

Hospitals  Appoint  1976  Officials 

Fhe  Crittenden  Memorial  Hospital  in  West 
Memphis  has  elected  Dr.  C.  W.  Peeples,  Jr.  as 
chief  of  the  medical  staff.  Dr.  Peeples  succeeds 
Dr.  Robert  C.  Eord.  Also  elected  was  Dr.  H.  G. 
Lanford  as  vice  cliairman. 

Dr.  Douglas  Christian  has  been  appointed  chief 
of  staff  at  .St.  Vincent  Infirmary  in  Little  Rock. 
He  succeeds  Dr.  Bill  1).  Stewart.  Dr.  Harold  H. 
Heilges  was  elected  as  vice  chief  of  staff  and  Dr. 
K.  M.  Kreth  was  elected  as  seaetary-treasurer. 

T he  Washington  Regional  Medical  Center  in 
Eayetteville  has  named  Dr.  Monroe  Painter  as 
chief  of  staff.  Dr.  Painter  succeeds  Dr.  Harmon 
Lushbaugh. 

Dr.  R.  T.  Brooks  of  Pine  Bluff  has  been  elected 
as  chief  of  staff  of  the  Jefferson  County  Hospital. 
Also  elected  were  Dr.  John  Crenshaw,  vice  chief 
of  staff  and  Dr.  L.  M.  Hughes,  secretary-treasurer. 
Drs.  L.  G.  Langston,  J.  S.  Robinette,  and  J.  E. 
Clark  were  elected  to  the  executive  committee. 
Doctors  Lecture  on  Emergency  Care 

Drs.  Robert  }.  .Smith,  W.  O.  Nixon,  George 
Roberson,  Francis  Henderson,  T.  E.  Townsend, 


R.  Teryl  Brooks,  and  P.  B.  Simpson  all  of  Pine 
Bluff  were  instructors  for  describing  advanced 
treatment  of  emergency-room  patients  to  eleven 
nurses  from  all  over  Arkansas.  The  series  of  lec- 
tures were  conducted  to  provide  continuing  edu- 
cation for  the  State’s  nurses. 

Dr.  Busby  Named  Assistant  Professor 

Dr.  James  D.  Busby  of  Port  Smith  has  been 
named  an  assistant  professor  of  family  and  com- 
ninnity  medicine  at  the  LIniversity  of  Arkansas 
College  of  Medicine.  Dr.  Busby  will  be  associated 
with  the  Area  Health  Education  Center  at  Port 
.Smith.  He  will  be  assisting  the  director  of  the 
family  practice  residency  program  at  the  Educa- 
tion Center. 

Physicians  Named  to  Admissions  Board 

Society  members  named  to  the  new  Admissions 
Board  of  the  University  of  Arkansas  College  of 
Medicine  are  Dr.  Don  R.  Vollnian,  Dr.  S.  William 
Ross,  Dr.  Harold  H.  Hedges,  Dr.  C.  Rodney 
Baker,  Dr.  Herman  E.  Flanigin,  Dr.  Joseph 
Norton  all  of  Little  Rock,  Dr.  John  Ashley  of 
Newport,  Dr.  Joe  B.  Hall  of  Eayetteville,  Dr. 
Rol)ert  J.  Smith  of  Pine  Bluff,  and  Dr.  Charles 
E.  Tonimey  of  El  Dorado. 

Dr.  Roy  Conducts  Course 

Dr.  E.  Hampton  Roy  was  one  of  three  doctors 
who  recently  conducted  a two  day  course  in 
Boston,  Massachusetts,  on  Intraocidar  Lens  Im- 
plant Surgery. 

Dr.  Scurlock  Elected  President 

Dr.  William  R.  Scurlock  of  El  Dorado  was 
elected  President  of  the  Arkansas  Division  of  the 
American  Cancer  Society  at  the  recent  Annual 
Meeting  of  the  Division.  Dr.  Scurlock  has  been  a 
member  of  the  Board  of  Directors  of  the  Division 
since  1970  when  he  was  elected  as  the  Medical 
District  Director.  In  this  capacity  he  represented 
four  counties  in  District  13;  Calhoun,  Columbia, 
Ouachita,  and  Union  Counties. 

As  a member  of  the  Board  of  Directors,  Dr. 
Scurlock  assists  in  formidating  and  directing  the 
important  life-saving  programs  of  the  American 
Cancer  Society  in  Arkansas. 


ANSWER— Electrocardiogram  of  the  Month 

Inverted  T waves  and  prominent  U waves  give  impression 
of  prolonged  QT  interval.  Changes  are  suggestive  of  hy- 
pokalemia. Serum  potassium  was  2.7  meq/L. 
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Pu  aski  County 

Dr.  Amail  Chudy  ot  North  Little  Rock  has 
been  elected  president  of  the  Pulaski  County 
Medical  Society  for  1976.  Other  new  officers  are 
Dr.  Frank  Westerfield  of  Little  Rock,  president- 
elect; Dr.  Whlliain  N.  Jones  of  Little  Rock,  vice 
president;  Dr.  Janies  W^eber  of  Jacksonville, 
secretary;  Dr.  Paid  (Cornell  of  Little  Rock, 
treasurer;  and  Dr.  Robert  Dickins  of  Little  Rock, 
treasurer-elect. 

Greene-Clay  County 

Dr.  A.  J.  Baker  of  Paragould  has  been  elected 
president  of  the  Greene-Clay  County  Medical 
Society  for  1976.  Other  officers  include  Dr. 
George  H.  Collier,  vice  president,  and  Dr.  Clark 
M.  Baker,  secretary,  both  of  Paragould.  Elected 
delegate  along  with  Dr.  A.  J.  Baker  was  Dr.  J. 
Larry  Lawson  of  Paragoukl. 


COUNCIL  MINUTES 
ARKANSAS  MEDICAL  SOCIETY 

'Lhe  Council  of  the  Arkansas  Medical  Society 
met  at  10;00  A.M.  on  Sumlay,  December  14,  1975, 
in  the  Camelot  Inn,  Little  Rock.  Present  were; 
Long,  Townsend,  Koenig,  Shuffield,  Crow,  Kirk- 
ley,  J.  Bell,  Gray,  P.  Bell,  Inman,  Burge,  Jameson, 
Moore,  Harris,  Andrews,  McCrary,  Clark,  Orr, 
Kolb,  Kirby,  Henry,  Kutait,  Chudy,  Wilkins, 
Salt/man,  Ellis,  Hyatt,  4Vood,  Verser,  Fowler, 
Watson,  Applegate,  Purcell  Smith,  James  Weber, 
George  Mitchell,  James  Dennis,  Thomas  Bruce, 
Rex  Ramsay,  Edgar  Easley,  Guy  Farris,  Lee 
Parker,  Max  Baker,  Raymond  Biondo,  W.  E. 
Jennings,  James  Weedman,  James  Basinger,  John 
Guenthner,  Pat  Black,  Andrew  Dean,  medical 
student  Bill  Duckling,  Mr.  Paul  Harris,  Mr. 
Eugene  Warren,  Mr.  Schaefer,  and  Miss  Rich- 
mond. 

The  Council  transacted  business  as  follows; 

1.  Ben  Saltzman  reported  on  the  Second  Na- 
tional Conference  on  Joint  Practice  which 
he  attended  in  Chicago. 

2.  Kemal  Kutait  expressed  the  concern  of  mem- 
bers of  the  Sebastian  County  Medical  Society 
regarding  nurse  practitioners  who  appear  to 


be  setting  up  indejx;ndent  practices  with 
“physician  sjxmsors”.  Legal  counsel  advised 
that  there  is  no  jirovision  in  the  State  statutes 
for  delegation  by  physicians  of  authority  to 
practice  medicine.  lhe  Council  recom- 
mended that  Dr.  Kutait  confer  with  the 
Council's  Physician-Nurse  Joint  Practice- 
Committee  headed  by  Dr.  Watson,  since  that 
committee  has  heen  meeting  regularly  with 
the  nurses,  and  rejxirt  back  to  the  Council  as 
tleemed  necessary. 

3.  .\.  S.  Koenig  rejxirted  on  the  Governor’s 
Conference  on  Health  Manpower  Planning 
which  he  and  other  physicians  attended  in 
Hot  Springs  the  first  week  of  December.  He 
stressed  the  importance  of  physicians  keeping 
themselves  informed  on  health  planning  ac- 
tivities and  letting  planning  agencies  know 
of  their  interest. 

4.  Kemal  Kutait  and  Max  Baker  of  Fort  Smith 
discussed  the  Community  Mental  Health 
Center  operation  in  western  Arkansas.  Lljxin 
the  motion  of  Kutait,  the  Council  voted  to 
go  on  record  as  (1)  opposing  the  State  Hos- 
pital functioning  exclusively  through  Gov- 
ernment agencies  and  (2)  requiring  mental 
health  centers  to  operate  within  the  guide- 
lines of  high  quality  medical  care. 

5.  The  Council  received  for  information  re- 
ports on  developments  under  Puhlic  Law 
93-641,  the  Health  Planning  and  Resources 
Development  Act  of  1974.  Several  physicians 
who  have  been  involved  in  these  activities 
stressed  the  need  for  physicians  to  attend 
meetings  as  the  health  service  agencies  arc 
being  organized. 

6.  Raymond  Biondo,  speaking  for  the  Com- 
mittee on  Medical  Education,  advised  the 
Council  that  the  committee  recommends 
making  continued  medical  education  a re- 
(piirement  for  membership  in  the  .-\rkansas 
Meilical  Society.  This  was  receivetl  by  the 
Council  as  information. 

7.  Andrew  G.  Dean,  .\cting  Director  of  the 
Division  of  Communicable  Disease  of  the 
Arkansas  State  Department  of  Health,  dis- 
cussed the  Arkansas  Disease  Surveillance 
System.  Upon  the  motion  of  Kirkley,  the 
Council  votetl  to  endorse  the  program  and 
urge  physician  participation. 

8.  C.  R.  Ellis  discussed  the  necessity  for  taking 
assignment  to  receive  payment  under  some 
Government  medical  progiams.  Upon  the 
motion  of  Kirkley,  the  Council  voted  to 
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request  a change  in  regulations  for  Govern- 
ment programs  to  allow  physicians  the  choice 
of  collecting  their  fees  from  either  the  pa- 
tient or  the  Government  agency. 

9.  Upon  the  motion  of  Kutait,  the  Council 
voted  to  appoint  \V.  P.  Phillips  of  Fort  Smith 
as  an  additional  member  of  the  Board  of 
Directors  of  Ark-Pac. 

10.  The  Council  received  for  information  a 
report  from  Joe  \'erser  on  the  activities  of 
the  State  Medical  Board. 

11.  The  Council  heard  a complaint  from  Banks 
Blackwell  concerning  the  practice  of  insur- 
ance companies  using  standard  consent  forms 
to  go  to  hospitals  to  get  complete  medical 
history  records  of  patients.  Mr.  W^arren  and 
Dr.  Shuffield  agreed  to  discuss  this  matter 
with  the  Insurance  Commissioner. 

12.  Upon  the  motion  of  Shtiffield,  the  Council 
tallied  recommendations  from  the  American 
Medical  Association  for  establishment  of 
nniform  memljership  classifications. 

13.  Chairman  Long  advised  the  Council  that  he 
had  appointed  Payton  Kolb,  James  Weber 
and  Thomas  Jansen  as  a committee  to  meet 
with  the  medical  students  on  their  request 
for  .Society  siqrport  of  their  proposal  that 
nationally-recognized  tests  such  as  FLEX  be 
accepted  by  the  Healing  Arts  Board  in  lieu 
of  the  healing  arts  exam.  Dr.  Kolb  gave  a 
brief  report  on  the  committee's  meeting  with 
the  students.  During  the  disctission,  Dr. 
\^erser  suggested  that  there  may  be  an  alter- 
native to  legislation  in  .solving  the  problem 
and,  ujxjn  the  motion  of  Koenig,  the  Council 
retjuested  that  the  committee  continue  to 
work  with  the  sttidents  to  see  if  the  matter 
can  be  solved  as  expeditiously  as  jx).ssible 
with  the  cooperation  of  the  State  Medical 
Board. 

The  Council,  in  executive  session,  took  the 

following  action: 

1.  Heard  Mr.  Schaefer  discuss  the  necessity  for 
bringing  the  Society’s  Employee  Retirement 
Plan  into  compliance  with  the  Employee 
Retirement  Income  Security  Act  of  1974 
(ERISA).  Upon  the  motion  of  Kutait,  the 
Council  authorized  an  expenditure  of  up  to 
$750  for  consultant  services  in  bringing  the 
pension  plan  into  compliance  with  ERISA. 

APPROVED:  C.  C.  Long,  M.D. 

Chairman  of  the  Council 


MINUTES 

HOUSE  OF  DELEGATES 
ARKANSAS  MEDICAL  SOCIETY 

d'he  House  of  Delegates  of  the  Arkansas  Medi- 
cal Society  convened  at  2:00  P.M.  on  Sunday, 
December  14,  1975,  in  the  Camelot  Inn,  Little 
Rock.  Speaker  .\mail  Chtidy  called  the  meeting 
to  order  and  the  invocation  was  by  C.  Lewis 
Hyatt. 

The  following  delegates,  councilors,  officers, 
and  members  seated  as  delegates  were  present: 

Delegates:  Ashley,  Donald  Toon;  Baxter,  Pat 
Black;  Benton,  James  R.  Knapp;  Boone,  Malilon 
Maris;  Clark,  R.  Jerry  Mann;  Cleburne,  William 
M.  Wells;  Columbia,  Paul  Sizemore;  Craighead- 
Poinsett,  James  M.  Robinette,  James  W.  Sanders, 
Joe  Verser,  James  Basinger;  Crawford,  L.  R. 
Darden;  Crittenden,  Milton  Ltibin;  Dallas,  Jack 
Dobson;  Drew,  C.  Lewis  Hyatt;  Garland,  Robert 
Hill;  Hot  Spring,  J.  A.  Lindsey;  Howard-Pike, 
Samuel  W.  Peebles;  Jackson,  John  D.  Ashley; 
Jefferson,  Banks  Blackwell,  R.  Teryl  Brooks; 
Johnson,  Boyce  West;  Lawrence,  Ralph  Joseph; 
Miller,  Donald  Duncan;  Mississippi,  M.  J.  Os- 
borne;  Monroe,  N.  C.  David;  Pope,  James  Kolb; 
Pulaski,  Edgar  Easley,  Raymond  Biondo,  James 
L.  Smith,  Curry  Bradburn,  James  Weber,  Wil- 
liam N.  Jones,  Paul  Cornell,  Erank  Westerfield, 
Ashley  Ross,  \\dnston  Shorey,  Philip  J.  Deer, 
William  Reese,  Fred  Kittler,  Mayne  Parker, 
George  Mitchell,  Purcell  Smith,  Robert  Watson, 
Dotiglas  Young;  Saline,  Helen  Rountree;  Sebas- 
tian, Carl  \Villiams,  Robert  Hughes,  Ken  Lilly, 
W.  P.  Phillips,  Eldon  Coffman,  Max  Baker; 
Sevier,  George  Dickinson;  St.  Francis,  E.  Morgan 
Collins;  Union,  George  W.  Warren,  James  Weed- 
man;  Van  Buren,  John  A.  Hall;  Washington,  E. 
Mitchell  Singleton,  Walter  Ely  Brooks;  Yell, 
James  Maupin;  Cotincilors,  John  Kirkley,  Paul 
Gray,  John  Bell,  L.  J.  P.  Bell,  John  P.  Burge, 
J.  B.  Jameson,  John  H.  Moore,  A.  E.  Andrews, 
C.  Lynn  Harris,  Robert  McCrary,  Curtis  B.  Clark, 
W.  Payton  Kolb,  Henry  V.  Kirlty,  Morriss  Henry, 
C.  C.  Long,  Kemal  Kutait;  President,  T.  E.  Town- 
send; President-Elect,  A.  S.  Koenig;  Eirst  Vice 
President,  Asa  Crow;  Speaker,  Amail  Chudy;  Vice 
Speaker,  Charles  Wilkins;  Secretaiy,  Elvin  Shuf- 
field; Past  Presidents,  Joe  Verser,  C.  R.  Ellis,  C. 
Lewis  Hyatt,  Ross  Eowler,  Stanley  Applegate, 
Robert  Watson,  John  P.  Wood,  Ben  N.  Saltzman. 

Vice  Speaker  Wilkins  introduced  representa- 
tives of  the  junior  and  senior  classes  at  the 
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Ihiiversity  ol  Arkansas  College  of  Aletlicine  who 

had  l)een  invited  to  attend  the  House  session. 

'I’he  House  transaeted  business  as  follows: 

1.  Sj)eaker  Chtidy  called  on  Elviii  Shtiffield, 
chairman  of  the  Legislative  Committee,  for 
recommendations  from  his  committee.  Dr. 
Shnffield  reported  as  follow's: 

(A)  Hotise  Joitit  Resohition  #16  calling  for 
amendment  to  the  State  Constitution 
allowing  remedial  malpractice  legislation 
to  be  enacted,  'l  ire  proposed  amendment 
is  one  to  be  recommended  to  the  Legisla- 
ture by  the  State  Agencies  Committee.  If 
the  Legislattire  does  approve  the  pro- 
posed amendment,  then  there  innst  be  a 
concerted  effort  to  get  public  supjx)rt  of 
the  amendment. 

(B)  Legislation  proposed  by  the  optometrists 
which  would  allow  use  of  eye  medication 
by  optometrists.  This  is  the  subject  of  a 
resolution  before  the  House  from  the 
Ophthalmology  Section  and  the  Legisla- 
tive Committee  recommended  sup{X)rt  of 
the  resolution,  d’he  House  so  voted. 

(C)  Ihe  chiropractors  will  propose  legisla- 
tion allowing  use  of  medications  in  the 
practice  of  acupuncture  and  the  Legisla- 
tive Committee  recommended  that  tlte 
Society  oppose  the  proposed  legislation. 
The  House  so  voted. 

(D)  Dr.  Shnffield  discussed  changes  being 
proposed  in  the  Emergency  Medical 
Technician  legislation  which  would  take 
responsiljility  for  the  program  from  the 
Health  Department  to  put  it  under  the 
Department  of  Public  Safety.  The  Legis- 
lative Committee  reconunended  that  we 
try  to  keep  ACT  435  of  1975  intact  as 
it  is  and  the  House  so  voted. 

Dr.  Chudy  expresseil  the  appreciation  of  the 
membership  to  Dr.  Shuffield  for  his  dedicated 
service  in  the  field  of  medical  legislation. 

2.  The  House  received  a resolution  from  the 
Washington  County  Medical  Society  regard- 
ing payments  under  Medicare.  Mitchell 
Singleton  of  Washitigton  County  moved  that 
the  resohition  be  tabled  and  it  was  so  voted 
by  the  House. 

3 Upon  the  motion  of  Shuffield,  the  House 
voted  to  express  appreciation  to  Congressman 
Hammerschmidt  for  his  action  in  introducing 
H.R.  10641  which  would  amend  Title  XVIII 


and  XIX  of  the  Social  Security  Act  to  require 
elimination  of  the  multi-area  fee  range  de- 
terminations. 

4.  (diaries  Wilkins  presented  the  resohition  from 
Pope  County  Medical  Society  concerning  the 
malpractice  crisis.  Upon  the  motion  of  Hyatt 
and  Shuffield,  the  House  voted  to  adopt  the 
resohition  with  the  word  “received”  substi- 
tuted for  “adopted”  in  the  third  WHEREAS, 
and  the  last  RESOLVED  deleted.  (See  resolu- 
tion as  adopted  below.) 

5.  Raymond  Biondo,  speaking  for  the  Commit- 
tee on  Medical  Education,  advised  that  the 
Committee  recommends  continued  medical 
education  as  a recjuirenient  for  maintaining 
memliership  in  the  Society.  There  was  some 
discussion  on  the  status  of  the  action  of  the 
variotis  committees  and  boiutls  on  this  subject. 
It  was  the  consensus  of  the  House  that  the 
recommendation  should  be  referred  to  the 
Legislative  Committee  and  to  the  Constitu- 
tional Revisions  Committee  for  consideration. 

Amail  Chtidy,  M.D. 

Speaker 

RESOITTTION: 

Introduced  by  Pope  County  Medical  Society 
AS  AMENDED  BY  HOUSE  OE  DELEGATES 

WHEREAS,  correction  of  the  deteriorating 
malpractice  sittiation  in  Arkansas  wdll  necessitate 
amendment  to  the  Constittition  of  the  State,  and 

WHEREAS,  the  Legislature  of  the  State  of 
Arkansas,  in  its  last  session,  received  a House 
Joint  Resohition  #16  to  consider  favorably 
placing  such  an  amendment  before  the  people, 
and 

WHEREAS,  the  responsible  Joint  Committee 
of  the  Legislature,  the  State  Agencies  Committee, 
has  recognized  the  grave  situation  and  has  recom- 
mentled  to  the  Legislature  that  such  an  amend- 
ment be  placed  before  the  people,  and 

WHEREAS,  failure  to  take  corrective  action 
in  the  current  malpractice  problem  has  been 
clearly  shown  to  lead  to  a catastrophic  situation 
in  other  states,  and 

WHEREAS,  increasing  malpractice  rates  are 
greatly  increasing  the  cost  of  medical  care,  en- 
couraging doctors  to  retire  from  practice  pre- 
maturely, anti  tliscouraging  doctors  from  locating 
in  Arkansas,  and 

WHEREAS,  it  is  of  paramount  inqxMtance 
that  this  Ije  brought  to  the  attention  of  the 
Legislature  of  the  State  of  Arkansas, 
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THEREFORE,  BE  IT  RESOLVED  that  the 
House  of  Delegates  of  the  Arkansas  Medical 
Society  authorizes  the  Council  of  the  Arkansas 
Medical  Society  to  call  a two-day  meeting  for  all 
doctors  in  Little  Rock,  Arkansas,  during  the  1976 
session  of  the  Legislature  if  the  Council  feels 
such  a meeting  is  indicated  so  that  physicians  can 
emphasize  the  gravity  of  the  situation  to  the 
legislators. 

* # * » 

RESOLUTION  FROM  OPHTHALMOLOGY 
SECTION 

SUBJECT:  Legislation  to  Allow  the  use  of  Drugs 
by  Optometry 

W^HEREAS,  there  are  legislative  proposals  to 
extend  the  definition  of  the  practice  of  optometi^ 
to  include  the  use  of  drugs  in  the  eye  for  examina- 
tion and  diagnosis, 

THEREFORE,  BE  IT  RESOLVED,  that  the 
.\rkansas  Medical  Society  affirm  that  any  legisla- 
tion to  authorize  optometrists  to  engage  in  the 
use  of  drugs  or  medicines  in  any  fonn,  or  to 
engage  in  the  diagnosis  or  treatment  of  disease  or 
injury,  is  not  in  the  public  interest;  that  the 
Medical  Society  is  opposed  to  such  legislation  and 
will  seek  to  defeat  any  legislation  to  extend  the 
scope  of  optometry  into  these  areas  of  the  practice 
of  medicine. 


Dr.  P.  B.  Simpson,  Jr. 

The  Jefferson  County  Medical  Society  recently 
added  the  name  of  Dr.  P.  B.  Simpson,  Jr.  to  its 
membership  roll.  Dr.  Simpson  is  a native  of 
Mississippi.  He  received  his  B.S.  degiee  from  the 
Mississippi  State  University  and  his  M.D.  from 
the  University  of  Mississippi  Medical  Center  in 
1968.  He  also  interned  at  the  University  of 
Mississippi  Medical  Center. 

Dr.  Simpson  has  a solo  practice  in  neurosurgery 
at  1724  Doctors  Drive  in  Pine  Bluff. 


Pulaski  County 

The  Pulaski  County  Medical  Society  has  ac- 
cepted as  a resident  member  Dr.  Fay  W.  Boozman, 
who  is  studying  ophthalmology  at  the  University 
of  Arkansas  College  of  Medicine.  Also  accepted 
as  a member  was  Mr.  M.  Carl  Covey,  Jr.,  a 
freshman  medical  student  at  the  University  of 
Arkansas  College  of  Medicine. 

o 

OBITUARY 

Dr.  Samuel  V.  Richmond 

Dr.  Samuel  V.  Richmond  of  Idttle  Rock  died 
Decemlter  23,  1975.  He  was  born  on  May  26, 
1911. 

Dr.  Richmond  was  graduated  from  \'anclerbilt 
Medical  School  in  I'ennessee  in  1937.  He  was  an 
intern  and  a resident  at  Jersey  City  Medical 
Center.  In  1946,  he  went  to  Little  Rock  and 
joined  the  staff  of  Trinity  Hospital  as  a surgeon. 

Dr.  Richmond  was  a member  of  the  Pulaski 
County  Medical  Society,  the  Arkansas  Medical 
.Society,  the  AMA,  the  American  College  of 
Stirgeons,  the  Arkansas  Fly  Fishermen's  Associa- 
tion, the  Methodist  Church,  and  the  Country 
Cliil)  of  Little  Rock. 

Survivors  include  his  widow,  Mrs.  Elizabeth 
Fox  Richmond;  a son,  Samuel  V.  Richmond,  Jr., 
of  Little  Rock;  and  his  mother,  Mrs.  Rosa  Vaught 
Ricimiond  of  Russellville. 

Dr.  Fred  B.  Stone,  Sr. 

Dr.  Fred  B.  Stone  of  Stuttgart  died  January 
10,  1976  at  the  age  of  54.  Dr.  Stone  was  born  on 
February  2,  1921. 

Dr.  Stone  was  graduated  from  the  University 
of  Arkansas  Medical  School  in  1951.  He  was  a 
family  practitioner  in  Stuttgart  for  25  years. 

Dr.  Stone  was  a member  of  the  Arkansas  Coun- 
ty Medical  Society,  the  Arkansas  Medical  Society, 
the  AMA,  the  American  Academy  of  General 
Practice,  the  Arkansas  Quarter  Horse  Association, 
and  the  First  United  Methodist  Church.  He  was 
also  a Navy  veteran. 

Survivors  include  his  widow,  Mrs.  Mary  Wil- 
liams Stone;  two  sons,  and  three  daughters. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal! 
may  be  associated  with  temporary  in- 
crease in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  in-  j 
gestion  of  alcohol  and  other  CNS  depres-  * 
sants.  Withdrawal  symptoms  (similar  to  j 
those  with  barbiturates  and  alcohol)  have  | 
occurred  following  abrupt  discontinuancef 
(convulsions,  tremor,  abdominal  and  mus- 1 
cle  cramps,  vomiting  and  sweating).  Keep  ; 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoiieu- 
rotic  patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
shouid  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  iong-term  therapy. 
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The  General  Ophthalmological  Examination 
for  the  Non-Ophthalmologist 


Paul  David  Reese,  M.D.* 


T.«  ophtlialniological  examination  is  often 
altineviatetl  or  deleted  trom  the  routine  physical 
examination  Ijy  tlie  general  physician.  The 
overburdened,  busy  general  practitioner  may 
erroneously  believe  himself  deficient  in  both  the 
necessary  time  and  expertise  and  consecpiently 
miss  opportunities  for  prevention,  management, 
and  referral  of  ophthalmic  problems. 

This  article  will  systematize  and  simplify  the 
ophthalmological  examination  such  that  any 
general  physician  shoidd  be  able  to  conduct  a 
comprehensive  examination  with  confidence  and 
competency.  1 he  emphasis  will  be  upon  the 
“how"  and  “why”  of  the  examination  itself  rather 
than  upon  specific  pathological  diagnosis  and 
therapy. 

Sequence  of  the  Ophthalmological  Examination 

A rational  and  consistent  setjuence  of  examina- 
tion assists  the  physician  in  establishing  sound, 
thorough,  and  efficient  clinical  patterns.  The 
sec[uence  suggested  here  is  intended  for  the  achdt 
screening  examination.  Modification  will  be 
necessary  for  children  or  for  patients  presenting 
Avith  specific  eye  complaints. 

Examinatioyi  Sequence 

1)  Visual  Acuity 

2)  External  Examination 

3)  Tonometry 

4)  Ophthalmoscopy 

Visual  Acuity 

4'he  visual  acuity  is  a measure  of  the  integrity 
and  function  of  the  fovea,  that  area  of  the  retina 
containing  the  highest  concentration  of  cones 
and  thereby  functioning  as  the  point  of  greatest 
visual  discrimination.  Either  a wall-mounted  or 
hand-held  Snellen  chart  may  be  used  to  determine 
the  visual  acuity,  each  eye  being  assessed  sep- 
arately. The  patient  should  always  be  tested  with 

•c/o  Lee  County  Cooperative  Clinic,  Marianna,  Arkansas  72360. 


his  corrective  lenses  in  place  so  ;is  to  eliminate 
refractive  errors. 

If  the  visual  acuity  measures  less  than  20/30, 
the  jjatient  may  have  either:  1)  an  uncorrected 
refractive  error,  or  2)  underlying  ocuhtr  or  optic 
nerve  pathology.  I'o  determine  tvhicli  of  these 
alternatives  is  t!ie  more  likely  explanation  for 
the  diminished  visual  acuity,  every  clinician  has 
at  his  disposal  a most  remarkable  optical  instru- 
ment: the  “pinhole”!  This  ingenious  diagnostic 
tool  is  fashioned  from  any  heav)’  sheet  of  paper 
by  puncliing  a hole  in  it  one  or  two  millimeters 
in  diameter  (multiple  holes  may  be  more  effective 
l)y  enabling  the  patient  to  more  easily  IcK'ate  the 
pinhole).  4Vitli  the  opposite  eye  occluded,  the 
patient  holds  this  “lens”  in  front  ttf  his  eye  and 
reads  the  .Snellen  chart  as  he  views  it  Ihyuugli  the 
pinhole.  If  tlie  patient  has  any  refractive  error- 
myopic,  hyjjermetropic,  or  astigmatic— the  “pin- 
hole” will  improve  his  visual  acuity.  If  the 
diminished  visual  acuity  is  secondary  to  other 
pathology,  however,  the  visual  acuity  will  not  be 
improved  by  the  “pinhole”  and  the  physician  is 
thereby  alerted  to  seek  another  explanation  for 
the  reduced  visual  acuity  (Figure  1).  (Rarely,  the 
“pinhole"  actually  diminishes  the  visual  acuity. 
This  is  usually  attributaltle  to  an  opacity  lying 
within  the  visual  axis,  such  as  a centrally  posi- 
tioned cataiact,  or  to  insidficient  illumination  of 
the  .Snellen  chart  when  using  the  “pinhole".) 

Visual  Acuity 

/ \ 

20/30  or  better  Less  than  20/30 

"pinhole" 

VisoalAcxn^ 

^ Improves  - Refractive  Error 

No  Change  - Ocular  or  Optic  Nervi'  Pathology 

^Worsens  - Axial  Opacity  or  Inr.ui  riv  icut  I lluminat  iott 

Figure  1 
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External  Examination 

inspection  of  the  eyelids,  conjunctiva,  sclera, 
cornea,  and  anterior  chamber  should  be  per- 
formed initially. 

Evaluation  should  be  made  as  to  whether  the 
pupils  are  “etpial,  round,  regular,  and  reactive  to 
liglit  and  accommoilation”  (PERRRLA).  The 
pupillary  reaction  is  one  of  the  most  informative 
of  all  neurological  signs^  and  small  deviations 
fiom  normal  may  lie  carelessly  overlooked. 

riie  extraocular  muscles  are  assessed  by  in- 
structing the  patient  to  follow  the  tip  of  the 
examiner's  finger  as  he  moves  it  to  the  extremes 
of  horizontal  and  vertical  axes.  The  patient's 
coi  neal  light  reflex  at  all  positions  of  gaze  should 
be  symmetrically  located;  an  asymmetry  usually 
signifies  a strabismus. - 

Tonometry 

Glaucoma,  the  leading  cause  of  blindness  in  the 
United  States,  affects  two  percent  of  all  indi- 
viduals over  forty  years  of  age.  The  pathogenesis 
of  the  chronic  open-angle  form  of  glaucoma  is  an 
iiliopathic  olistrtiction  to  the  outflow  of  aqueous 
from  the  eye  through  the  trabecular  meshwork 
(Figure  2).  The  resulting  elevation  of  intraocular 
pressure  insidiously  destroys  the  optic  nerve. 
Wlien  the  patient  eventually  liecomes  aware  of 
vistial  difficulty,  the  disease  is  advanced,  the 
damage  already  incurred  is  irreversible,  and  re- 
tention of  remaining  sight  is  rendered  difficult 
and  uncertain  even  with  careful  management. 

lilindness  from  glaucoma  is  an  avoidable  and 
unacceptable  tragedy  in  nearly  all  instances  since 
the  disease  is  easily  controlled  if  treatment  is 
begun  early.  The  Schiotz  tonometer  is  a simple 
and  relatively  inexpensive  instrument  which 
measures  intraocular  presstire  and  thereby  serves 

CROSS  SECTION  OF  AN  EYE 


OPEN-ANGLE 

Iris 


Lens 

Fipiure  2 

Arrows  indicate  direction  of  flow  of  aqueous.  Aqueous  is  formed 
by  the  ciliary  body  and  leaves  the  eye  through  the  trabecular  mesh- 
work. In  open-angle  glaucoma  there  is  an  excessive  impedance  to 
aqueous  outflow  within  the  trabecular  meshwork. 


the  generalist  as  an  excellent  screening  tool  for 
asymptomatic  chronic  glaucoma.  Tonometry 
should  be  jierfornied  minimally  every  three  years 
for  persons  over  twenty  years  of  age,  and  annually 
if  there  is  a family  history  of  glaucoma. 

I’he  technique  of  Schiotz  tonometry  has  been 
discussed  previously  in  this  journaP  and  only  the 
essentials  will  be  reviewed.  With  the  patient 
lying  on  his  back,  the  cornea  is  anesthetized 
with  one  or  two  drops  of  a topical  anesthetic 
placed  in  each  eye  (proparacaine  hydrochloride, 
Ophthaine®,  Ophthetic®,  0.5%,  is  prefened  by 
the  author  because  of  the  absence  of  the  burning 
sensation  associated  with  other  preparations). 
The  patient  is  then  instructed  to  look  at  the 
ceiling  and  to  keep  both  eyes  open  without 
blinking.  The  footplate  of  the  tonometer  is 
gently  placed  upon  the  anesthetized  cornea  and 
the  reading  then  converted  to  millimeters  of 
mercury  using  the  conversion  table  that  ac- 
companies the  tonometer  (Figure  3). 

The  patient  with  an  intraocular  pressure 
gieater  than  24  mm.  Hg.  deserves  referral  to  an 
ojihthalmologist.  Other  indications  for  referral 
include:  1)  A disparity  in  intraocular  pressure 
between  the  two  eyes  in  excess  of  4 mm.  Hg.; 
2)  Evidence  of  glaucomatous  cupping  of  the  optic 
disk. 

Ophthalmoscopy 

Since  there  is  an  inevitable  and  progiessive 
constriction  of  the  pupils  with  age,  it  is  always 
preferable  to  dilate  the  pupils  of  older  patients 
prior  to  the  ophthalmoscopic  examination.  To 
attempt  the  examination  with  an  undilated  pupil 
is  to  peek  through  a keyhole  when  the  door  is 
easily  opened! 

Before  dilating  the  patient's  eyes,  the  examiner 
must  assess  the  anterior  chamber  angle  (that  angle 
subtended  by  the  peripheral  iris  and  cornea; 


Measuring  intraocular  pressure  with  the  Scliiotz  tonometer. 
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ret’ei-  to  Figure  2 and  Figure  1).  li  tliis  angle  is 
narrow,  die  pupil  should  not  lie  dilated  since 
the  iris  may  then  olistruct  the  traliecidar  mesh- 
work,  precipitating  acute  angle-closure  glaucoma 
(Figure  1).  Note  that  angle-closure  glaucoma  is 
not  etiologically  related  to  chronic  open-angle 
glaucoma,  in  which  the  impedance  to  aqueous 
outllow  occurs  within  the  parenchyma  of  the 
trabecular  meshwork  itself. 

One  makes  an  indirect  assessment  of  the 
adequacy  of  the  anterior  chamber  angle  by  direct- 
ing a lieani  of  light  from  the  lateral  side  of  the 
eye  horizontally  across  the  anterior  chamber  just 
anterior  to  the  plane  of  the  iris,  ff  only  that  iris 
toward  the  light  source  is  illuminated  by  this 
maneuver,  the  anterior  chamber  is  assumed  to 
be  narrow  and  thus  sulqect  to  angle-closure 
glaucoma  (Figure  5a).  If  the  entire  iris  is  ilhnni- 
nated,  the  angle  may  lie  considered  adetjnate  for 
pupillary  dilation  (Figure  51)). 

In  dilating  the  pupils  the  author  favors  a weak 
mydriatic  such  as  tropicamide,  (Mydriacyl®), 
0.5%.  This  mydriatic  is  short-acting,  usually 
sufficient  for  satisfactory  dilatation,  and  rarely 
causes  much  effect  upon  accommodation.  Pilocar- 
pine 2%  to  4%  may  be  used  to  reverse  its  effects. 
The  patient  should  nevertheless  be  cautioned 
about  the  possibility  of  binned  vision,  however; 
jrarticularly  if  he  is  under  forty  years  of  age  or 
driving  a car. 

The  ophthalmoscope  is  usefnl  for  more  than 
just  retinal  inspection.  Indeed,  one  should  use 
the  ophthalmoscope  to  insjrect  the  cornea,  an- 
terior chamber,  lens,  and  vitreons  body  before 
even  beginning  the  fnnduscopic  examination. 
4 his  is  easily  accomplished  by  the  “zeroing-in” 

CROSS  SECTION  OF  AN  EYE 
CLOSED  ANGLE 


Figure  4 

With  angle-closure  glaucoma  the  aqueous  is  denied  access  to  the 
trabecular  meshwork  by  obliteration  of  the  anterior  chamber  angle. 


Figure  5a 

The  anterior  chamber  is  narrow;  only  that  iris  toward  the  light 
source  is  illuminated.  The  pupil  should  not  be  dilated. 


Figure  5b 

The  anterior  chamber  angle  is  adequate  and  the  entire  iris  is 
illuminated.  I he  pupil  may  be  dilated. 


techni([ne.  While  at  arms  lengtii  from  the  patient, 
the  cornea  is  viewed  through  the  ophthalmoscope 
and  l)rought  into  focus  by  selection  of  the  ap- 
propriate lens.  (The  lens  selected  will  be  aj> 
proximately  two  or  three  diopters  greater  than 
the  lens  customarily  used  for  retinal  inspection. 
Diopters  are  indicated  nnmerically  on  the  lens 
selection  wheel,  with  plus  dioptric  lenses  indi- 
cated in  black,  minus  lenses  similarly  in  red.) 
The  examiner  then  approaches  the  patient  while 
continuing  to  view  the  patient's  eye  tinough  the 
ophthalmoscope.  As  the  examiner  approaches 
the  patient  he  is  optically  “niicrotoming”  the 
eye,  bringing  into  focus  successive  planes  of 
cornea,  anterior  chamber,  lens,  and  vitreons  body. 
After  the  examiner  has  completed  this  “zeroing- 
in”  maneuver  and  arrives  just  in  front  of  the 
patient’s  eye,  subtracting  two  or  three  diopters 
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of  lens  poiver  ivill  biiiio  ihe  Tetina*  into  proper 
focus  for  the  reinaiiuler  of  the  examination. 

If  one  desires  a larger  image  of  an  intraocular 
struct  m e or  opacity  detected  by  the  “/eroing-in” 
maneuver,  the  ophthalnuxscope  is  placed  close  in 
front  of  the  patient's  eye  and  selection  is  made  of 
the  plus  lens  that  brings  the  desired  intraocular 
object  into  focus.  The  more  anterior  the  object 
is  located  within  the  eye,  the  higher  the  plus 
power  (l)lack  numbers)  retpiired  to  focus  upon  it. 
A corneal  lesion  would  recpiire  a higher  plus  lens 
than  an  opacity  within  the  lens,  which  in  turn 
tvoidd  recpiire  a higher  plus  lens  than  a vitreous 
floater. 

Wdth  a little  practice  and  experimentation  the 
ophthalmoscope  can  Iiecome  as  versatile  and 
valuable  an  instrument  for  the  generalist  as  it  is 
for  the  ophthalmologist. 

•Although  a discussion  of  retinal  pathology’  is  beyond  the  scope  of 
this  paper,  it  is  most  essential  that  the  phvsician  be  familiar  with 
the  common  retinal  manifestations  of  local  and  systemic  disease. 
Excellent  references  are  available.^ 


Conclusion 

d his  paper  has  reviewed  fundamentals  of  the 
ophthalmological  examination  for  the  non- 
ophthalmologist. d'he  discussion  has  been  in- 
tentionally general  to  provide  the  physician  a 
conceptual  framework  which  is  meaningftil, 
practical,  and  clinically  relevant. 
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Round  Window  Ultrasonic  Irradiation 
In  Treatment  of  Meniere  s Disease 


H.  A.  Ted  Bailey,  Jr.,  M.D.,* 

T 

X lie  j)ui  iK)sc  ol  iliis  j)aper  is  to  present  the 
•experience  oi  the  authors  with  a series  ol  twenty- 
five  consecutive  patients  Iiavino  Meniere’s 
disease  and  whom  tvere  treated  surgically  witlt 
Round  Window  TMtrasonic  Irradiation. 

Ultrasonic  energy  consists  of  vibrating  sound 
waves  of  high  frequency  above  the  range  of 
htiman  hearing  occurring  between  20,000  cycles 
and  np  to  5 megacycles  (^^c./s.).  Ultrasonic 
energy,  discovered  in  1880  by  Jac([nes  and  Pierre 
Cnrrie,  is  produced  by  conversion  of  high  fre- 
qtiency  alternating  cmrents  in  a (juartz  crystal  to 
molectdar  movement.  This  is  the  “reverse  Peizo- 
electric  effect".  Properties  of  this  energy  are  a 
fnnetion  of  the  fre([tiency  as  well  as  the  amplitude 
of  the  energy  wave,  d'hese  properties  change 
gradually  as  fretjnencies  rise.  In  the  tdtra  high 
frequency  range,  tdtrasonnd  has  properties  more 
like  light  than  sound  as  we  nsnally  encounter  it; 
however,  indike  light,  tiltrasonic  energy  must  be 
propagated  in  a medium  because  of  its  molectilai 
wave  form.  Variotis  fretjtiencies  have  been  found 
best  for  specific  nses.i 

Of  the  known  biophysical  effects  of  tdtrasonnd, 
as  otitlined  by  Angell  James,  those  present  at 
4 Mc./s.  and  tising  low  intensity  as  in  ronnd 
window  irradiation  are: 

1.  Simple  agitation. 

2.  Heat  prodtiction. 

3.  y\lternation  of  PIT  tine  to  release  of  radicles. 

4.  Oxidation  and  degeneration  of  large  mole- 
cules, particularly  of  proteins. 

5.  Permeability  increase  of  membranes. 

6.  Increase  biochemical  activities  of  enzymes  in 
cells.- 

The  conductivity  of  nltrasonnd  in  different 
media  varies  greatly.  In  air  there  is  no  con- 
vlnctivity  at  all,  in  bone  there  is  poor  conductivity, 
while  in  water  it  is  conducted  extremely  well. 
During  the  passage  of  the  nltra-soiind  waves 
through  metlia,  variotis  tlegrees  of  absorption  take 
place,  and  wave  amplitude  gradually  becomes 
attenuated.  As  the  energy  is  absorbed,  it  is  con- 

•Clinical  Professor,  University  of  Arkansas  College  of  Medicine, 
Department  of  Ololarvngolog\’. 

••Associate  Clinical  Professor.  University  of  Arkansas  College  ol 
Aledicine,  Department  of  Otolarvngolouv . 

The  Ear  & Nose-Throat  Clinic,  120(1  Medical  'Powers  Building. 
Pitile  Rock.  Arkansas  72205. 


and  James  J.  Pappas,  M.D.** 

verted  into  heat.  I'his  has  special  surgical  sig- 
nificance for  easy  passage  through  li([uids  cause 
little  rise  in  temperature  whereas  poor  passage 
through  bone  causes  a very  rajiid  rise  in  tempera- 
ttire.  Since  the  central  cavity  of  the  temporal 
bone  contains  eiulolymph  and  perilymph,  the 
ultrasonic  vibrations  ;ne  readily  transmitted 
inside  the  inner  ear.  The  incasing  petrous  bone 
absorbs  some  of  the  energy  aiul  some  is  rellected. 
Becatise  of  the  anatomictil  conformation  it  is 
possiltle  to  indtice  tiltrasonic  vibrations  in  the 
fluid  of  the  laltyrinth  btit  to  restrict  their  de- 
structive effect  mainly  to  the  vestibtilar  portion. 
4’he  cochlear  portion  receives  some  energy,  but 
it  is  attentiated  by  the  ball  ling  elfect  of  the  angle 
at  which  the  cochlear  duct  enters  the  vestibule,  a 
point  of  ptirticular  significance  in  rotmd  window 
tiltrasonic  irradiation. 

Animal  studies  with  ultrasotmd  have  demon- 
strated histological  chatiges  in  the  sensorinetiral 
epitliclium  in  the  vestibule  anil  in  the  basal  turn 
of  the  cociilea.-'^  Additional  evitlence  in  experi- 
menttd  animals  demonstrates  that  endolymphatic 
membranes  may  tmdergo  a molcctilar  change 
with  altered  permetibility  which  affects  the  ion 
;ind  protein  gradients  Itetween  endolyiiqili  and 
perilymph.^  Stahle-'’  and  others  have  shown  in 
animals  a decrease  in  fnnetion  of  the  secretory 
e])itlielinm  of  the  labyrinth.  4’he  altove  findings 
can  explain  how  jjatients  trctited  with  Rotnul 
Window  Ultrasonic  Irradiation  get  relief  from 
their  vertiginotis  .symptoms  and  yet  tliree  months 
following  stirgery  imiy  show  no  change  in  vesti- 
linlar  function  as  noted  Ity  testing  utilizing 
Electronystagmography. 

Successful  tise  of  uhra.sound  in  the  treatment 
of  Meniere’s  ilisea.se  was  first  re|X)rted  by  Krejci” 
in  19.51  when  he  described  application  of  ultra- 
sonic energy  externally  to  the  mastoid  cortex 
directed  toward  the  inner  eat.  In  an  effort  to 
better  cotiple  the  energy  to  the  inner  ear  Arshin'* 
in  1953  reported  the  use  of  tiltrasound  on  the 
surgically  exposed  ;ind  thinned  horizontal  semi- 
circtilar  c.inal. 

In  the  following  years  improvements  were 
made  as  regards  the  instrumentation,  technology 
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and  surgical  techniques  in  lire  use  of  ultrasound 
through  the  semicircidar  canal  approach.  In  the 
early  IDhO's  Gordon*  and  James-'  improved  the 
instrumentation  liy  designing  a new  probe  using 
a circulating  cooling  apparatus  on  the  probe  tip 
and  Ijy  changing  the  operating  frecpiency  from 
900  kilocycles  to  3 Mc./s.  As  a result  of  these 
changes  the  amount  of  heat  generated  was 
lowered  and  the  incidence  of  facial  paralysis  and 
hearing  damage  reduced.  Of  special  significance 
was  the  introduction  by  Kossoff  in  1962d‘^  with 
the  help  of  the  Commonwealth  Acoustics  Lab- 
oratory in  Australia,  of  a pencil  size  ultrasound 
applicator  consisting  of  a 3 Mc./s.  focused  trans- 
ducer, a water  coupling  chamber  and  a tubular 
body.  The  configuration  of  the  transducer 
focused  the  energy  immediately  in  front  of  the 
water  coupling  chamber.  The  focusing  action 
was  considered  a major  advantage  and  residted 
in  a further  lowering  of  the  incidence  of  facial 
paralysis.  Facial  paralysis  was  reduced  by  de- 
creasing the  heat  production  and  by  reducing  the 
size  of  the  beam  of  ultrasonic  energy  emitted  liy 
the  smaller  probe.  The  spread  of  ultrasonic 
energA'  into  the  cochlea  with  concomitant  hearing 
loss  is  limited  by  increasing  the  frequency  to 
4 Mc./s.  per  second.  (Fig.  1) 

In  1967  Kossoff  “ suggested  changing  the 
method  for  the  coupling  of  the  energy  to  the 
inner  ear  by  directing  the  energy  through  tlie 
round  window  membrane.  This  approach  re- 
moved all  bony  barriers  and  allowed  a more 
direct  application  of  the  energy.  The  utricle, 
saccule  and  the  ampullae  of  the  lateral  and 
superior  canals  received  the  full  irradiation, 
whereas  the  cochlea  being  at  an  angle  was  better 
protected  from  the  ultrasonic  beam.  Kossoff 
demonstrated  that  when  using  ultrasonic  energy 


Figure  1 

Direction  of  ultrasonic  energy  thiough  round  window  inferior  to 
oval  window  and  facial  nerve  and  into  balance  structures  in  vestibule 
and  semicircular  canals. 


through  a properly  prepared  blue  line  (.25mm.) 
on  the  horizontal  canal,  only  25%  of  the  energy 
actually  passed  through  the  bone  and  less  than 
10%  was  calculated  to  effectively  reach  the 
sensorineural  epithelial  structures  in  the  vesti- 
bular  labyrinth. 

Therefore,  since  e,ssentially  no  energy  is  ab- 
sorbed liy  the  round  window  memlnane,  Kossoff 
theorized  that  only  1 /lO  of  the  amount  of  energy 
retpiired  through  the  semicircular  canal  approach 
would  be  necessary  for  effective  treatment,  and 
the  energy  dosage  reaching  the  membranous 
laliyrinth  could  be  accurately  measured.  The 
wattage  necessary  with  the  semicircular  canal 
approacli  for  successful  treatment  had  been  found 
to  be  400  milliwatts.  Therefore,  the  wattage 
necessary  through  the  round  window  was  cal- 
cidated  to  lie  1/10  of  400  milliwatts  (40  milli- 
watts). Commonwealth  Acoustic  Laboratory 
produced  a Si/o  11).  generator  producing  a 4 Mc./s. 
frecpiency  with  a voltage  selector  allowing  use  of 
20  to  70  milliwatts  (in  10  mw  steps)  and  a small 
L5mm.  applicator  for  use  in  the  round  window. 
Moving  the  ultrasound  applicator  from  the 
thinned  horizontal  canal  to  the  round  window 
area  virtually  eliminated  the  complication  of 
facial  paralysis,  the  need  for  a mastoidectomy, 
shortened  the  operating  time,  and  reduced  spread 
of  the  ultrasonic  waves  into  the  cochlea. 

With  the  elimination  of  the  complication  of 
facial  paralysis,  ultrasound  treatment  became  a 
very  appealing  surgical  method  for  the  relief  of 
recurrent  attacks  of  vertigo  in  patients  with 
Meniere’s  disease.  Our  interest  in  using  ultrasonic 
irradiation  via  the  round  window  membrane  was 
stimulated  by  a paper  presented  by  Pennington^ 
et  al  in  Jantiary,  1970,  and  subsequently  through 
a course  at  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology  on  Ultrasonic  Irradi- 
ation for  use  in  Meniere’s  disease  presented  by 
Pennington,  Basek  and  Ginsburg.  After  almost 
a years’  delay  in  obtaining  the  equipment  from 
the  Commonwealth  Acoustic  Laboratory  in 
Australia,  we  first  applied  this  method  of  surgical 
treatment  to  a patient  with  Meniere’s  disease  in 
late  January,  1972.  As  of  March  1,  1975,  twenty- 
five  patients  have  Iieen  treated  with  a minimum 
of  one  month  follow-ttp. 

SELECTION  OF  PATIENTS 

Only  those  patients  with  classical  Meniere’s 
disease  who  were  poorly  responsive  or  unrespon- 
sive to  medical  management  as  regards  control  of 
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vertiginous  .syinptonis  )\'eie  selected  lor  treiitmeiU 
with  ultra.souncl  tlirough  the  round  window, 
rins  explains  the  relatively  small  number  ot 
patients  treated  with  ultrasonic  irradiation  Iroin 
the  numerous  patients  that  we  have  diagnosed  as 
having  Meniere's  disease  during  this  three  year 
period.  During  1972  and  most  ol  1973  our 
inexjrerience  with  ultrasound  and  the  uncertainty 
ot  the  results  acted  as  a deterrent  to  ottering  this 
treatment  to  our  patients.  As  ex{)erience  grew 
and  good  results  were  obtained,  we  began  during 
1974  and  currently  to  advocate  this  treatment 
once  it  appears  the  patient  is  poorly  responsive 
to  medical  control  or  unwilling  or  unable  to  stay 
on  proper  medical  management.  Since  hearing  is 
unattected,  surgical  treatment  with  ultrasound  is 
possible  for  those  individuals  that  develop  bi- 
lateral Meniere’s  disease. 

WORK-UP 

.\11  patients  suspected  of  Meniere's  disease  have 
the  following  work-up: 

1.  History 

First  and  most  important  is  a carefully 
taken  history.  Prior  to  .seeing  the  physician, 
a detailed  questionnaire  is  filled  out  by  the 
patient  in  order  to  prevent  the  physician 
from  missing  an  important  fact  that  might 
be  otherwise  overlooked  in  the  less  for- 
malized history  taking  interview.  .Special 
attention  is  directed  tow'ard  learning  of 
medications  currently  being  ingested. 

2.  Physical  Examination 

Thorough  examination  of  the  ears,  no,se, 
month,  throat,  nasojrharynx,  larynx,  head 
and  neck  is  performed  with  particular 
attention  given  to  auscultation  over  the 
carotid  vessels  to  determine  the  presence  of 
bruits.  Simultaneously,  the  cranial  nerves 
(with  the  exception  of  cranial  nerve  II)  are 
evaluated  during  the  physical  insjx^ction. 
The  optic  nerve  (II)  must  be  evaluated  with 
the  use  of  the  ophthahnosco{x?  for  the 
evaluation  ot  the  optic  tli,sc.  Tests  for 
coordination,  station  and  gait  are  routinely 
included.  The  blood  pressure  is  evaluated 
and  measured  in  both  arms  to  ride  out  a 
sub-clavian  steal  syndrome. 

3.  Audiomctric  Evaluation  (cochlear  system) 
a.  Routine 

Pure  l one  Audiometry 
Air  Conduction 
Bone  Conduction 


Speech  Audiometry 

Speech  Reception  Fhreshold  (SRI") 
Speech  Discrimination  I'esting 
Impedance  Audiometry 
l"ympanometry 
Acoustic  Reflex  resting 
I).  Other  I’ests  as  Indicated 

Short  fncrement  Sensitivity  Index 
(SlSl) 

l one  Decay  Test  (TDT) 

Alternate  Binaural  Loiulness  Balance 
(ABLB) 

Bekesy  Andiometry 

Sw'eep  Frecpiency  Fracing 
Fixed  Frequency  Tracing 

4.  Electronystagmographic  (ENG)  Evaluation 
(vestibidar  system) 

a.  Routine  (in  order  of  performance) 

Calibration 

Test  for  gaze  nystagmus 
1 est  for  spontaneous  nystagmus  (head 
erect) 

l est  for  positional  nystagmus  (4  addi- 
tional head  positions) 

Bithermal  caloric  testing 

W^arm  (44°C.)  water— right  and  left 
Cool  (30°C.)  water— right  and  left 
Re-calibration 
llallpike  positional  testing 

b.  Other  Tests  as  Indicated 

Optokinetic  testing  (slow  and  fast) 

Eye  tracking  (pendnhnn) 

5.  X-Rays 

a.  Routine 

Petrous  jiyramid  x-rays 

b.  As  Indicated 

Polytomography  of  internal  auditory 
canals 

Posterior  fossa  myelogram 

().  Laboratory 
a.  Routine 
CBC 

Urinalysis 
I’-l  (thyroid) 

Eipid  Profile 

Serum  cholesterol 
Serum  triglyceride 
Lipoj)rotein  Electrophoresis 
Blood  Sugar 
Fasting 

1 hr.  post  glncola 
F F.VABS  test  (lues) 
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b.  As  Indicated 

5 hr.  glucose  tolerance  test 

7.  Allergy  IFor/oI’p  as  indicated  by  history 

MEDICAL  MANAGEMENT 

Williams  suggested  Meniere's  disease  may  be  a 
dy.sregidation  of  the  microcirculation  of  the 
laliyrinth  resulting  from  a number  of  etiologies 
and  apparently  it  is  an  otological  manifestation 
of  a broader  medical  problem.  Direction  of  treat- 
ment must  be  to  the  patient  as  a whole  and  not 
limited  simply  to  the  ear.  t herefore,  medical 
management  of  Meniere's  disea,se  frequently  re- 
ipiires  a change  in  the  patient's  life  style.  The 
correction  of  tlie  inner  ear  dysfunction  often 
hinges  on  the  avoidance  of  such  factors  as  stress, 
tobacco,  coffee  or  tea,  chronic  physical  fatigue, 
overeating  and  underexercising.  Unfortnnately, 
the  patient  is  frequently  unable  or  unwilling  to 
change  his  way  of  life  which  makes  medical 
management  difficult  if  not  impossible. 

Our  patients  with  Meniere's  disease  all  receive 
medical  treatment  as  listed  below  numbers  1 
thru  6,  and  many  receive  on  a selective  iiasis  one 
or  more  of  tlie  medications  listed  under  number 
7. 

MEDICAL  MANAGEMENT 

Routine: 

1.  Diet— management  dejrends  on  jiatient's 
general  health,  state  of  nutrition,  body 
weight  and  results  of  metabolic  studies. 

2.  Rest  and  Recreation— a progiam  is  given  for 
sufficient  rest  and  regular  effective  exercise 
commensurate  witli  the  patient's  general 
physical  condition. 

3.  .Stress— the  avoidance  of  undue  or  unneces- 
.sary  stress  or  tension  is  carefully  discussetl. 

4.  Smoking— interdiction  of  smoking  is  abso- 
lutely necessary  becau.se  of  the  known 
resulting  vasoconstriction  from  nicotine. 

5.  Salt— all  patients  are  directed  to  eliminate 
use  of  table  salt  and  avoid  foods  with  high 
natural  salt  content.  A list  of  foods  havino 

O 

high  salt  content  is  provided. 

6.  Diuretics— this  gToup  of  drugs  is  the  most 
important  medication  that  we  have  found 
to  help  patients'  symptoms  especially  in 
early  stages  of  Meniere's  disease. 

Selective: 

7.  Medications  selectively  administered  are: 

Vestibidar  stqrpressants— Valium, 

.\ntivert 


Anticholingergic— Atropine,  Hyoscine, 
Probanthine 

Sedatives— Sodium  Butasol,  barbiturates 
Tranquilizers— Librium,  Valium, 
Thorazine 

Anti-emetics— rigan,  Torecan,  Compa- 
zine, Phenergan,  Thorazine 
Vasodilators— Arlidin,  Histamine  (I.V., 
sub-cutaneous  or  sulilingual) 

SURGICAL  TECHNIQUE 

Working  through  a speculum  in  the  ear  canal 
under  microscopic  magnification  using  ten  to 
sixteen  power,  a small  stapes  type  incision  is 
made  in  the  canal  close  to  the  drum,  allowing 
the  canal  skin  and  drum  to  be  elevated  and  laid 
forward,  exposing  the  posterior  half  of  the  middle 
ear  contents.  Good  visualization  of  the  twer 
windows  opening  into  the  inner  ear  is  obtained. 
Removal  of  a small  portion  of  the  bony  postero- 
superior  canal  wall  reveals  the  oval  window 
closed  by  the  stapes  footplate.  Just  inferior  ta 
the  oval  window  is  the  round  window  measuring 
2 mm.  X li/o  mm.  and  closed  by  a small  mem- 
brane, lying  in  the  plane  of  the  stapes  crura.  The 
rouiul  window  lies  at  the  top  of  an  open  recess 
called  the  round  window  niche.  Ultrasonic 
Irradiation  is  administered  through  a 1 mm. 
apjdicator  placed  into  the  round  wdndow  niche 
iq)  near  the  round  window'  membrane.  In  most 
cases  it  is  necessary  to  drill  dowm  bone  on  the 
floor,  the  anterior-siqaerior  lip,  and  the  posterior- 
inferior  lip  of  the  niche  to  permit  introduction 
of  the  round  w'indow'  ultrasonic  probe  for  proper 
irradiation.  Special  care  must  be  taken  w'ith  the 
drill  point,  suction  tip,  and  ultrasonic  probe  to 
prevent  rupture  of  the  round  window'  membrane 
which  would  result  in  total  loss  of  hearing.  Once 
the  niche  is  prepared,  it  is  filled  wdth  a few  drops 
of  saline  to  provide  a litpiid  medium  necessary 
for  the  transfer  of  the  ultrasonic  energy  from  the 
ajiplicator  throtigh  the  round  w'indow'  membrane 
into  the  labyrinthine  fluids  and  the  neurosensory 
epithelium  and  membranes.  (Fig.  2)  Caution: 
should  the  applicator  be  removed  from  the  saline 
while  the  generator  is  on,  the  cpiartz  crystal  will 
burn  out  in  a very  few  seconds,  inactivating  the 
probe. 

An  nltra.sonic  frequency  of  4 Mc./s.  is  used  for 
Round  Window'  Irradiation.  Treatment  is  begun 
at  a setting  of  30  milliwatts  and  treatment 
routinely  consists  of  a series  of  ten  separate 
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inner  ear. 

applications  ol  ultrasonic  irradiation  with  each 
application  lasting  two  minutes,  lor  a twenty 
minute  total  irradiation  time.  .Viter  each  appli- 
cation the  prolie  is  removed  horn  the  ear  allowing 
cooling  of  the  hone  aroinul  the  round  window 
and  removal  ot  the  saline  from  the  niche  followed 
by  replacement  with  fresh  saline.  During  the 
interval  of  time  while  the  saline  is  being  removed 
and  replaced,  the  probe  is  cooled  in  a small  glass 
of  saline.  After  two  to  three  applications  if  the 
patient  shows  only  a weak  irritative  nystagmus 
and  mild  vertigo,  the  setting  is  increased  to  40 
milliwatts.  It  is  held  at  this  setting  for  the  re- 
mainder of  the  treatment  unless  the  patient  has 
no  sensation  of  vertigo  or  nystagmus,  in  which 
case  the  wattage  is  increased  to  .^)0  milliwatts  and 
treatment  is  completed  at  this  setting.  Should 
the  patient  at  any  time  become  actitely  diz/y,  hot 
and  perspiring,  aiul/or  nauseated,  the  irradiation 
should  be  interrupted  momentarily,  antiemetics 
and  oxygen  administered,  and  the  potver  dropped 
down  to  the  next  lowest  setting.  It  may  not  be 
possible  to  give  the  full  two  minutes  irradiation 
without  producing  intolerable  vertigo  and/or 
nausea.  In  this  case  the  irradiation  time  is  simply 
reduced  to  the  point  the  patient  can  tolerate  the 
treatment  without  becoming  acutely  ill.  Shorten- 
ing the  application  times  results  in  the  need  lor 
increa.sed  number  of  applications  in  order  to  give 
a total  of  twenty  minutes  of  irradiation. 

Varying  degrees  of  vertigo  and  even  nausea  are 
usually  experienced  on  the  operating  table  but 
the  irritati\e  nystagmus  is  replaced  after  the  first 
lew  minutes  by  a pseudoparalytic  horizontal  or 
rotary  nystagmus  which  usually  is  present  for  only 
a few  minutes  or  a few  hours  after  surgery.  Post- 
operative vertigo  and  nausea  is  minimal  and 
usually  absent  within  24  horns,  d'he  patient 
is  discharged  from  the  hospital  with  25  mg. 
Benadryl  capsules  with  directions  to  take  one 
after  each  meal  and  with  orders  to  continue  this 


for  one  month  at  which  time  the  patient  returns 
for  the  first  post-operative  examination.  Advice 
is  also  given  to  continue  salt  restriction  and  any 
other  prior  tlietary  management  along  with 
abstinence  of  smoking. 

RESULTS 

Our  results  with  twenty-five  cases  of  Round 
Window  Ultrasonic  Irradiation  performed  from 
Januaiy,  1971,  to  .March,  1975,  indicates  nine  of 
onr  cases  (36%)  obtained  complete  relief  from 
vertigo,  nine  cases  (36%)  had  relief  from  attacks 
of  vertigo  but  complained  of  some  mild  transient 
.sensations  of  imbalance.  Six  cases  (24%)  had 
some  improvement  or  lessening  of  the  degree  of 
the  intensity  or  fre([uency  of  attacks  but  not  to  a 
sidficient  degree  that  the  patient  was  satisfied 
with  the  operative  results,  and  therefore,  these 
cases  were  considered  to  be  unchanged.  One  case 
(4%)  showed  no  improvement,  but  in  none  of 
the  cases  were  symptoms  of  vertigo  made  worse. 

Evaluating  hearing  results  following  surgical 
treatment  of  Meniere's  disease  is  perplexing  at 
best  because  of  the  known  lluctuations  in  hearing 
which  is  a characteristic  of  the  disease  process 
itself.  ^Ee  used  a phis  or  minus  20  clb  change  in 
the  average  of  500,  1000  and  2000  Hertz  or  a 
change  in  discrimination  of  more  or  less  than 
20*^’ as  necessary  for  the  hearing  to  be  considered 
either  improved  or  worsened,  \\4th  this  category 
recpiirement  we  found  in  twenty  cases  (80%) 
hearing  to  be  nnehanged,  three  cases  (12%)  had 
improved  hearing,  and  two  cases  (8%)  had  hear- 
ing made  worse.  4'innitus  seemed  to  be  essen- 
tially unaffected  as  only  one  case  declared  the 
tinnitus  to  be  wor.se  and  one  case  felt  the  tinnitus 
to  be  improved.  Wstibular  function  was  evalu- 
ated in  fourteen  cases  by  Electronystagmography 
at  three  to  four  mouth  post-operative  visits. 
Uomparison  of  pre  and  postoperative  nystag- 
mograms  indicated  no  significant  changes  in  any 
of  the  cases  tested. 

SUMMARY 

Ultrasonic  Irradiation  in  .Meniere’s  clisea.se 
offers  the  patient  the  opportunity  to  cjbtain  relief 
from  his  vertigo  without  risking  the  dangers 
inherent  with  surgical  procedures  that  reejuire 
opening  the  labyrinth.  I'he  round  window  ap- 
proach for  ultrasound  therapy  eliminates  the 
need  for  a mastoidec  lomy,  shortens  the  operating 
time,  e.ssentially  eliminates  the  com|)lication  of 
facial  paralysis,  and  reduces  chances  of  causing 
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harm  to  the  remaining  hearing.  There  is  almost 
no  morbidity  and  no  post-operative  vestibular 
symptoms.  Wdiile  the  munher  of  cases  treated  in 
our  series  is  small  (25)  we  feel  that  added  sig- 
nificance may  be  given  to  the  results  obtained  in 
view  of  the  severity  of  the  vertigo  that  was 
experienced  prior  to  surgery  in  the  cases  selected. 
Our  series  confirms  earlier  rejrorts  of  success  with 
Round  Window  Ultrasonic  Irradiation  by  Basek 
and  Pennington,  as  our  results  (Table  I)  indicate 
that  relief  from  vertigo  (complete  to  greatly  im- 
proved) was  obtained  in  72%  of  cases,  hearing 
was  unharmed  in  92%,  and  tinnitus  was  basically 
unaffected  as  was  vestibular  function  as  shown 
by  ENG. 

Until  we  gain  a better  understanding  of  the 
pathologic  processes  in  .Meniere’s  disea.se  and 
until  there  is  a more  ilefinitive  surgical  pro- 
cedure, we  agree  with  Hilger^-  that  whatever 
surgical  procedure  is  usetl  in  the  interim  should 
cause  as  little  destructive  vestibular  changes  as 
possible  without  damaging  the  remaining  hear- 
ing. In  our  opinion.  Round  Window  Ultrasonic 
Irradiation  best  meets  these  requirements,  there- 
fore we  plan  for  the  present  to  continue  to  offer 
this  surgical  therapy  to  our  cases  of  Meniere’s 
disease  who.se  vertigo  is  not  adequately  relieved 
l)y  otir  medical  management. 

TABLE  I 

RESULTS:  25  CASES 

IMPROVED  liNCHAXGED  WORSE 

VERTIGO  18  (72%,)  7 (28%,)  0 

(9  completely 
relieved) 

HEARING  3(12%o)  20  (80%,)  2 (8%o) 

'I'lNNTTU.S  1 ( 4%)  23  (92%)  1 (4%o) 
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Nerve  Block  Anesthesia  for  Minor  Hand  Surgery 


R.  Barry  Sorrells,  M.D. 


(Complicated  emergency  and  reconstructive 
surgical  procedtires  ol  the  upper  extremity, 
especially  the  hand,  usually  retjuire  tourniquet 
control  to  assure  a bloodless  Held  and  unob- 
scured vision.  In  ortler  to  tolerate  the  tourniquet 
more  than  15-20  minutes  the  patient  usually 
re([uires  either  a general  anesthetic  or  regional 
anesthesia  of  the  entire  upper  extremity,  lire 
regional  anesthesia  may  be  either  axillary  or 
supraclavictdar  nerve  block  or  intravenous  re- 
gional anesthesia.  The  anesthetic  choice  is  made 
depending  on  individual  patient  factors  and  the 
preference  of  the  surgeon  aird/or  airesthesiologist. 

Minor  haird  snrgical  procednres  are  frequent Iv 
carried  out  irr  the  practice  of  Emergency  Rooitr 
and  Office  Orthopedics.  Anesthesia  in  these 
cases  is  rrrost  cotrrnronly  accomplished  by  local 
irrfiltration  at  the  operative  site.  Distal  rrerve 
block  airesthesia,  however,  may  afford  better 
corrtrol  of  pairr  arrcl  avoid  the  treed  to  itrject 
arresthetic  at  the  operative  area.  The  treatirrg 
doctor,  therefore,  should  be  familiar  with  the 
types  of  distal  rrerve  block  (especially  wrist  aird 
digital)  arresthesia  atrd  their  applicatiotr. 

For  operatiotrs  distal  to  the  wrist  that  do  trot 
reqrtire  prolottged  ajrplicatiorr  of  art  rtpper  artrr 
toirrtriquet,  wrist  atrd  digital  nerve  blocks  offer 
many  advarrtages  over  a getretal  or  proximal 
block  arresthetic.  Sotrre  of  these  advarrtages  are: 

1.  Ease  of  adrrrirristratiorr 

2.  I.esserritrg  of  side  effects  atrd  procedural 
conrplicatiorrs 

3.  Mairrtenance  of  nrotor  furrctiotr  atrd  ease  of 
frrttctiotral  assessrrrerrt  irr  the  cooperative 
patietrt 

4.  Evahratiorr  of  cross  irrnervatiorr  fry  selective 
rrerve  block 

*Little  Rock  Orthopedic  Clinic,  P.A.,  P.  O.  Box  5270,  Little 
Rock.  Arkansas  72205. 


4 he  trtain  advarrtages  of  rrerve  Irlock  arresthesia 
over  local  irrfiltratiorr  anesthetic  are: 

1.  Avoidatree  of  firrther  edetrra,  trarmra,  atrd 
irrtrodtretion  of  corrtarrrirratiotr  at  the  itrjttry 
site 

2.  Avoidatree  of  added  arratorrrical  distortiotr 
at  the  operative  area 

PRINCIPLES 

A ktrowledge  of  the  setrsory  distributiotr  of  the 
rrerves  at  the  wrist  is  rrrarrdatory.  The  derrrratonral 
patterrr  is  basically  corrstarrt,  (Fig.  1)  althoitgh 
cross  itrtrervatiotrs  atrd  atrotnalotts  distribirtiorrs 
do  occitr.  Nerve  block  at  the  wrist  will  yield 
arresthesia  otrly  irr  that  zotre  of  the  hatrd  srtpplied 
corrrpletely  by  the  specific  rrerve.  Obviously  whetr 
there  is  dttal  irrrrervatiorr  atrd  setrsory  overlap 
both  rrer  ves  rntrst  be  blocked  atrd  this  is  relatively 
sitrrple. 

The  arresthetic  irrjectiotr  rrrust  be  avoinid  the 
rrerve,  trot  irrto  it  to  avoid  iiriitry  to  trettral 
sirbstarrce.  Paresthesias  are  trot  sorrght  atrd  as 
the  followitrg  arratorrric  descriptiotr  explairrs, 
positiotrirrg  of  the  treedle  is  of  tarrtarrrourrt  irrr- 
portarree;  brrt  this  is  easily  accotrrplished. 

.\tr  atterrrpt  at  aspiratiotr  shoitld  always  precede 
injectiort  to  avoid  itrtravascitlar  irrjectiotr.  If 
blood  is  aspirated,  the  treedle  is  redirecteil  prior 
to  injectiotr. 

Arresthesia  with  epitrephr  itte  should  rrever  be 
used  irr  distal  rrerve  block  arresthesia  to  ]rrevetrt 
corrstrictiorr  of  the  small  distal  vessels  atrd  re- 
sultarrt  digital  ischenria  atrd  garrgretre. 

Depetrditrg  otr  the  agerrt  useil,  the  nraxirtrrtrn 
total  safe  dosage  rrrrrst  be  calcirlated  prior  to 
irrjectiotr  and  this  dose  trot  exceeded.  The  attthor 
ttsirally  ttses  1%  or  2%  Eidocairte  (Xylocaitre®)  irr 
a dose  trot  to  exceed  3 rrrg/kg  of  body  weight,  the 
total  dose  rrot  to  exceed  300  trrg.  (ietrerally  3 or 


Volume  72,  Number  10  — March,  1976 


397 


Nerve  Block  Anesthesia  For  Minor  Hand  Surgery 


4 cc.  of  2%  Lidocaine  will  provide  excellent 
anesthesia  for  each  nerve  at  the  wrist  or  pair  of 
digital  nerves  blocked. 

A small  (23  or  25  gauge)  needle  in  a s/g"  length 
is  recommended  to  limit  pain  and  avoid  undue 
trauma  to  soft  tissues  and  nerve. 

Median  Nerve  Block 
(Wrist  Level) 

Anatomic  Relationships:  At  wrist  level  the 
median  nerve  lies  just  beneath  the  volar  fascia, 
less  than  1.5  cm.  beneath  the  skin.  The  nerve 
lies  near  the  midline  just  deep  to  and  between 
the  palmaris  longus  and  flexor  carpi  radialis 
tendons  (Figs.  2 Sc  3). 

Techniejue:  The  palmaris  longus  and  flexor 
carpi  radialis  tendons  are  easily  demonstrated 
when  the  patient  opposes  the  tip  of  the  thumb 
and  the  small  finger  and  flexes  the  wrist.  At 
wrist  crease  level,  the  needle  is  introduced 
through  the  prepared  skin  between  the  tendons, 
some  1 to  1.5  cm.  into  the  loose  areolar  tissue  and 
about  3 or  4 cc.  of  solution  is  injected.  Adequate 
anesthesia  will  occur  in  10  to  15  minutes  and 
should  include  the  radial  portion  of  the  palm, 
the  volar  and  dorsal  aspect  of  the  radial  three 
digits  (thumlj,  index,  and  long  fingers)  and  in 
most  patients,  the  radial  half  of  the  ring  finger 
(Fig.  1). 

Ulnar  Nerve  Block 
(Wrist  Level) 

Anatomic  Relationship:  At  wrist  level  the 
ulnar  nerve  lies  deep  to  and  between  the  flexor 
carpi  ulnaris  tendon  and  the  idnar  artery  (Figs. 
2 & 3).  The  nerve  lies  just  beneath  the  fascia,  a 
few  millimeters  deeper  than  the  median  nerve. 

Technitpie:  The  flexor  carpi  ulnaris  can  be 
palpated  when  the  wrist  is  flexed  with  the  fingers 
fanned.  The  needle  is  inserted  between  the 


Figure  I 

Dermatomal  Sensory  Pattern  of  the  Hand. 


fle.xor  carpi  ulnaris  and  the  ulnar  artery  which 
can  be  easily  palpated.  After  attempted  aspira- 
tion to  assure  clearance  of  the  ulnar  artei7,  in- 
jection just  beneath  the  fascia  should  bathe  the 
ulnar  nerve.  An  additional  small  amount  of 
anesthetic  is  infiltrated  into  the  subcutaneous 
tissue  around  the  volar  ulnar  aspect  of  the  wrist 
to  catch  the  dorsal  cutaneous  branch  of  the  ulnar 
nerve  which  is  given  off  about  two  inches  proxi- 
mally  and  supplies  the  ulnar,  dorsal  hand.  Ulnar 
block  as  described  should  provide  anesthesia  for 
the  volar  and  dorsal  surfaces  of  the  ulnar  portion 
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ot  the  hand,  inchuling  the  entire  small  linger, 
and  the  idnar  hall  ol  the  ring  finger  (Fig.  1). 

Radial  Sensory  Nerve  Block 
(Dorsal  Wrist  Level) 

Anatomic  Relationships:  At  wrist  level,  on  the 
dorsum,  the  radial  nerve  now  purely  sensory, 
fans  out  around  the  radial  dorsal  w'rist  just 
beneath  the  skin  directed  toward  the  base  of  the 
thumb  (Figs.  3 &:  4). 

Technitpie:  Just  proximal  to  the  radial  styloid 
proce,ss  4 or  5 cc.  of  anesthetic  are  injected  into 
a subcutaneous  and  intrademial  cuff  around  the 
radial  one-third  of  the  wrist.  I'his  should  anes- 
thetize the  extensor  surface  of  the  ihumb  web  and 
the  radial  portion  of  the  dorsal  hand,  the  thumb, 
and  index  finger  (Fig.  1). 

Digital  Block 

Frequently,  only  the  finger  need  be  anes- 
thetized. A digital  nerve  block  .should  suffice. 
The  anesthesia  is  usually  superior  to  local  in- 
filtration and  the  advantage  of  avoiding  distor- 
tion at  the  operative  site  is  more  apparent  in  the 
limited  space  of  the  finger. 

4Vhile  excellent  block  of  the  nerve  can  be 
accomplished  by  “ring”  infiltration  at  the  base 
of  the  finger,  the  author  agrees  with  others^’ ^ that 
digital  blocks  are  best  administered  into  the 
lumbrical  canal.  Infiltration  of  anesthetic  around 
the  base  of  the  digit  is  painful.  Furthermore,  it 
causes  local  ti,ssue  pressure  and  a secondary 
decrease  in  venous  drainage,  thus  increasing  the 
distal  venous  pressure  and  subsequent  swelling 
within  the  digit.  This  results  in  further  compro- 
mise of  tissues  already  tlamaged  by  trauma  or 
surgery. 

In  contrast,  the  common  digital  nerves  in  the 
lumbrical  canals  are  surrounded  by  loose  fibro- 
areolar  tissue.  An  anesthetic  injected  into  this 
area  will  readily  diffuse  around  the  digital  nerves 
without  causing  excessive  local  pressure. 

Anatomic  Relationships:  Both  common  digital 
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nerves  and  arteries  divide  proximal  to  the  web 
and  supply  the  sides  of  adjacent  fingers.  lu  the 
w'eb  space,  these  sensory  nerves  are  just  volar  to 
the  lumbrical  tendons  (Fdg.  5).  .Since  there  are 
no  hmdrrical  sheaths  to  carry  the  digital  nerves 
to  the  radial  side  of  the  indc.x  finger,  the  ulnar 
side  of  the  little  finger,  and  the  flexor  surface  of 
the  thumb,  these  nerves  pass  in  the  fatty  tissue 
just  volar  to  the  respective  metacarpal  heads. 

4’echnicpie:  To  block  the  common  digital 
nerves,  the  needle  is  introduced  1.5  cm.  into  the 
web  space  in  the  plane  of  the  palm.  Following 
attempted  aspiration,  2 or  3 cc.  of  anesthetic  are 
injected. 

To  block  those  nerves  without  lumbrical 
canals,  i.e.,  those  to  the  flexor  surface  of  the 
thumb,  the  radial  aspect  of  the  index  finger,  and 
the  ulnar  border  of  the  small  finger,  the  fatty 
tissue  overlying  the  corresjjonding  metacarpal 
head  is  infiltrated  w'ith  2 cc.  of  anesthetic. 
Summary 

For  minor  hand  surgery  not  re([uiring  [)ro- 
longed  tournicpiet  control  of  bleeding,  wrist  and 
digital  nerve  block  anesthesia  can  provide  pain 
control  often  superior  to  local  infiltration  at  the 
operative  site. 
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ELECTROCARDIOGRAM 


OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  403) 


A 78-year-old  man  complained  of  chest  pain,  nausea  and  diaphoresis.  This 
ECG  was  taken  five  days  after  admission. 


Malcolm  B.  Pearce,  M.D. 

Associate  Professor  of  Medicine 
University  of  Arkansas  for  Medical  Sciences 
Little  Rock,  Arkansas  72201 
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from  the  Arkansas  poison  control- 
drug  information  center 

Emergency  poison  or  drug  information  for 
health  professionals  only. 

Pulaski  County:  666-5532  • WATS:  1-800-482-8948 


Plants  Pose  Potential  Problems 

D.  Karrol  Fowlkes* 


^/Approximately  one  out  of  every  ten  |x)ison 
calls  to  the  Arkansas  Poison  Ciontrol-Drug  Infor- 
mation Center  concerns  some  type  of  plant. 
Nationally,  5%  of  all  calls  to  Poison  Control 
Centers  involve  plant  materials,  ft  is  fortunate, 
indeed,  that  only  a small  percentage  of  all  the 
plants  known  cause  toxic  retictions.  Of  these 
“poisonotis"  plants  most  are  considered  mildly 
toxic  in  small  amounts,  usually,  ctntsing  local 
irritation  and  gastrointestinal  symptoms.  How- 
ever, there  are  a few  plants  that  can  ire  extremely 
toxic  if  eaten  in  sufficient  (piantity.  d’he  type  of 
plant,  the  amount  ingested,  the  particular  pat  t 
ingested,  the  season  of  the  year,  and  the  age  ;md 
size  of  the  person  who  ate  it  must  he  considered 
in  every  sns]rected  ingestion  ol  plant  material. 
I he  name  of  a plant  is  often  a problem  in  itself. 
The  common  and  colkK|nial  names  for  a plant 
vary  from  area  to  area.  Most  often,  the  common 
names  of  house  plants  are  known  by  the  owners. 
In  some  instances  a plant  taxonomist  is  retpiired 
to  truly  identify  a particular  plant,  as  in  the  case 
of  mushrooms.  Since  positive  identification  is 
often  unavailable,  a good  description  ol  the  plant 
is  helpful.  We  have  fountl  texts  of  common 
names  and  synonyms  to  Ire  helpfid  in  pinpointin  ; 
a particidar  plant. 

I he  Poison  Control  Center  can  aid  in  identifi- 
cation of  the  plant  anti  can  jrrovide  information 
as  to  toxicity,  signs  and  symptoms,  anti  treatment. 

'I'he  plants  which  are  tliscnssed  below  arc 
known  to  have  caused  internal  poisoning  in 
humans.  Only  those  which  are  routinely  en- 
countered in  onr  Center  are  inclutletl  in  this  brief 
review. 

A/t/.s7nYrorn.v  — d'hcre  are  several  thousaiitl 
species  of  mushrooms  in  the  Unitetl  States.  Of 

’‘Co-Director,  Poison  Control-Drug:  Information  Center,  College  of 
IMiarinacy,  Cniversity  of  Arkansas  for  Medical  Sciences,  4301  West 
Markham,  Little  Rock,  Arkansas  72201. 


these,  a relatively  small  number  are  toxic.  Ht)W- 
ever,  there  is  little  if  any  recognizaltlc  difference 
Ijetween  the  poisonous  varieties  and  the  edible 
ones.  Poisonous  and  edible  forms  of  mushrooms 
may  not  only  look  alike  but  may  grow  togethei  , 
even  in  the  same  formation.  No  attempt  will  be 
made  here  to  describe  the  jtoisonous  species,  but 
a few  of  the  more  important  and  common  tyj)es 
will  l)e  discussed  briefly. 

1.  Amanita  pJialloides,  A.  verna,  Ga  lei  in  a 
species  and  others  contain  a complex 
polypeptide  (tmianitine  and  phalloidine). 
1 here  is  commonly  a long  asynijnomatic 
period  (6-24  hours)  lollow^ed  l)y  extieme 
abdominal  jjtiin,  profuse  vomiting  and  dis- 
torted vision.  Degenerative  changes  can 
occur  in  the  kidney,  liver,  and  cardiac 
mnscnlature  with  circulatory  failure  and 
coma  following  in  2-16  days.  One  or  two 
mnshrooms  of  this  type,  raw  or  cooked, 
may  Ite  fatal.  Mortality  is  said  to  be  :is  high 
as  50  to  90  percent. 

2.  Amanita  /nnsraria  and  Clitorybc  species 
contain  choline  and  muscarine  which  can 
cause  rapid  symptoms  within  2 hours  after 
ingestion.  The  symptoms  commonly  seen 
arc  excess  tetiring  and  salivation,  excess 
sweating,  slow  pulse,  contracted  pupils, 
abdominal  cram])s,  vonnting,  and  diflicult 
breathing.  The  symptoms  may  be  severe 
but  are  rarely  fatal. 

3.  Psilocybe  contains  psilocybin  and  jjsilocin 
w4iith  are  hallncinogenic  com|)ounds  pro- 
ducing visions,  optical  distcji  tions,  and  a 
smotheiing  feeling. 

4.  Gynomitra  or  the  False  Molds  charactei  is- 
tically  cause  systemic  symptoms  while  affect- 
ing the  central  nervous  system.  Eai  ly 
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symptoms  are  diarrhea,  vomiting,  loss  of 
muscular  coordination,  and  severe  head- 
aches. 

5.  Boletus,  CUtocybe,  Coprmus,  Lactarius , 
Lepiota,  and  Russula  contain  gastrointesti- 
nal toxins,  d’hese  are  strong  purgatives 
causing  nausea,  vomiting,  diarrhea,  and 
hallucinations. 

“Mushrooming"  seemed  to  he  quite  popular  in 
certain  areas  ol  South  Arkansas  last  summer.  I’he 
physician  should  be  aware  that  certain  young 
people  have  been  seeking  out  the  “hallucino- 
genic" mushrooms.  There  have  been  reported 
cases  where  poisonous  mushrooms  have  been 
consumed  resulting  in  marked  illness  instead  of 
the  desired  “high"  of  the  Psilocybe. 

Caladium,  Elephant  Ear,  Dumbcane, 
Diffenbachia,  Philodendron 

All  of  the  plants  named  aliove  are  memljers 
of  the  Arum  family  and  all  contain  essentially 
the  same  toxic  constituents.  The  entire  plant 
contains  crystals  of  calcium  oxalate  and  some 
type  of  proteolytic  enzyme  which  produces  severe 
irritation  of  any  mucous  memliranes  contacted. 
1 he  intense  irritation  of  the  mucous  membranes 
may  produce  severe  edema  and  swelling  of  the 
tongue,  lips,  palate,  and  Imccal  surfaces,  thereliy 
limiting  swallowing  and/or  respiration. 

Narcissus,  Jonquil,  Daffodil 

.Ml  these  plants,  members  of  the  A7unryllis 
family,  are  extremely  popular  spring  flowering 
plants.  The  bulbs  of  this  gioup  will  cause 
nausea,  vomiting,  diarrhea,  trembling,  convul- 
sions and  may  even  be  fatal  if  eaten  in  ([uantity. 

Pokeberry,  Poke,  Pokeroot,  Poke  Salad 

Of  course,  all  the  names  above  refer  to  Poke- 
weed.  a memlier  of  the  Phytolaccaceae  family. 
This  native  perennial  herb  is  commonly  seen  in 
open  fields,  along  fences,  roadsides  and  other 
areas  of  rural  Arkansas.  The  entire  plant  is 
considered  poisonous,  in  particular  the  root, 
leaves  and  green  berries.  When  the  leaves  are 
properly  cooked  it  is  edible  (poke  salad).  Par- 
boiling the  leaf,  with  disposal  of  the  first  and 


last  cooking  water,  is  necessary  to  remove  tlie 
toxic  principle.  The  green  (immature)  berries 
are  much  more  toxic  than  the  purple  (mature) 
berries  .seen  later  in  the  season.  Pokeroot  has 
sometimes  been  mistaken  for  horseradish  or 
parsnips. 

Eating  of  the  poisonous  parts  of  the  plant  can 
cause  severe  stomach  cramps  and  pain,  nausea 
with  persistent  vomiting,  diarrhea,  slowed  and 
difficult  breathing  and  convulsive  tremors  may 
be  seen. 

Holly  Berries 

The  Holly  plant  is  an  evergieen  tree  or  shrub 
that  displays  bright  red  berries  in  late  summer 
and  fall.  The  berries  are  toxic,  producing  gastro- 
enteristis,  vomiting,  diarrhea,  stupor,  narcosis 
and  central  nervous  system  depression  if  eaten  in 
quantity. 

Pyracanthia,  Nandina  and  Liriope  Berries 

These  plants  and  their  berries  are  often  present 
in  yard  settings  for  their  decorative  appearance. 
The  berries  of  all  three  plants  have  not  been 
reported  to  be  toxic,  however,  caution  should  be 
observed  if  consumed  in  any  quantity. 

As  our  society  becomes  more  and  more  ur- 
banized, one  might  assume  that  human  plant 
poisoning  is  no  longer  a problem  as  was  the  case 
in  our  former  agrarian  society.  This  is  not  the 
case,  for  current  trends  such  as  the  “return  to 
nature"  movement  brings  families  into  direct 
contact  with  jiotentially  toxic  plants  through 
hiking  and  camping  activities.  In  addition  to 
this,  our  surburban  environment  has  provided 
space  for  large  lawns,  gardens,  patios,  and  limit- 
less house  plants.  .411  these  factors  mean  that 
poisonous  plants  can  be,  and  still  are,  the  cause 
of  .serious  illness  or  even  death  among  children 
and  adidts. 

It  is  not  my  wish  to  recommend  the  elimination 
or  eradication  of  potentially  toxic  plants.  I did 
wish,  however,  to  call  attention  to  a few  of  the 
poisonous  plants  as  potential  hazards  that  sur- 
round us  so  that  we  are  more  aware  of  the  clanger 
and  that  appropriate  precautions  may  be  taken. 
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Arkansas  Mobile  Home  Standards  Program 

James  Shelton,  Director* 


510  of  1973  provided  lor  the  Arkansas 
Uniform  Mobile  Home  Staiulards  Prooram  under 

O 

a nine  member  Mobile  Home  Commission  ap- 
pointed by  the  Governor  with  administration  by 
the  Arkansas  Department  of  Health. 

I'be  program  consists  of  adoption  of  the 
National  Standards  for  Manufacturing  Mobile 
Homes,  Inspection  of  Mobile  Home  Manu- 
facturing Plants  in  the  State  and  Mannfacturing 
Plants  located  out  of  State  shipping  mobile  homes 
into  Arkansas.  A seal  of  acceptance,  indicating 
that  all  mobile  homes  manufactured  for  use  in 
Aikansas  meet  all  laws  and  regidations,  is  re- 
(piired  to  be  attached  to  each  mobile  home  sold 
in  the  State. 

The  law  covers  only  the  manufacture  of  the 
mobile  home  and  does  not  provide  for  ]>roper 
installation.  Investigations  of  hundreds  of  moltile 
homes  indicated  that  the  installation  defects  were 
a major  problem. 

The  General  Assembly  passed  Act  580  of  1975 
amending  the  original  Mobile  Home  Standards 
Law  to  include  certification  of  manufacturers, 
dealers,  salesmen  and  anchoring  of  mobile  homes. 

1 he  Mobile  Home  Standards  Program  is  ad- 
ministered through  the  Bureau  of  Public  Health 
Engineering,  Division  of  Building  Safety. 

Since  the  Mobile  Home  Program  began,  over 
100  percent  improvement  has  been  made  in 
mobile  home  manufacturing.  In  the  ])ast  18 
months,  out  of  8,750  mobile  home  units  bearing 
the  Arkansas  Seal  of  Acceptance,  only  31  com- 
plaints have  been  received,  which  is  less  than  14 
of  1%.  All  31  complaints  were  minor  and  all 
were  corrected. 

Arkansas  has  just  provided  for  a Mobile  Home 

*Division  of  Building  Safety,  Arkansas  I)cj)artment  of  Healtli, 
4815  West  Markham.  Little  Rock,  Arkansas  72205. 


Commission  Trust  Fund  to  assure  that  the  manu- 
facturer, dealer  and  installer  will  correct  any 
deficiencies  tinder  the  required  standard  or 
warranty.  Should  said  manufacturer  or  dealer 
fail  to  make  corrections,  the  commission,  after  a 
hearing,  may  use  his  trust  fund  to  make  needed 
corrections. 

Each  manufacturer  and  dealer  pay  an  initial 
sum  into  the  trust  fund,  or  depository  account, 
and  continue  to  pay  for  each  mobile  home  sold 
in  Arkansas  until  the  manufacturer's  depository 
account  reaches  $2,500.00.  Payment  into  the 
depository  account  then  ceases,  d'he  fund  cannot 
be  withdrawn  until  two  years  after  the  manu- 
facturer has  ceased  to  do  business. 

Dealers  pay  into  a depository  account  the  same 
as  manufacturers.  However,  their  principal  sum 
is  $10,000.00  and  they  may  withdraw  their  ac- 
count one  year  after  ceasing  to  do  business  in 
Arkansas. 

.Arkansas  is  the  first  State  to  establish  a trust 
fund  depository  account.  This  was  done  due  to 
the  extreme  difficulty  and  cost  of  obtaining  a 
bond  that  would  protect  the  consumer  even 
though  the  manufacturer  or  dealer  ceased  to  do 
btisiness  or  entered  into  bankruptcy. 


ANSWER— Electrocardiogram  of  the  Month 

Complete  atrioventricular  dissociation.  Atria!  rate: 
72/min.  Ventricular  rate:  43/mln. 

Q waves  and  ST  segment  elevation  present  in  III  & AVF 
indicating  acute  inferior  myocardial  infarction.  Narrow 
QRS  complex  Indicates  bundle  pacemaker,  therefore  site 
of  block  is  probably  at  the  atrioventricular  node. 
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Thrombophlebitis 

Alfred  Kahn,  Jr.,  M.D. 


T..e  ciuieiu  problem  ol  lln umbophlebitis  is 
not  so  much  the  treatment  which  is  atlec[uate 
altliongh  mn  good— Itnt  its  prevention  and  early 
detection.  It  is  an  overwhelming  disaster  lor  a 
seemingly  well  person  to  go  to  a hospital  lor  an 
elective  operation  and  die  on  the  day  of  dis- 
ciKirge  from  a pulmonary  emitolus. 

harly  detection  of  thrombojddeltitis  depends 
on  a high  incle.K  of  suspicion.  An  unexplained 
lever,  slight  cliscondort  iti  the  calf,  an  unexpected 
dry  cough  may  be  the  harljinger  of  thrombojthle- 
bitis.  d'he  clilennna  is  that  c:)ften  confirmatory 
evidence  is  lacking.  Jf  one  keys  liis  diagnostic 
studies  to  difleretit  levels  ol  certainty  as  specitla- 
tive  presumptive  and  established— then  he  had 
better  treat  throml)ophlel)itis  when  it  is  at  the 
speculative  level  rather  th;ui  to  wait  for  a more 
conchisive  diagnosis— or  his  patient  may  be  dead. 
Not  avtiilable  here  are  .some  laboratory  aids  in 
establishing  diagnoses  as  radioactive  studies  to 
determine  the  presence  of  a clot  or  reliable  chemi- 
cal stitches  for  the  by-pi  t)clutts  of  massive  coagula- 
tion. Wdiether  the.se  newer  studies  would  advance 
the  time  of  treatment  is  dubicjiis  anyway  if  one 
treats  at  the  first  suspicion  of  thrombophlebitis. 
AVI  i;it  is  really  needed  is  a reliable  means  of 
detecting  the  throndjotic  prone  person  and  Or 
the  ]>resence  of  ineijrient  throndjophlebitis;  we 
have  no  such  tests  available. 

,\botit  the  best  that  the  medical  profession  has 
to  offer  is  treatment  aimed  at  the  prevention  of 
thrombopldeftitis.  Even  here  success  is  not  guar- 
anteed but  .some  ])rogre.ss  has  been  made.  Elastic 
binding  of  the  legs  has  been  tried  and  evith  some 
success  as  has  passive  motion  of  legs,  deviation  of 
legs,  etc.  A more  modern  version  of  the  com- 
pression technique  has  been  advocated  by  Clark, 
VfacGregor,  Prescott  and  Ruck  ley  who  used 
intermittent  pneumatic  compression  of  the  calf 


(Lancet,  A'olume  II,  Page  .a,  ftily  ti,  1974).  The 
authors  used  the  device  on  3b  patients.  No 
thrombi  as  detected  by  J ’-"^-fibrinogen  scanning 
were  fonnd  in  the  leg  on  which  the  iidermittent 
pneumatic  compre.ssiou  was  used;  7 thrombi  were 
lound  in  the  control  leg.  The  authors  recom- 
ineucl  bilateral  iutermittent  ]:)neumatic  compres- 
sion for  the  operative  and  immediate  postopera- 
ti\e  days.  Ehis  device  would  also  .seem  to  be 
worthwhile  in  selected  medical  ctises. 

Another  technicpie  of  avoiding  deep  venous 
thrombosis  in  postojaerative  patients  is  discusseef 
by  A.  E.  Carter  tincl  R.  Eban  (British  Medical 
|onrnal,  Ahalume  If,  Page  94,  Jidy  13,  1974). 
Ehey  have  presented  a series  of  204  cases  in 
which  107  were  given  hydroxy  chlorocjnine  and 
in  which  97  served  as  controls.  This  medication 
was  given  as  follows:  1200  mg.  were  given  pre- 
ceding surgery  and  800  mg.  per  day  were  given 
after  surgery  for  the  duration  of  the  hospitaliza- 
tion. The  diagnosis  of  deep  venous  thrombosis 
was  made  lay  scanning  the  legs  with  radioactive 
I’-'*  fibrinogen  daily  after  a loading  dose;  if  the 
count  over  the  legs  did  not  fall  daily,  a thrombosis 
was  suspected  and  a phlelaogram  was  jaerformed. 
Ehey  fonnd  1 case  of  tleep  vein  thrombosis  iia  66 
cases  of  men  treated  with  hydroxy  chlorotpiine 
ami  9 cases  in  58  control  men;  in  women,  tliere 
were  4 cases  in  41  treated  patients  and  8 cases  in 
the  ctantrols.  This  hydreaxy  chlorotpiine  seems  to 
oiler  some  protection  from  deep  vein  thrombo- 
phlebitis. 

.\  group  of  Edinlanrgh  Hospitals  had  a co- 
ojaerative  trial  concerning  the  prevention  of 
thrombosis;  8 surgical  tmits  participated  (Lancet, 
Vhalnme  II,  Page  119,  July  20,  1974).  The  thrust 
f)f  the  research  was  to  determine  if  small  do.ses  of 
heparin  were  more  sncce.ssfnl  than  intravenous 
Dextran  in  preventing  deep  vein  thrombosis. 


404 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Editorial 


'1  he  use  ol  iiui;i\eiu)ii.s  l)exti;in  |)rocluce,s  an 
iiurease  in  cir(nlatin<^  l)loocl  volume  and  other 
autliors  Iiave  stated  tliat  il  <>i\en  in  large  enougli 
closes  eat  ly  etiough  it  is  ellec  tive  in  reducing  the 
incidence  ol  tlnoinhophlehitis.  Dextran  was  used 
in  this  co-o|)et ative  [Mogram  in  the  lollowing 
manner:  aOO  cc  was  given  in  the  operating  room 
and  500  cc  was  given  on  the  lirst  and  second 
|>ostoperative  day.  130  patients  received  Dextran 
and  these  cases  were  compared  to  a control  gionp 
ol  128.  Deep  venous  thrombosis  was  diagnosed 


by  scanning  witli  1'-'’  librinogen.  I he  lesidts 
indicated  37%  ol  the  control  cases  developed 
thrombosis  whereas  only  25%  ol  the  Dextran 
treated  cases  had  thrombosis.  Hepaiin  was  tised 
subcutaneously;  2500  units  were  given  preojjera- 
tively  and  then  5000  units  twice  daily  until  the 
seventh  day.  Only  12%  ol  the  Heparin  cases 
developed  tin  ondtosis. 

1 he  problem  ol  thrombophlebitis  is  not  solved 
but  it  is  obvious  some  jjrogress  has  been  made. 


MEDICINE 


THE  MONTH  IN  WASHINGTON 

d he  ]>tiblic  interest  wotild  Ite  better  served  il 
the  nation  examined  the  goals  ol  a national 
health  insurance  program  within  the  context  ol 
the  existing  health  care  system  and  directed  its 
energies  toward  the  perlection  ol  that  system, 
the  American  iMedical  Association  said  today  in 
testimony  belore  a subcommittee  ol  the  House 
Interstate  and  Foieign  Clommerce  Committee. 

“It  is  unnece.ssary  to  gamble  on  a whole  new 
medical  health  system  in  order  to  meet  the  health 
care  needs  ol  all  Americans,"  AMA  president 
Max  11.  Parrott  told  the  Public  Health  and  En- 
vironment .Subcommittee. 

Pointing  to  the  large  problems  involved  in 
creating  a national  health  insurance  jrrogram. 
Dr.  Parrott,  a Portland,  Ore.,  practitioner,  said 
that  public  attitudes  toward  it  are  changing 
steadily. 

“d’hese  problems  have  been  brought  into 
better  locus  as  a result  ol  evidence  ol  the  ellects 
of  governmentally  administered  and  controlled 
programs  both  hei  e and  abroad. 

“Our  national  priorities  have  also  shifted 
because  of  the  effects  of  the  changing  economy, 
and  the  devastating  effects  of  inflation  on  all 
segments  of  our  society. 


“Signilitant  changes  have  taken  place  in  our 
health  .system  through  increased  manpower  pro- 
grams, incieased  facilities  construction,  increased 
levels  of  private  health  insurance  coverage,  and 
a variety  ol  other  progiams.  dheie  is  fuller 
realization  and  acknowledgment  that  this  coun- 
tiy’s  health  .system— under  attack  by  many  in  the 
course  of  the  NHI  tlebate— is  indeed  superior  to 
any  other  in  the  wan  Id,"  Di  . Parrott  said. 

Dr.  Parrott  told  the  subcommittee  members 
of  the  medical  profession's  national  health  instil - 
ance  plan  (H.R.  (1222)  which  builds  on  the  stnu- 
ture  of  the  pre,sent  system  of  employcr-em[doyee 
group  health  insurance  plans,  mandating  each 
emjtloyer  to  provide  comjtrehensive  and  cata- 
stiophic  benefit  coverage  with  the  em|doyer 
picking  up  at  least  ()5  peicent  ol  the  cost. 

Employees,  according  to  the  ,\M.\  spokesmen, 
would  not  be  compelled  to  pai  ticipate.  d he 
self-employed  as  well  as  the  non-employcd  cotdd 
purcha,se  (pialified  private  health  insurance, 
through  ]x)ols  if  needed,  at  a cost  not  more  than 
125  percent  of  the  cost  of  group  plans.  And, 
after  a certain  level  of  co-instirance  is  reached, 
depending  tipon  income,  the  insurance  w'onld 
cover  all  remaining  costs  as  a complete  protection 
against  catastrophic  costs. 
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Dr.  Parrott  pointed  out  that  in  pressing  for 
the  adoption  of  any  particular  NHI  proposal, 
sincerity  ninst  not  lie  conftised  with  objectivity— 
‘•\Ve  cannot  afford  to  have  a program  of  stich 
importance  fail. 

“We  must  avoitl  the  mistake  inherent  in  those 
proposals  which  woidd  lock  medicine  into  a 
rigid,  monolithic,  no-choice  bureaucratic  system. 
.Such  a creation  would  be  impossible  to  reverse, 
ft  would  lie  an  undertaking  full  of  promise  but 
empty  of  fulfillment.  Establishment  of  cost 
control  through  fixed  budgets  including  ailiitrary 
fee  schedules  woidd  result  in  curtailment  of  care 
and  iliscourage  participation  by  providers. 

“A  look  at  the  ctirrent  trouble  of  the  British 
health  care  system  impels  a close  re-examination 
of  the  alleged  need  for  stich  drastic  action,”  Dr. 
Parrott  said. 

* * * # 

The  Senate  Finance  Committee  also  approved 
with  few  changes  Medicare  Amendments  adopted 
earlier  by  the  House.  The  major  one  assures  that 
no  prevailing  Afedicare  fee  for  this  fiscal  year  is 
less  than  for  the  previous  fiscal  year.  An  un- 
intended effect  of  the  new  law'  tying  physicians 
Medicare  reimbursement  in  with  a cost-of-living- 
type  index  was  to  roll  back  some  fees.  HEW 
didn’t  W’ant  to  do  anything  about  it,  but  the 
House  at  the  urging  of  the  AM.\  and  other 
grou]is,  agreed  to  prevent  the  rollback. 

The  Senate  Committee  added  language  to  the 
House  provision  lo  indicate  that  in  calculating 
the  controversial  fee  index  HEW  shonkl  include 
to  the  extent  feasible  “factors  related  to  any 
increases  in  costs  of  malpractice  insurance  and 
that  index  calculations  should  be  prepared  on  a 
regional  rather  than  a national  basis.” 

The  other  Metlicare  changes  include: 

**A  one-year  extension  of  authority  to  grant 
waivers  of  nursing  staff  retpiirements  in 
rural  areas  w'here  nurses  are  in  short 
supply.  The  House  had  approved  a three- 
year  extension. 

**Repeal  of  a present  provision  which  wotiltl 
make  the  Federal  Employees  Health  Pro- 
gram rather  than  Medicare  the  primary 
payer  of  benefits  for  older  or  retired  U.  S. 
workers,  d he  amendment  specifies  that 
Medicare  be  the  primary  payer  for  people 
eligible  for  both  programs. 

# * # * 


Physicians  in  some  larger  states  containing 
more  than  one  Professional  Standards  Review 
Organization  area  may  have  a chance  to  choose  a 
single,  statewide  plan  niuler  legislation  approved 
liy  the  .Senate  Finance  Committee.  Texas,  Louisi- 
ana and  possilily  some  other  states  would  qualify, 
the  Health,  Education  and  Welfare  Department 
said. 

d’he  amendment  by  Sen.  Lloyd  Bensten  (D- 
Texas)  applies  to  states  that  have  been  divided 
into  PSRO  areas,  and  where  no  conditional 
PSROs  have  yet  been  designated.  The  HEW 
Department  would  poll  the  physicians  in  the 
areas  to  determine  their  preference  for  a local  or 
a state-wide  PSRO.  If  a majority  of  physicians  in 
each  area  approve  the  state-wdde  plan,  the  verdict 
w'otiltl  have  to  be  accepted  by  HEW. 

The  Texas  Medical  Association  and  other  state 
societies,  as  well  as  the  AMA  have  fought  for 
the  rights  of  larger  states  to  become  single  PSRO 
areas,  btit  the  HEW  Department  turned  down 
the  appeals  on  grounds  PSROs  were  intended  to 
be  primarily  local.  As  a result,  large  population 

states  were  divided  into  several  PSRO  areas. 

# # * * 

I’lie  Medical  Liability  Commission  has  urged 
Congress  not  to  employ  National  Health  Insur- 
ance as  a vehicle  for  forcing  a federal  solution  to 
the  professional  liability  problem. 

Gale  Richardson,  M.D.,  a member  of  the  Lia- 
bility Commission,  told  the  House  Ways  and 
Means  Subcommittee  on  Health  that  the  causes 
of  the  liability  crisis  “vary  in  kind  and  in  relative 
emjihasis  from  state  to  state.  This  is  one  reason 
that  the  remetlies  should  be  sought  within  the 
individual  states.” 

“\\T  are  particularly  opposed  to  linking  of 
this  prohlem  in  any  way  with  national  health 
insurance,”  said  Dr.  Richardson. 

1 he  Commission  is  composed  of  20  national 
metlical  specialty  and  institutional  provider 
groups,  including  the  AM.\,  the  American  Hos- 
pital Association  and  major  specialty  associations. 

Dr.  Richardson  noted  that  there  have  been 
suggestions  that  under  NHI  the  government  pay 
the  liability  premium  for  physicians  who  accept 
assignment.  He  cited  speculation  that  physicians 
may  be  willing  to  accept  government  control  of 
medicine  in  return  for  having  tlie  burden  of 
liability  premiums  lifted. 

“We  do  not  believe  that  limiting  the  rights  of 
patients  or  the  rights  of  any  class  of  citizens  is  a 
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liropcT  apjiroach  to  ilie  soliiiion  oi  this  problem 
—nor  do  we  believe  that  granting  by  Congress  ot 
immunity  to  physicians  or  any  other  group  at  any 
time  is  a proper  approach,”  Dr.  Richardson 
declared. 

Dr.  Richardson  said  “both  the  immediate  and 
longer  range  remedies  can  be  more  responsive  to 
the  needs  of  all  concerned  if  approached  at  the 
most  practical  local  level— state  legislatures  when 
legislative  remedies  are  recjnired.” 

Dr.  Richardson  said  the  liability  proitlem 
shoidd  be  corrected  by  innovative  changes  which 
shonld  be  evolutionary  and  not  revolutionary. 

“^V^e  strongly  oppose  those  who  believe  that 
the  answer  to  the  weaknesses  in  onr  system  is  a 
controlled  economy  and  a government  which  is 
more  important  than  those  it  governs,”  he 
asserted. 

MALPRACTICE 

riie  following  letter  is  published  as  a matter 
of  interest  to  the  membership. 

20  January  1976 

The  Honorable  David  Pryor 
Ciovernor  of  Arkansas 
State  Capital  Building 
Little  Rock,  Arkansas 

Dear  David: 

I enjoyed  talking  to  you  on  the  phone  yester- 
day and  hope  to  see  you  in  the  near  future  when 
we  can  talk  aiiout  old  times  and  more  pleasant 
subjects.  Now,  however,  I would  like  to  present 
again  the  figures  wliich  we  talked  about  on  the 
phone  yesterday.  First,  in  regards  to  the  Boone 
County  Hospital  in  Harrison:  In  June  of  1974 
for  lOObSOO  thousand  coverage  jrlus  the  one  mil- 
lion umlnella,  the  Boone  County  Hospital  ]>re- 
mium  was  $6,695.  In  June  of  1975  for  100/300 
thousand  coverage  only,  no  umbrella,  our  pre- 
mium was  $21,914.  In  August  the  administration 
discussed  with  St.  Paul  the  possilhlity  of  oI>t;iin- 
ing  the  one  million  dollar  umbrella  and  tliey 
wanted  a premium  of  $29,750.  thought  tliis 
price  w'as  high  and  then  in  Septemiter  they  in- 
formed us  they  did  not  desire  to  sell  Boone 
County  Hospital  a one  million  dollar  umlnella. 

In  regards  to  Rogers  Memorial  Hospital, 
Rogers,  Arkansas:  In  1974  their  premium  for 
100/300  thousand  coverage  plus  the  one  million 
dollar  umbrella  was  $36,000  and  in  1975  their 


premium  is  $274,000.  As  I understand  it,  Rogers 
Memorial  of  course  did  not  have  this  sort  of  cash 
and  they  are  paying  tlieir  premium  on  a monthly 
Ijasis. 

St.  Bernard’s  Hospital  in  Jonesboro,  Arkansas: 
In  1974  for  100/300  thousand  plus  the  one  mil- 
lion dollar  umlnella  tlie  premium  was  $36,000. 
In  1975  the  premium  asked  was  $213,000.  I'hey 
were  unable  to  pay  this  premium  and  they  are 
now  claiming  good  Samaritan  benevolence  and 
are  not  insured. 

You  are  of  course  familiar  with  tlie  problems 
at  the  Arkansas  Baptist  Hospital  as  was  outlined 
in  the  paper  and  as  I understand  it,  they  are  now- 
going  to  pay  $478,000  for  $500,000  coverage. 

The  physicians  here  in  Harrison  w-ere  cpiite 
surprised  at  Ark  Monroe’s  statement  that  there 
is  no  malpractice  jnoblem  in  Arkansas.  I some- 
what tend  to  agree  with  Mr.  Monroe’s  statement 
in  that  I don't  really  feel  that  there  is  a mal- 
practice problem;  how-ever,  there  is  a problem 
with  what  we  feel  are  excess  charges  by  the  in- 
surance companies.  You  are  probably  awxire  that 
most  of  the  doctors’  premiums  in  Arkansas  did 
not  go  up  this  year  on  100/300  thousand  cover- 
age but  the  one  million  dollar  umbrella  did  go 
up  significantly.  St.  Paul  has  saitl  that  they  wull 
attempt  to  make  the  coverage  chea]>  this  year 
and  that  we  can  expect  a premium  increase  of 
approximately  33  percent  ;i  year  for  the  next 
three  years.  1 his  will  then  level  out  to  increase 
at  an  unknowm  rate  in  the  future.  1 am  sure  you 
are  also  aware  that  our  insurance  coverage  has 
now-  changed  from  an  occurrence  type  policy  to 
a claims  made  type  policy.  For  coverage  after 
one  (piits  practice  you  will  have  to  purchase  mal- 
practice insurance  for  three  years  aftei  the  cessa- 
tion of  your  practice  to  remain  coveted  for  the 
yeais  during  your  jnactice.  St.  Paul  will  not 
say  what  amount  you  will  have  to  pay  for  this 
coverage  after  one  either  dies  or  (puts  practice. 

As  I stated  before,  I don’t  really  think  there 
is  a nndjnactice  problem  in  .\ikansas.  Accord- 
ing to  the  figures  which  Ark  Monroe  fimdly  ob- 
tained from  St.  Paul,  there  were  only  215  claims 
paid  from  1972  through  1971.  The  average 
amount  on  each  claim  wxis  $6,000  w4iich,  if  my 
arithemetic  is  correct,  would  amount  to  some- 
thing around  one  and  one-half  million  dollars. 
If  we  then  .say  that  the  1,600  practicing  physicians 
in  /\rkansas  are  paying  an  average  amount  of 
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$2,000  this  amounts  to  around  three  million.  It 
woidd  therefore  ap{)ear  that  the  insurance  com- 
panies are  doing  fairly  well  in  Arkansas  at  the 
present  rates.  As  can  be  seen  from  the  charges 
now  levied  on  the  hospitals  in  1975,  I would 
anticipate  that  within  the  next  two  to  three  years 
the  charges  to  physicians  will  increase  in  a like 
manner.  The  hospitals  of  course  are  going  to 
ha\e  to  increase  their  charges  for  room  rates  and 
services  to  pay  these  premiums.  We  all  realize 
that  idtimately  these  rising  costs  will  be  passed 
on  to  the  patient,  escalating  the  already  high  cost 
of  medical  care. 

It  woidd  seem  to  me  that  it  is  readily  apparent 
that  for  the  protection  of  the  patient  and  the 
physician,  it  would  behove  us  as  citizens  of  Ar- 
kansas to  make  sure  that  we  are  getting  our 
dollar’s  worth  for  malpractice  coverage.  ^Vith 
the  few  claims  paid  in  the  three-year  period  from 
1972  through  1974  one  wonders  if  we  are  not 
having  to  pay  premiums  to  offset  the  insurance 
companies'  losses  in  the  stock  market  and  their 
losses  in  malpractice  claims  in  states  such  as  Cali- 
fornia, Maryland,  and  Indiana  which  are  notably 
high  risk  states. 

David,  there  are  many  of  us  in  .Arkansas  who 
are  ijuite  interested  in  this  problem,  not  only 
because  we  feel  it  is  unfair  to  us  as  jihysicians, 
but  realizing  that  these  costs  are  lieing  levied 
on  us  by  the  insurance  companies  and  will  ulti- 
mately be  passed  on  to  the  patient,  increasing 
the  cost  of  medical  care  without  increasing  the 
quality.  I woidtl  hope  to  have  your  siq^port  in 
finding  some  solution  to  this  matter. 

.Sincerely, 

Thomas  E.  Bell,  M.D. 

H;  nTi,son,  .Arkansas 

* # # # # 

COUNCIL  MINUTES  OF  THE 
ARKANSAS  MEDICAL  SOCIETY 

I'he  Council  of  the  Atkansas  Medical  Society 
met  at  12:00  noon  on  Sunday,  February  1,  1976, 
in  the  Camelot  Inn,  Little  Rock.  Members  of 
the  Council  present  were:  Long,  Townsend. 
Duzan,  Crow,  Fairley,  Gray,  J.  Bell,  P.  Bell, 
Irwin,  Jameson,  Harris,  Andrews,  Clark,  Orr, 
Kolb,  Henry,  Kirby,  Kutait,  'Watson,  Ellis,  and 
Wilkins.  Others  present  included  Edgar  Easley, 
George  Mitchell,  Robert  Benafield,  Purcell 


Smith,  Ken  Lilly,  Mr.  "Warren,  Mr.  Schaefer,  Miss 
Richmond  and  Mr.  Alclntosh. 

Invocation  was  by  G.  R.  Ellis. 

I'he  Gouncil  observed  a moment  of  silence  in 
memory  of  G.  Lewis  Hyatt,  a past  president,  and 
4Vinston  Shorey,  a former  dean  of  the  Medical 
School. 

Ghairman  Long  expressed  the  Society's  ap- 
preciation to  Dr.  Shuffield  and  Mr.  4Varren  in 
getting  the  Legislature  to  recommend  the  mal- 
jnactice  amendment  for  a lote  by  the  people  in 
November.  Dr.  Long  and  Mr.  Schaefer  also  ex- 
pressed thanks  to  the  members  of  the  Society  and 
the  .Auxiliary  for  their  help  in  legislative  con- 
tacts. President  Townsend  stressed  the  need  for 
members  of  the  Society  to  give  Dr.  Shuffield  more 
support  in  his  legislative  efforts. 

4 he  Council  transacted  business  as  follows: 

1.  \'oted,  by  motion  of  Kolb,  to  siqjport  a reso- 
lution by  the  .Medical  Society  of  the  State  of 
New  York  opposing  the  use  of  the  Social  Se- 
curity number  as  a universal  numbering 
identifier. 

2.  L’^pon  the  motion  of  Harris,  voted  to  under- 
write the  Prayer  Breakfast  at  the  1976  .An- 
nual Session  in  an  amount  up  to  $300  if  re- 
ceipts are  not  sufficient  to  cover  costs. 

3.  George  Mitchell  jiresented  a proposed  neiv 
approach  to  making  Blue  Shield  payments. 
I'nder  the  plan,  the  physicians  in  the  State 
woidtl  receive  a Procedure  Code  Manual  with 
relative  values  assigned  to  each  procedure. 
On  an  annual  basis.  Blue  Shield  would  de- 
velop a dollar  conversion  for  each  field  of 
practice  on  a statewide  liasis.  Blue  Shield 
would  modify  the  existing  participating  con- 
tracts to  illustrate  such  a “fee  schedule"  ar- 
rangement and  ivoidd  incorporate  an  ujxlat- 
ing  methodology.  L^pon  the  motion  of  Orr, 
the  Council  voted  to  approve  the  concept  of 
the  proposal  as  presented  i)y  Dr.  Mitchell.  If 
the  proposal  is  approied  by  the  Board  of 
Trustees  of  Blue  Cross- Blue  Shield,  it  will 
then  be  presenteil  to  tlie  House  of  Delegates 
in  .April  for  approval  of  that  group. 

4.  4 he  Council  considered  HR  10641  and  HR 
11324,  identical  bills  introduced  by  Congiess- 
men  Hammerschmidt,  4 hornton,  and  Alex- 
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;iiulcr.  I'lH)!!  the  motion  ol  Orr,  the  (’.ouiuil 
Noted  to  .i|)|)ro\e  the  |)riii(i])le  ol  tlie  pro- 
posed legislation  and  to  letpiest  elai  ilieation 
Itoni  ('.on«ressinan  I lainniei  selnnith  on  the 
intent  of  some  provisions  of  the  bill.  It  Nvas 
generally  agreed  that  (iongiessman  llannner- 
sehmidt  or  one  ol  his  legislative  aides  wonld 
be  asked  to  meet  with  the  Cionneil  to  diseiiss 
HR  I Ob  II. 

a.  Robert  W'atson.  President  of  the  Medieal  Ed- 
neatioii  Eonndation  for  .\rkansas,  reported  to 
the  Conneil  on  the  aetiNities  of  AfkLFFA.  lie 
advised  that  .\IFFF.-\  noNv  has  5b<S,739  in  as- 
sets Nvith  an  annual  interest  ineonie  ol  o\er 
•IsldlOO.  He  repot  ted  that  the  MEFF.\  Roai  d 
favors  retention  of  the  principal  and  is  seek- 
ing recommendations  on  the  application  of 
the  S-l,00()-.Sr),000  available  annually  from 
interest  income.  Fhe  Cionncil  voted  to  accept 
Dr.  Watson's  re|x)rt  Nvith  an  expre,s.sion  of 
thatiks  lor  the  Board's  handling  of  the 
MFFF.-\  hinds  and  approval  and  endorsement 
of  the  jrlan  jrresented. 

b.  Fhe  Council  voted,  u|)on  motion  of  Y.  E. 
Fownsend,  to  Nvrite  the  physicians  selected 
for  Board  jrositions  on  the  four  Health  .Sys- 
tems Agencies  thanking  them  for  acce|)ting 
the  appointment  and  assuring  them  erf  So- 
ciety support  in  their  efforts.  For  those  |rhy- 
sicians  rejrresenting  the  Medical  Society,  it 
Nvas  suggested  that  they  be  asked  to  advise 
the  .Society  if  they  should  become  unable  to 
participate  fully  in  the  health  planning  ac- 
tivities. 

7.  Cihairman  Fong  reviewed  the  status  of  the 
various  Ciouncil  committees  and  suggested  le- 
evaluation.  Upon  the  motion  of  Oir,  the 
Council  atithoii/ed  the  Cihairman  to  take 
action  to  up-date  the  Ciouncil  committees  and 
recpiested  that  he  re]joi  t back  to  the  Council. 

S.  J'he  Council  selected  John  P.  Ifurge  of  Fake 
\bllage  as  a nominee  for  the  Sixth  Con- 
gressioual  District  position  on  the  State  Boaicl 
of  Health.  Fhe  names  of  Dr.  Burge,  Robert 
F.  McCrary  of  Hot  .S|aings  and  Robert  H. 
.\tkinsou  of  Hot  Spi  ings  Nvill  be  submitted 
to  the  Ciovernor  for  the  position  held  by  C. 
Fenvis  Hyatt  prior  to  his  death. 

9.  "F.  F.  'FoNvnsend  of  I’ine  Bluff  Nvas  selected 
by  the  Council  as  a nominee  for  a position 
on  the  C.ouncil  on  Medical  Service  of  the 
.\merican  Medical  .Xssoc  iation. 


I he  Ciouncii.  in  Executive  Session,  took  the 

following  act  ions: 

1.  I'jjon  the  motion  ol  Orr,  the  Ciouncil  ap- 
proved the  Scjciety  budget  for  197b  as  pie- 
sentecl  by  Kenneth  R.  Du/an  for  the  Budget 
Ciommittee. 

2.  Ml.  Schaelei  explained  recommendations 
from  a consultant  on  desired  changes  in  the 
.Arkansas  Medical  Society  Employees  Pension 
Plan.  Flpon  the  motion  of  Irwin,  the  Coun- 
cil voted  to  discontinue  the  1%  cmjtloyee 
contribution  under  the  Pension  Plan  and  to 
refund  contributions  made  to  date  by  partici- 
pating employees. 

Flic  (Council  adiourned  at  2:25  p.m. 

.\PPR()VED:  C.  C.  Fong,  M.D. 

Cihairman  of  the  Ciouncil 


PROCEEDINGS 

OF 

, SOCIETIES 


Fhe  Fifth  Ciouncilor  District  of  the  .Aikansas 
.Medical  Society  mei  on  January  21  at  tlie  FI 
Dorado  Ciountry  (dub,  FI  Dorado,  Arkansas. 


New  officers  were  elected  for  the  year  197b. 
President:  Dr.  James  Guthrie,  Camden;  \dcc 
President;  Dr.  Cieorge  P.  Wynne,  Warren;  Sec- 
retary; Dr.  (diaries  Weber,  Magnolia:  Repre- 
sentative to  the  Arkansas  .Medical  (Council:  Dr. 
Jack  Jameson,  (duiiclen. 

Fhe  members  heard  a report  of  the  Council 
activities  from  Dr.  John  Henry  Moore.  He  spoke 
of  tlie  malpractice  jiroblem  that  tlie  jieople  of 
,\rkansas  must  solve.  He  encouraged  the  jdiysi- 
cian  to  give  the  public  the  information  needed 
to  obtain  their  favorable  support  when  this  issue 
is  voted  on  in  the  general  election. 

(Tiiest  speaker  was  Dr.  Dola  ddiompsoii  of  the 
.Anesthesia  Department  of  the  University  of  .Ar- 
kansas College  ol  .Medicine. 

Dr.  Jim  (futhrie,  jiresidcnt-elect,  spoke  of  the 
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need  for  the  physician  to  get  involved  in  the 
Health  Service  Agencies.  This  is  important  work 
that  is  being  done  and  it  needs  the  physicians 


of  the  State  to  become  members  of  the  various 
Itoards  that  govern  these  service  agencies. 

Total  attendance  was  72. 


THINGS 


TO 

COME 


THIRD  ANNUAL 

ASPEN  MUSHROOM  CONFERENCE 
HOTEL  JEROME 
ASPEN,  COLORADO 
AUGUST  8-13,  1976 

The  Third  Annual  Aspen  Mushroom  Con- 
ference is  designed  for  physicians,  amateur 
mycologists  and  scientists  interested  in  the  identi- 
fication and  toxic  properties  of  mushrooms.  The 
Conference  is  sponsored  by  the  Colorado  Moun- 
tain College,  Glenwood  Springs  and  the  Beth 
Israel  Hospital,  Denver,  Colorado. 

An  outstanding  group  of  Colorado  and  visiting 
mycologists  and  jahysicians  will  serve  as  a factilty 
lor  the  Conference.  Dr.  Alexander  H.  Smith,  the 
senior  factdty  memljcr,  is  the  author  of  a Field 
(iiiide  to  Western  Musliroovis  and  is  the  Pro- 
fessor of  Botany  at  tlie  University  of  Michigan. 

Dr.  Rolf  Singer,  Professor  of  Botany,  Field 
Museum,  Chicago,  and  author  of  Agaricales  in 
Modern  Taxonomy  will  serve  as  distinguished 
visiting  professor  at  the  1976  Aspen  Mushroom 
Conference.  He  will  conduct  a five  session  course 
on  mtishroom  microscopy  for  a limited  number 
of  advanced  sttidents. 

Fhe  program  will  be  structured  for  the  be- 
ginner as  well  as  the  advanced  student  by  offering 
independent  teaching  sessions  for  each  gioup. 
Didactic  sessions  and  refresher  courses  on  mush- 
room identification  will  he  held  in  the  early 
mornings  and  later  afternoons  at  the  novice  and 
advanced  sttident  levels.  Courses  on  advances  in 
the  diagnosis  aiid  treatment  of  mushroom  poison- 
ing and  on  hallucinogenic  mushroorns  including 
taxonomic,  chemical  and  psychological  aspects 
will  be  offered  to  physicians  and  others  interested 
in  these  subjects. 


Generally,  in  the  late  summer,  the  Aspen 
mountains  are  productive  of  a wide  variety  of 
mushrooms.  Experienced  leaders  will  conduct 
daily  forays  into  the  surrounding  mountains  to 
collect  edible  and  poisonous  species  and  study 
their  field  characteristics. 

Adecpiate  time  will  be  allowed  to  participate 
in  leisure  mountain  activities  including  the  re- 
nowned Aspen  Music  Festival. 

For  ftn  ther  information  contact:  Aspen  Mush- 
room Conference,  1818  Gaylord  Street,  Denver, 
Colorado  80206.  Phone  (303)  320-5333. 

* # * * 

Interspecialty  Postgraduate  Seminar 

An  interspecialty  postgraduate  seminar  regard- 
ing the  spine  will  be  presented  April  12-14,  1976, 
in  Phoenix,  Arizona.  Guest  faculty  include  noted 
orthopedic  surgeons  and  radiologists.  The  course 
is  approved  for  fifteen  hours  of  Category  I credit 
by  the  American  Medical  Association.  Tuition 
is  $1 10.  For  ftirther  information  write  to:  Austin 
R.  Sandrock,  M.D.,  Program  Director,  Depart- 
ment of  Radiology,  Maricopa  County  General 
Hosjjital,  2601  East  Roosevelt,  Phoenix,  Arizona 
85008. 

Arkansas  Chapter,  American  College 
of  Surgeons,  to  Meet 

The  Arkansas  Chapter,  American  College  of 
Surgeons,  will  hold  its  Hot  Springs  meeting  at 
the  Velda  Rose  on  Friday  and  Saturday,  March 
19th  and  20th.  The  meeting  will  be  conducted 
by  Dr.  Schwartz  from  the  Department  of  Surgery 
at  the  Univei-sity  of  Rochester,  Rochester,  New 
York.  Dr.  Schwartz  will  also  deliver  the  Masatiki 
Hara  Lecture  on  March  18th  at  the  Medical 
Center  in  Little  Rock. 

American  Board  of  Family  Practice 
Certification  Examination  Slated 

The  American  Board  of  Family  Practice  cer- 
tification examination  will  be  given  October 
30-31,  1976.  The  two-day  written  examination 
will  be  held  in  seven  cities  geographically  dis- 
tributed throughout  the  United  States.  Infor- 
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matioii  regarding  the  examination  may  be  ob- 
tained by  writing;  Nicholas  J.  Pisacano,  M.D., 
Executive  Director  and  Secretary,  American 
Board  of  Family  Practice,  Inc.,  University  of 
Kentucky  Medical  Center,  Lexington,  Kentucky 
40506. 

It  is  necessary  for  each  physician  desiring  to 
take  the  examination  to  file  a comjtleted  appli- 
cation with  the  Board  office.  Deadline  for  re- 
ceipt of  applications  is  June  15,  1076. 

Postgraduate  Symposium  Announced 

d'he  Yale  School  of  Medicine  has  announced 
a postgraduate  symposium,  “Portal  Systemic 
Encepathalopathy  in  Hepatic  Coma:  Patho- 
genesis Assessment  and  New  Forms  of  Therapy’’ 
schedided  for  November  11-13,  1976,  at  the  Yale 
New  Haven  Medical  Center,  New  Haven,  Con- 
necticut. For  further  information  contact  Harold 
O.  Conn,  M.D.,  Yale  University  School  of  Medi- 
cine, Department  of  Internal  Medicine,  333 
Cedar  Street,  New  Haven,  Connecticut  06510. 

Cardiovascular  Seminar 

A Cardiovascular  Stre.ss  Testing  Seminar  will 
be  held  June  10-13,  1976,  at  the  Convention 
Center  in  Little  Rock,  Arkansas,  l ire  seminar 
is  being  sponsored  by  the  Division  of  Cardiology, 
PIniversity  of  Arkansas  for  Medical  Sciences  and 
by  the  Council  of  Clinical  Cardiology'.  This 
Continuing  Medical  Education  offering  meets 
the  criteria  for  17  hours  of  credit  in  Category  I 
for  the  Physician’s  Recognition  Award  of  the 
.\MA.  Enrollment  is  limited.  For  more  tletails 
contact  John  E.  Dotiglas,  M.D.,  Associate  Pro- 
fessor, Department  of  Medicine,  PIniversity  of 
Arkansas  for  Health  Sciences,  4301  West  Mark- 
ham, Little  Rock,  Arkansas  72201. 

Oklahoma  Medical  Summit 

The  Oklahoma  Medical  Snmmit  will  be  held 
May  6-9,  1976,  at  the  Lincoln  Plaza  Convention 
Center  in  Oklahoma  City.  This  is  a joint  ven- 
ture of  the  Oklahoma  State  Medical  Association, 
the  Oklahoma  Academy  of  Family  Physicians, 
the  Oklahoma  City  Clinical  Society,  and  over 
twenty  other  health  related  organizations.  Sci- 
entific and  general  intere.sit  programs  have  been 


arranged.  If  you  wotild  like  additional  informa- 
tion, contact  Gary  Strebel,  M.D.,  Publicity  Chair- 
man, Oklahoma  Medical  Summit  ’76,  601  North- 
west Expressway,  Oklahoma  City,  Oklahoma 
73118. 

Four  Humanities  Seminars  to  Be  Held 

The  National  Endowment  for  the  Humanities 
will  again  sujrport  a program  of  humanities  semi- 
nars lor  physicians  in  1976.  I'he  seminars  will 
bring  metlical  practitioners  together  with  dis- 
tinguished humanists  from  the  fields  of  history, 
religion,  sociology,  and  philosophy  for  a month 
of  full-time  study  devoted  to  such  issues  as  ethical 
conflicts,  the  purpose  and  limits  of  medical  pro- 
fessions and  their  relations  to  the  community. 

I'he  seminar  dates  and  places  are  June  1-30, 
University  of  Pennsylvania  in  Philadelphia; 
June  28-Jidy  23,  Indiana  Phiiversity  in  Bloom- 
ington; August  9-September  3,  4'he  Ohio  State 
PIniversity  of  Columbus;  September  13-October 
8,  Phiiversity  of  Texas  Medical  Branch  at  Gal- 
veston. 

For  further  information  about  applications 
for  these  seminars  and  other  details  contact: 

Professor  John  C.  Burnham 
Department  of  History 
The  Ohio  State  PIniversity 
230  Wes  t 1 7 1 h A ve  n n e 
Columbus,  Ohio  432 10 

Profe.ssor  Renee  C.  Pox,  Chairman 
Department  of  Sociology 
128  McNeil  Bidlding  CR 
PIniversity  of  Pennsylvania 
Philadelphia,  Pennsylvania  19174 

Professor  VVhlliam  1'.  May,  Chairman 
Department  of  Religious  Stuilies 
Sycamore  Hall  230 
Indiana  PIniversity 
Bloomington,  Indiana  47401 

Professor  H.  Tristram  Engelhardt,  Jr. 
Institute  for  the  Medical  Humanities 
University  of  Texas  Medical  Branch 
Galveston,  Texas  77550 
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Doctor  Locates 

Dr.  James  \V'.  Freeland  of  Star  City  has  an- 
nounced tliat  his  son-in-law,  Dr.  Shelley  Crillin. 
has  joined  the  Freeland  Medical  Clinic  lor  the 
pi  act  ice  of  general  medicine. 

Physicians  Receive  Award 

Members  of  the  .Arkansas  Medical  Society  who 
have  received  the  1974  American  Medical  As- 
sociation's Physician  Recognition  .Award  for  Con- 
tinuing Medical  Education  are  Drs.  James  R. 
Bearden,  Fay  W.  Boo/man,  John  C.  Holder,  John 
4\'.  Joyce,  John  \V.  Lane,  Joseph  \V.  Matthews, 
Burton  A.  Moore,  Sanford  Rubin,  4\hlfred  J. 
Schwarz,  Walter  C.  Selakovich,  Jyi-Ming  Tseng, 
Ralph  S.  Wilson,  all  of  Little  Rock;  John  M. 
Boyce  of  Springdale:  .Michael  L.  Bulfington  of 
DeOueen;  Charles  H.  Chalfant  of  Booneville; 
Robert  A.  Etherington  and  Hunter  .M.  Steadman, 
both  of  Eureka  Springs;  Roy  G.  Girkin,  William 
T.  Huskison,  Robert  H.  Janes,  .Albert  S.  Koenig, 
all  of  F'ort  Smith;  Fhnest  H.  Har|X.a'  of  North 
Little  Rock;  Jimmie  J.  Magie  of  Conwav;  E.  Jane 
Mauch  of  Russellville;  Carl  E.  Noithcutt  of 
Stuttgart;  Earl  Parsons,  John  R.  Sellars,  Hoy  Fk 
Speer,  .Maiolyn  Speer,  all  of  .Arkadelphia;  Hu- 
bert C.  Peterson  of  Mountain  Home;  Claretice 
M.  Rittelmeyer  and  George  V.  Roberson  of  Pine 
Bluff;  Guy  U,  Roijinson  of  Dumas:  Charles  .A. 
'F;iylor  of  Batesville;  kVilliam  I).  '\V4iite  of  Searcy; 
and  luigene  H.  4Vicker  of  "Lexarkana. 

Dr.  Turley  Relocates 

Di . Jan  L.  d'urley,  ^rho  formerly  practiced 
urology  in  Fayetteville,  has  moved  his  practice 
to  Rogers.  Dr.  'Furley’s  office  is  located  at  hOi 
W'est  W^alnut  in  Rogers. 

Physician  Joins  Millard-Henry  Clinic 

Di  . W.  Robert  Thnrlby  has  joined  the  Millard- 
Henry  Clinic  iti  Russellville  as  an  intei  iiist.  Dr. 
llunlby  has  trained  in  noti-invasivc  cardiology 
and  echocardiography.  He  also  does  stress  test- 
ing to  deteimine  heart  diseases  not  detected  on 
routine  cardiograms. 

1975  Mobilian  of  the  Year 

Dr.  Phillip  .V.  Snodgrass  of  Mobile,  .Alabama, 
son  of  Dr.  \V.  .A.  Snodgiass,  a past  jwesidcnt  of 


the  Society,  has  been  named  1975  Mobilian  of 
the  '\’ear.  Dr.  Snodgrass  pioneered  the  develop- 
ment of  Emergency  Medical  Services  in  South 
Alabama  and  was  instrumental  in  the  creation 
of  a 1 ire-rescue  system  in  the  Mobile  area.  He  is 
a general  surgeon  and  trauma  specialist  and  also 
a volunteer  fire  and  police  stirgeon. 

Physicians  in  Scouting 

Dr.  I.ouis  R.  McFarland  of  Hot  Springs  was 
awarded  the  Si  h er  Beaver  .Award  by  the  Oitach- 
ita  Area  Council  of  the  Boy  Scouts  of  .America. 
This  is  the  highest  award  of  the  local  coimcil. 
The  award  is  granted  by  the  National  Council 
upon  the  nomination  of  a volunteer  committee 
of  the  local  council.  This  award  is  made  for 
noteworthy  service  to  boyhood  by  registered 
Sconters  within  the  territory  under  the  juris- 
diction of  the  local  council. 

Dr.  Charles  Clark  of  .Arkadelphia  was  installed 
as  a vice  president  of  the  Ouachita  .Area  Council 
of  the  Boy  Scouts  of  .America. 


OBITUARY 

Dr.  Norman  N.  Fein 

Dr.  Norman  N.  Fein,  an  ear,  nose  and  throat 
specialist  in  l.ittle  Rock,  died  January  1,  1976, 
at  the  age  of  se^’enty-two.  F)r.  Fein  was  born 
August  27,  1903. 

Dr.  Fein  was  graduated  from  the  University 
of  kVisconsin  and  completed  his  internship  at 
the  Milwaukee  County  Hospital  and  his  resi- 
dency at  John  Hopkins  University  Flospital  at 
Baltimore. 

He  was  a Navy  veteran,  a member  of  the  Pu- 
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laski  County  Medical  Society,  the  Arkansas  Med- 
ical Society,  tlie  AM  A,  American  Boat  cl  ol  Oto- 
laryngology and  the  I’emple  IVnai  Israel.  He 
was  associated  with  the  Missouri  Ihicilic  Hos- 
pital, the  State  Hc)sj)ital,  the  \Anerans  Hospital 
in  Little  Rock,  St.  Vincent  Inlirmary  and  the 
Baptist  Medical  (ienter.  He  was  also  a lacnlty 
member  oi  the  University  ol  .Arkansas  College 
of  Medicine. 

He  is  survived  by  his  widow,  Mrs.  Clare  Grainn 
Fein,  a son  and  a datighter. 

Dr.  C.  Lewis  Hyatt 

Dr.  C.  Lewis  Hyatt  died  |annary  18,  197h,  at 
the  age  of  sixty.  He  was  born  June  29,  1915.  Dr. 
Hyatt  had  practiced  general  medicine  in  .Monti- 
cello  since  1945. 

Dr.  Hyatt  was  giadnated  from  the  ITniversity 
of  Arkansas  Medical  School  in  1938  and  in- 
terned at  Baptist  Hospital  at  Little  Rock.  After 
his  internship,  he  was  associated  with  Dr.  D.  T. 
Hyatt  in  Little  Rock  and  was  on  the  faculty 
of  the  University  of  Arkansas  Medical  Sclicjol 
as  an  instructor  in  medicine.  After  World  4Var 
II,  Dr.  Hyatt  went  to  Monticello  and  was  as- 
sociated with  Dr.  J.  P.  Price  in  the  practice  of 
general  medicine  and  surgery  and  later  was  as- 
sociated with  his  brother.  Dr.  R.  F.  Hyatt,  Jr. 

Dr.  Hyatt  was  a past  president  of  the  Arkan- 
.sas  Medical  Society,  the  Arkansas  Academy  of 
Genei'al  Practice,  and  the  State  Board  of  Health. 
He  was  a member  of  the  Drew  County  Medical 
Society,  the  Arkansas  Medical  Society,  the  AM  A, 
and  was  a local  considtant  for  the  Arkansas  Re- 
habilitation Service.  Dr.  Hyatt  was  also  a fellow 
of  the  American  College  of  Chest  Physicians, 
the  American  Society  of  Clinical  Hypnosis  and 
the  American  Geriatrics  Society,  and  was  a diplo- 
mate  of  the  American  Board  of  Family  Practice 
and  the  National  Board  of  Medical  Examiners. 

Dr.  Hyatt  is  survived  by  his  widow,  Mrs. 
Wanda  White  Hyatt;  a son.  Dr.  C.  L.  Hyatt,  Jr. 
of  Little  Rock;  and  a daughter,  Mrs.  Charlotte 
McGarr  of  Tennessee. 

Dr.  Winston  K.  Shorey 

Dr.  Winston  K.  Shorey,  a former  dean  of  the 
University  of  Arkansas  School  of  Medicine,  died 
January  11,  1976,  at  the  age  of  fifty-six.  He 
was  born  September  11,  1919. 


Dr.  Shorey  was  dean  of  the  School  of  Medi- 
cine for  thii'tecn  years  until  his  resignation  in 
1973.  After  his  resignation,  he  continued  as 
professor  of  medicine  and  head  of  the  new  Area 
Health  Education  Centers  program.  Fie  also 
was  associate  dean  of  continuing  education  at 
the  School  of  Medicine. 

Dr.  Shorey  was  graduated  from  the  University 
of  Pennsylvania  Medical  School  in  1943.  After 
serving  in  World  War  II,  he  began  a residency 
at  the  University  of  Pennsylvania  Medical  School 
in  internal  medicine. 

Dr.  Shorey  was  a fellow  in  the  American  Col- 
lege of  Physicians  and  was  a member  of  the  New 
5'ork  Academy  of  Sciences,  the  Association  of 
American  Medical  Colleges,  the  Pulaski  County 
■Medical  Society,  the  Arkansas  Medical  Society, 
and  the  AMA.  Dr.  Shorey  also  served  on  the 
Advisory  Group  for  Arkansas  Comprehensive 
State  Planning  and  the  Governor's  Committee 
on  Aid  to  the  Handicapped  and  as  a director  of 
the  Visiting  Nurses  Association  of  Pulaski 
County. 

Dr.  Shorey  is  survived  by  his  widow.  Dr. 
Jeanette  McConnell  Shorey,  and  a daughter. 
Miss  Jan  Shorey  of  Boston. 


Dr.  Winston  K.  Shorey 

\VHEREAS,  due  to  the  recent  death  of  Wins- 
ton R.  Shorey,  M.D.,  the  Pulaski  County  Medical 
Society  has  lost  one  of  its  most  valued  members; 
and 

WHEREAS,  Dr.  Shorey  had  devoted  countless 
hours  to  the  affairs  of  the  Society  since  becoming 
a member  fifteen  years  ago,  attaining  the  honor 
of  being  the  first  medical  school  dean  to  hold  the 
office  of  county  medical  society  president  in 
Arkansas  aiul  perhaps  the  nation;  and 

WHEREAS,  he  had  given  generously  of  his 
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time  in  serving  the  Society  as  a memlrer  of  and 
chairman  of  a number  of  its  most  important 
committees;  and 

\V^HEREAS,  Dr.  Shorey  had  served  for  a num- 
ber of  years  as  a Delegate  to  the  Arkansas  Medical 
Society,  afw'ays  with  a sense  of  duty  and  obliga- 
tion to  organized  medicine; 

RE  IT  THEREEORE  RESOLVED;  THAT, 
this  resolution  be  made  a part  of  the  permanent 
archives  of  this  Society;  and 

d’HAT,  a copy  of  tfris  resolution  be  forwarded 
to  the  Journal  of  the  Arkansas  Medical  Society 
for  publication;  and 

THAT,  a copy  of  this  resolution  be  given  to 
Dr.  Shorey's  family  as  an  expression  of  our 
deepest  sympathy. 

By  Order  of  the  Memorials  Committee 
"E.  Duel  Brown,  M.D.,  Chairman 
Robert  Watson,  M.D. 

Henry  Hollenberg,  M.D. 

Adopted  January  21,  11)76 

# * * # # 

Dr.  Samuel  V.  Richmond 

WHEREAS,  the  recent  death  of  our  fellow 
member,  Samuel  V.  Richmond,  M.D.,  is  noted 
with  sincere  sorrow;  and 

\VHERE,'\S,  for  twenty-eight  years.  Dr.  Ricli- 
mond  had  been  a loyal  member  of  the  Pulaski 
County  Medical  Society;  and 

WHEREAS,  his  devotion  to  the  practice  of 
medicine  and  to  the  care  of  his  patients  is  worthy 
of  the  highest  praise; 

BE  IT  THEREEORE  RESOLVED:  THAT, 
this  resolution  be  adopted  and  made  a part  of 
the  permanent  records  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  made 
available  to  the  Journal  of  the  Arkansas  Medical 
Society  for  publication;  and 

d HA1\  a copy  of  this  resolution  be  forwarded 
to  Dr.  Richmond’s  family  as  an  expression  of  the 
heartfelt  sympathy  by  his  colleagues. 

By  Order  of  the  Resolutions  Committee 
T.  Duel  Brown,  M.D.,  Chairman 
Robert  Watson,  M.D. 

Henry  Hollenberg,  M.D. 

.\dopted  January  21,  1976 


Dr.  Norman  N.  Fein 

WHEREAS,  the  members  of  the  Pulaski  Medi- 
cal Society  are  grieved  by  the  recent  death  of 
their  colleague,  Nonnan  N.  Eein,  M.D.,  and 

WHEREAS,  Dr.  Eein  was  a valued  member  of 
this  Society  for  twenty-eight  years,  and  was  held 
in  great  respect  by  his  fellow  physicians;  and 

WTIEREAS,  his  contributions  to  the  better- 
ment of  the  health  of  the  jjeople  of  this  communi- 
ty will  long  be  remembered; 

BE  IT  THEREEORE  RESOLVED;  THAT, 
to  express  our  condolences  to  Dr.  Eein’s  family, 
this  resolution  be  made  a part  of  the  jjermanent 
records  of  this  Society;  and 

THAI',  a copy  of  this  resolution  be  forwarded 
to  the  Journal  of  the  Arkansas  Medical  Society 
for  publication;  and 

THAT,  a copy  of  this  resolution  be  sent  to 
Dr.  Eein's  family. 

By  Order  of  the  Resolutions  Committee 
T.  Duel  Brown,  M.D.,  Chairman 
Robert  Watson,  M.D. 

Henry  Hollenberg,  M.D. 

Adopted  January  21,  1976 

* # * 

Dr.  Hoyt  Kirkpatrick 

WHEREAS,  God,  in  his  infinite  mercy  has 
seen  fit  to  call  from  our  midst  at  an  early  age. 
Dr.  Hoyt  Kirkpatrick,  and 

WHEREAS,  Dr.  Kirkpatrick  has  faithfully 
served  his  patients  in  the  community  at  large 
throughout  Ins  entire  medical  career,  and 

^VHEREAS,  Dr.  Kirkpatrick,  during  his  years 
of  practice  has  reflected  the  highest  ideals  of  his 
profession,  and 

WHEREAS,  in  his  devotion  to  family,  and 
friends,  he  exemplified  the  best  in  man,  and 

\VHEREAS,  The  .Sebastian  County  Medical 
Society  mourns  his  loss 

THEREEORE,  BE  IT  RESOLVED,  that  the 
Sel)astian  County  Medical  Society,  in  its  regular 
meeting  on  January  13,  1976,  hereby  adopts  these 
resolutions  and  directs  that  a copy  be  spread  on 
the  minutes  of  the  .society  and  that  a copy  be 
furnished  the  family  and  that  a copy  be  pub- 
lished in  the  Journal  of  the  Arkansas  Medical 
Society. 
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Dr.  George  Allen 

WHEREAS,  God,  in  his  iuliiiile  mercy  has 
seen  fit  to  call  from  om  midst  at  an  early  age. 
Dr.  George  Allen,  and 

\\'MERE.\S,  Dr.  .Vilen  has  I'aithfnlly  served 
his  patients  in  the  community  at  large  throngh- 
ont  his  entire  medical  career,  and 

WHERE.\S,  Dr.  Vilen,  during  his  years  of 
practice  has  reflected  the  highest  ideals  of  his 
profession,  and 

WHERE.\S,  in  his  devotion  to  family,  church, 
and  friends,  he  exemplified  the  best  in  man,  and 

WHIEREAS,  The  Sebastion  County  Medical 
Society  mourns  his  loss 

I'HEREFORE,  BE  IT  RESOI.VTD,  that  the 
Sebastian  County  Medical  Society,  in  its  regular 
meeting  on  jannary  13,  1976,  hereby  adopts  tliese 
resolutions  and  directs  that  a copy  be  spread  on 
the  minutes  of  the  society  and  that  a copy  be 
furnished  the  family  and  tliat  a copy  be  ptib- 
lished  in  the  Journal  of  the  .Vrkatisas  Medical 
Society. 

^ ^ 42, 

■TP  ■VP  w 'JP 

Dr.  C.  Lewis  Hyaft 

VV'IIERE.VS,  tlie  memiters  of  the  State  Board 


of  Health  anil  staff  of  the  Arkansas  Health 
Department  note  with  sincere  sorrow  the  death 
of  their  colleagtie.  Dr.  C.  Lewis  Hyatt,  and 

WdlERE.VS,  he  had  served  the  State  Board 
of  Health  for  sixteen  years,  and  his  dedication 
;nid  devotioti  to  its  affairs  are  recognized  with 
gratefnl  appreciation,  and 

WHERE.VS,  he  also  served  as  President  of 
the  State  Board  of  Health  exemplifying  all  that 
is  best  in  his  chosen  profession,  the  practice  of 
medicine 

BE  IE  LHEREEORE  RESOLVED:  LHAT 
we  express  onr  sincere  sympathy  to  Dr.  Hyatt's 
family  by  entering  this  re.sohition  as  a part  of 
the  peimanent  minutes  of  the  State  Board  of 
Health,  and 

TH.VT  a copy  of  this  resolution  be  forwarded 
to  the  Journal  of  the  Arkansas  Medical  Society 
for  publication,  and 

TH.VE  a copy  of  this  resolution  be  forwarded 
Dr.  Hyatt’s  family. 

By  Direction  of  the  President  of  the  Board. 
Ben  X.  Salt/man,  .M.D.,  and  the  State  Health 
Director,  Rex  Ramsay,  M.D. 


Dr.  Kent  D.  McKelvey 

Dr.  Kent  David  McKelvey  is  a new  member 
of  the  Pnla,ski  County  Medical  Society.  He  is  a 
native  of  Maynard,  Arkansas. 

Dr.  McKelvey  attended  the  LIniversity  of  Ar- 


kansas School  of  Medicine  and  wxas  graduated  in 
1967.  He  completed  his  internship  at  the  Uni- 
versity Hospital  in  Little  Rock  and  his  residency 
was  completed  at  the  City  of  Memphis  Hospital 
in  Mem])his,  Tennessee. 

Dr.  McKelvey  is  practicing  obstetrics  and 
gynecology  at  500  South  University  in  Little 
Rock. 

Dr.  George  F.  Holitik 

riie  Ptdaski  County  Medical  Society  lias  ac- 
cepted Dr.  George  E.  Holitik  for  membership. 

Dr.  Holitik  completed  his  pre-medical  educa- 
tion at  the  Ibiiversity  of  .Arkansas  in  Fayetteville 
and  he  was  graduated  from  the  University  of 
.Vrkansas  School  of  Medicine  in  1957. 

Dr.  Holitik  is  a family  piactitioner  now  prac- 
ticing at  3200  Bryant  iti  Little  Rock. 
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W which  might  relieve  the  apprehension  of  many 

Medical  College  applicants  and  their  families. 
The  mean  grade  point  average  (not  the  loroe.st 
grade  point  average,  as  was  printed)  for  admission 
in  1974-75  was  3.5  out  of  a possible  4.0.  This 
means  that  for  every  student  admitted  with 
straight  A’s  (4.0)  there  is  one  admitted  with 
■V  straight  B’s  (3.0). 


LETTERS 

TO  THE  EDITOR 


January  26,  1976 

Alfred  Kahn,  Jr.,  Editor 

Journal  of  the  Arkansas  Medical  Society 

1300  West  Sixth  Street 

Little  Rock,  Arkansas  72201 

Dear  Dr.  Kahn: 

In  Dr.  Saltzman’s  article  “Getting  Family  Physi- 
cians into  Rural  Communities”  in  the  January 
1976  issue  of  the  Journal,  there  is  one  correction 


At  least  four  other  things  are  taken  into  con- 
sideration other  than  college  grades:  the  scores 
on  the  Medical  College  Aptitude  Test,  letters  of 
recommendation  from  premedical  faculty  ad- 
visors and  other  individuals  who  have  known  the 
candidate  over  several  years,  performance  on  a 
standard  multiphasic  personality  test,  and  inter- 
views by  our  own  medical  faculty  to  evaluate 
individual  initiative  and  integrity,  desire  to 
become  a physician,  attitudes  of  compassion  and 
committment  to  human  service,  and  the  like. 


Sincerely, 


Robert  E.  Bowling 
Assistant  Dean  for  Admissions 
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Program  For  Annual  Meeting 

April  25-28, 1976 
Arlington  Hotel 
Hot  Springs 


Centennial  Year 
Axkansas  Medical  Society 


CONVENTION  OFFICIALS 


CHAIRMAN:  Asa  Crow,  M.D.,  Paragould 

CONVENTION  COMMITTEE: 

Gilbert  S.  Campbell,  M.D.,  Little  Rock 
W.  T.  Dungan,  M.D.,  Little  Rock 
Robert  F.  McCrary,  M.D.,  Hot  Springs 
Frank  M.  Burton,  M.D.,  Hot  Springs 
George  H.  Gollier,  M.D.,  Paragould 
Charles  A.  Taylor,  M.D.,  Batesville 
Joseph  Robinette,  M.D.,  Pine  Bluff 
G.  Thomas  Jansen,  M.D.,  Little  Rock 

DISTRICT  HOSTS:  Ninth  Councilor  District 

SCIENTIFIC  EXHIBITS  CHAIRMAN:  J.  Larry  Lawson,  M.D.,  Paragould 

GOLF  TOURNAMENT  CHAIRMAN:  Gilbert  O.  Dean,  M.D.,  Little  Rock 


MEMORIAL  SERVICE  CHAIRMAN:  G.  Allen  Robinson,  M.D.,  Chairman 


^enerai  information 


REGISTRATION 

The  r^stration  desk  will  be  located  in  the  mezzanine  lobby  area  of  the 
Arlington  Hotel  and  will  be  op>en  as  follows: 

Sunday,  April  25  8:00  A. M.  to  5:00  P.M. 

Monday,  April  26  8:00  A.M.  to  5:00  P.M. 

Tuesday,  April  27  8:00  A.M.  to  5:00  P.M. 

Wednesday,  April  28  8:00  A.M.  to  11:00  A.M. 

Registration  cards  and  badges  will  be  prepared  in  advance  for  the  officers 
of  the  State  Society  and  for  the  county  society  delegates.  Delegates  are  requested 
to  present  credentials  in  proper  form  when  registering. 

All  members  and  visitors  are  required  to  register,  as  admission  to  all  sessions 
will  be  by  badge  only.  Bring  your  1976  membership  card  to  facilitate  registration. 

There  will  be  a $5.00  registration  fee  for  non-member  physicians. 

Tickets  for  the  Tuesday  night  banquet  may  be  purchased  at  the  registration 
desk. 


TELEPHONE  SERVICE 

As  a convenience  to  physicians  in  attendance  at  the  meeting,  arrangements 
have  been  made  for  telephone  service  at  the  Society  convention  registration  desk. 
It  is  suggested  that  you  give  the  following  information  to  your  office  personnel 
so  that  you  may  be  contacted  in  case  of  an  emergency: 

Arkansas  Medical  Society  Convention  Registration  Desk  telephone  number 
(direct  line)  624-6036. 

FREE  COFFEE 

The  Arkansas  State  Medical  Assistants  Society  will  serve  coffee  in  the  tech- 
nical exhibit  area  (conference  room  on  mezzanine  level).  Members  are  urged 
to  visit  the  medical  assistants  for  a cup  of  coffee  and  to  learn  more  about  the 
medical  assistants  organization  and  its  educational  program. 

GOLF  TOURNAMENT 

The  annual  golf  tournament  in  connection  with  the  convention  will  be 
played  at  Hot  Springs  Country  Club.  Entrants  may  qualify  on  the  day  of  their 
choosing,  April  25  through  28.  There  will  be  a $5  entry  fee  (not  including 
greens  fee).  Scores  will  be  determined  by  the  Calaway  System  and  prizes  will 
be  awarded. 


COUNCIL  RECEPTION 

The  Council  will  hold  a reception  for  all  members,  wives,  and  guests  of 
the  Arkansas  Medical  Society  at  6:30  P.M.  on  Sunday,  April  25,  in  the  Crystal 
Ballroom  of  the  Arlington  Hotel.  All  members  are  encouraged  to  attend  and 
become  better  acquainted  with  the  officers  of  the  Society. 

PRAYER  BREAKFAST 

The  Committee  on  Medicine  and  Religion  will  sponsor  a Prayer  Breakfast 
at  7:30  A.M.  on  Monday,  April  26,  in  the  Arlington.  Dr.  G.  Thomas  Jansen 
will  serve  as  master  of  ceremonies  for  the  breakfast.  Members  should  watch 
for  further  information  from  the  committee  concerning  the  breakfast. 


MONDAY  EVENING  PARTY 

Arkansas  Blue  Cross- Blue  Shield  will  host  a cocktail  party  for  members  of 
the  Society  and  their  wives  at  6:30  P.M.  on  Monday  in  the  Ballroom  of  the 
Arlington. 
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FIFTY  YEAR  CLUB  BREAKFAST 

The  Society  will  host  a breakfast  for  members  of  the  Fifty  Year  Club  at 
7:30  A.M.  on  Tuesday,  April  27,  in  the  Arlington  Hotel.  Members  of  the  Fifty 
Year  Club  may  make  reservations  for  the  breakfast  at  the  Society’s  convention 
registration  desk. 

Dr.  Henry  V.  Kirby  of  Harrison  will  present  a slide  show  on  the  Centennial 
meeting  of  the  Arkansas  Medical  Society. 

Dr.  G.  Allen  Robinson  of  Harrison  is  secretary  of  the  Fifty  Year  Club. 

PAST  PRESIDENTS'  BREAKFAST 

The  traditional  breakfast  for  former  presidents  of  the  Arkansas  Medical 
Society  will  be  held  at  7:30  A.M.  on  Wednesday,  April  28,  in  the  Arlington  Hotel. 

TUESDAY  EVENING  COCKTAIL  PARTY 

A cocktail  party  will  precede  the  Inaugural  Banquet  on  Tuesday  evening, 
beginning  at  6:00  P.M.  in  the  North  Parlor  of  the  Arlington. 

PRESIDENT'S  INAUGURAL  BANQUET 

The  President’s  Inaugural  Banquet  will  begin  at  7:00  P.M.  on  Tuesday, 
April  27,  in  the  Crystal  Ballroom  of  the  Arlington  Hotel.  T.  E.  Townsend,  M.D., 
1975-76  president,  will  be  master  of  ceremonies. 

A.  S.  Koenig,  Jr.,  M.D.,  Fort  Smith,  will  be  installed  as  president  of  the 
Society  for  1976-77. 


Wemoriai  Si 


ei'uice 


A joint  Society-Auxiliary  Memorial  Service  will  be  held  at  11:30  A.M.  on 
Tuesday,  April  27,  in  the  Ballroom  of  the  Arlington  Hotel.  G.  Allen  Robinson, 
M.D.,  Harrison,  is  chairman  of  the  service. 

The  invocation  and  benediction  will  be  by  the  Reverend  James  R.  McLean, 
St.  Luke’s  Episcopal  Church,  Hot  Springs. 

Dr.  Robinson  will  make  the  Memorial  Address. 


IN  MEMORIAM 
SOCIETY  MEMBERS 


Dr.  H.  H.  Atkinson,  Fordyce 
Dr.  George  C.  Coffey,  Hot  Springs 
Dr.  James  O.  Cooper,  Little  Rock 
Dr.  John  G.  Cullins,  Little  Rock 
Dr.  Norman  N.  Fein,  Little  Rock 
Dr.  Merle  D.  Fox,  Searcy 
Dr.  Robert  M.  Franklin,  Russellville 
Dr.  C.  Lewis  Hyatt,  Monticello 
Dr.  Hoyt  Kirkpatrick,  Fort  Smith 
Dr.  R.  R.  Kirkpatrick,  Texarkana 
Dr.  Ulysses  S.  Reed,  Pine  Bluff 


Dr.  Samuel  V.  Richmond,  Little  Rock 
Dr.  Louis  U.  Rushing,  Texarkana 
Dr.  Winston  K.  Shorey,  Little  Rock 
Dr.  Carroll  F.  Shukers,  II,  DeQueen 
Dr.  William  K.  Smith,  Hot  Springs 
Dr.  William  J.  Stocker,  Little  Rock 
Dr.  Fred  B.  Stone,  Stuttgart 
Dr.  Deane  D.  Wallace,  Little  Rock 
Dr.  A.  M.  Washburn,  Little  Rock 
Dr.  Charles  L.  Weber,  Magnolia 


AUXILIARY  MEMBERS 

Mrs.  O.  W.  Hope,  Sheridan  Mrs.  R.  M.  Stormont,  Little  Rock 

Mrs.  C.  E.  Oates,  Little  Rock  Mrs.  B.  L.  Ware,  Eort  Smith 

Mrs.  F.  O.  Rogers,  Little  Rock 
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Plans  are  being  made  to  have  a number  of  exhibits  on  the  history  of 
Cardiovascular  Disease. 


J.  Larry  Lawson,  M.D.,  Chairman  of  the  Scientific  Exhibits,  has  arranged  a number  of  interest- 
ing scientific  exhibits.  Exhibits  will  be  located  in  an  area  adjacent  to  the  scientific  lectures.  All 
members  are  encouraged  to  visit  the  exhibits  as  they  are  an  integral  part  of  the  scientific  program. 


The  following  exhibits  will  be  on  display: 

"Hand  Surgery” 

Gastroenterology  Associates,  P.A.,  and  The  Ortho- 
paedic Clink,  Little  Rock 

(Title  unknown) 

John  E.  Allen,  Jr.,  M.D.,  Little  Rock 

"Examination  of  the  Acutely  Injured  Hand” 

George  L.  Lucas,  M.D.,  Madison,  Wisconsin 

"Xerography  of  the  Breasts” 

Ralph  B.  Bergeron,  M.D.,  Ochsner  Clinic,  New 
Orleans 

"The  Use  of  the  Electronystagmography  in  Evaluation  of 
the  Dizzy  Patient” 

Joseph  B.  Turbeville,  Ph.D.,  Arkansas  ENT  Clinic, 
Little  Rock 

"Sinus  Trouble,  A Diagnostic  Challenge  to  the  Primary 
Physician” 

Robert  N.  McCrew,  M.D.,  Little  Rock 

"Rocky  Mountain  Spotted  Fever” 

James  Patrick,  M.D.,  Altec  Program,  Fayetteville 


"Early  Correction  of  Congenital  Heart  Defects  With  Deep 
Hypothermia  and  Circulatory  Arrest” 

Doctors  Williams  and  Lawson,  Little  Rock 

(Title  unknown) 

Carl  Nelson,  M.D.,  Department  of  Orthopaedics, 
UACM,  Little  Rock 

(Title  unknown) 

James  Y.  Suen,  M.D.,  Department  of  Ophthalmology, 
UACM,  Little  Rode 

“Immunology  Project” 

Kent  Westbrook,  M.D.,  Little  Rock 

(Title  unknown) 

Raymond  V.  Biondo,  M.D.,  North  Little  Rock 

(Title  unknown) 

Sloan  Wilson,  M.D.,  Little  Rock 

“Diagnostic  Procedures  on  Retina  Diseases” 

Morriss  M.  Henry,  M.D.,  Fayetteville 

“Literature” 

Arthritis  Foundation,  Little  Rock 
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MEETINGS  OF  THE  COUNCIL 


The  Council  of  the  Arkansas  Medical 


Society  will  meet  as  follows: 


Sunday,  April  25 
Monday,  April  26 
Tuesday,  April  27 


10:00  A.M. 
7:30  A.M. 
7:30  A.M. 
9:00  A.M. 


Wednesday,  April  28 
Wednesday,  April  28 


Immediately  following  adjournment 
of  the  House  of  Delegates  (brief  re- 
organizational  meeting  and  group 
photograph  of  new  officers) 


The  voting  members  of  the  Council  are:  the  councilors,  the  president,  the 
first  vice  president,  president-elect,  secretary  and  treasurer.  The  speaker,  vice 
speaker,  and  past  presidents  are  members  ex-officio  without  vote. 


HOUSE  OF  DELEGATES 


The  opening  session  of  the  House  of  Delegates  of  the  Arkansas  Medical 
Society  will  begin  at  1:00  P.M.  on  Sunday,  April  25,  in  Room  "C”  of  the 
Conference  Center,  Arlington  Hotel.  Speaker  of  the  House  Amail  Chudy,  M.D., 
will  be  presiding. 

All  items  of  business  to  be  considered  by  the  House  must  either  be  printed 
in  the  March  issue  of  the  Journal  or  submitted  to  the  headquarters  office  in 
writing  twenty  days  prior  to  the  meeting.  Any  new  business  proposed  during 
the  sessions  of  the  House  must  have  two-thirds  vote  of  attending  delegates  for 
introduction. 

Items  of  business  will  be  referred  by  the  Speaker  of  the  House  of  Delegates 
to  one  of  three  reference  committees.  Open  hearings  on  those  items  of  business 
will  be  held  by  the  reference  committees  following  adjournment  of  the  House, 
All  members  of  the  Society  are  welcome  to  attend  the  meetings  of  the  reference 
committees  and  to  express  views  on  the  various  reports,  resolutions,  etc. 


AGENDA 

FIRST  MEETING,  HOUSE  OF  DELEGATES 
1:00  P.M.,  Sunday,  April  25 


1.  Call  to  Order 

2.  Roll  Call  of  Delegates 

3.  Report  of  Credentials  Committee 

4.  Introduction  of  Guests: 

Mrs.  Norman  H.  Gardner,  President-elect  of  the  American  Medical  Associa- 
tion Auxiliary 

Mrs.  J.  Gordon  Dees,  President  of  the  Auxiliary  to  the  Southern  Medical 
Association 

Mrs.  Curry  B.  Bradburn,  President,  Woman’s  Auxiliary  to  the  Arkansas 
Medical  Society 

Mrs.  Carl  L.  Wilson,  President-elect,  Woman’s  Auxiliary  to  the  Arkansas 
Medical  Society 

5.  Address  by  Richard  E.  Palmer,  M.D.,  Alexandria,  Virginia,  President-elect 
of  the  American  Medical  Association 
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6.  Address  by  T.  E.  Townsend,  M.D.,  Pine  Bluff,  President,  Arkansas  Medical 
Society 

7.  Adoption  of  minutes  of  the  99th  Annual  Session  as  published  in  the  June 
1975  issue  of  the  Journal  of  the  Arkansas  Medical  Society 

8.  Adoption  of  minutes  of  the  special  meeting  of  the  House  of  Delegates  of 
the  Arkansas  Medical  Society  as  published  in  the  February  1976  issue  of 
the  Journal  of  the  Arkansas  Medical  Society 

9.  Presentation  by  George  K.  Mitchell,  M.D.,  President,  Arkansas  Blue  Cross- 
Blue  Shield 

10.  Report  from  the  Chairman  of  the  Council,  C.  C.  Long,  M.D. 

11.  Reports  of  Committees 

(Reports  published  in  the  March  issue  of  the  Journal  may  be  amended  by 
committee  chairmen.  All  reports  will  be  refeiTed  to  the  reference  committees.) 

12.  Old  Business 

13.  New  Business 

(No  resolutions  were  received  by  the  headquarters  office  by  publication  date.) 

14.  Announcements  of  Vacancies  on  State  Boards 

15.  Selection  of  Society  Nominating  Committee  for  1976-77  Society  Officers 
(Councilor  district  meetings  are  held  on  floor  of  the  House  for  selection  of 
representative  from  each  district  for  the  Nominating  Committee.) 

16.  Adjournment 

AGENDA 

FINAL  MEETING,  HOUSE  OF  DELEGATES 
10:00  A.M.,  Wednesday,  April  28 

1.  Call  to  Order 

2.  Report  of  the  Nominating  Committee 

3.  Elections 
Society  Officers: 

President-elect 
First  Vice  President 
Second  Vice  President 
Third  Vice  President 
Treasurer 
Secretary 

Speaker  of  the  House  of  Delegates 

Vice  Speaker  of  the  House  of  Delegates 

Councilors  (one  from  each  of  the  ten  councilor  districts) 

Councilors  whose  terms  expire  are: 

1.  John  B.  Kirkley,  M.D.,  Jonesboro 

2.  John  E.  Bell,  M.D.,  Searcy 

3.  L.  J.  P.  Bell,  M.D.,  Helena 

4.  John  P.  Burge,  M.D.,  Lake  Village 

5.  J.  B.  Jameson,  Jr.,  M.D.,  Camden 

6.  C.  Lynn  Harris,  M.D.,  Hope 

7.  Robert  F.  McCrary,  M.D.,  Hot  Springs 

8.  William  S.  Orr,  Jr.,  M.D.,  Little  Rock 

9.  Henry  V.  Kirby,  M.D.,  Harrison 

10.  Kemal  Kutait,  M.D.,  Fort  Smith 
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American  Medical  Association  Delegate  and  Alternate: 

Delegate  to  the  American  Medical  Association  (term  of  C.  C.  Long,  M.D., 
Fort  Smith,  expires  December  31,  1976) 

Alternate  Delegate  to  the  American  Medical  Association  (term  of  Joe 
Verser,  M.D.,  Harrisburg,  expires  December  31,  1976) 

Vacancies  on  the  State  Boards 

State  Board  of  Health: 

Term  of  Durwood  Wisdom,  M.D.,  Jonesboro,  First  Congressional  Dis- 
trict, expires  December  31,  1976 

Term  of  John  V.  Satterfield,  M.D.,  Little  Rock,  Fifth  Congressional 
District,  expires  December  31,  1976 
State  Medical  Board: 

Term  of  George  F.  Wynne,  M.D.,  Warren,  Fourth  Congressional  District, 
expires  December  31,  1976 

4.  Reports  of  Reference  Committees: 

Committee  No.  1:  Raymond  A.  Irwin,  Jr.,  M.D.,  Chairman 
Committee  No.  2:  W.  Payton  Kolb,  M.D.,  Chairman 
Committee  No.  3:  Kemal  Kutait,  M.D.,  Chairman 

5.  Supplemental  Report  of  the  Council:  C.  C.  Long,  M.D.,  Chairman 

6.  New  Business 

7.  Adjournment 


REFERENCE  COMMITTEES 

Reference  Committees  are  appointed  by  the  Speaker  of  the  House  of  Dele- 
gates to  consider  the  various  reports  and  resolutions.  Reports  published  in  the 
March  issue  of  the  Journal,  as  well  as  any  reports  and  resolutions  presented  at 
the  first  meeting  of  the  House  on  April  25,  will  be  referred  by  the  Speaker  to 
the  reference  committees.  The  committees  will  hold  open  hearings  at  3:30  P.M. 
on  Sunday,  April  25,  to  give  all  members  an  opportunity  to  present  their  views 
on  the  various  items  of  business.  Following  the  open  hearings,  the  reference 
committees  will  hold  executive  sessions  for  the  purpose  of  preparing  recom- 
mendations and  reports  for  the  House  of  Delegates.  Reports  of  the  Reference 
Committees  will  be  acted  upon  by  the  House  at  the  Wednesday  session. 

Members  of  the  Reference  Committees  are: 

Reference  Committee  Number  1: 

Raymond  A.  Irwin,  Jr.,  M.D.,  Pine  Bluff,  Chairman 
John  E.  Bell,  M.D.,  Searcy 
John  B.  Kirkley,  M.D.,  Jonesboro 
J.  B.  Jameson,  M.D.,  Camden 

Observer:  Mr.  S.  Steven  Snow,  President  of  the  Junior  Class,  Uni- 
versity of  Arkansas  College  of  Medicine 

Reference  Committee  Number  2: 

W.  Payton  Kolb,  M.D.,  Little  Rock,  Chairman 
L.  J.  Pat  Bell,  M.D.,  Helena 
C.  Lynn  Harris,  M.D.,  Hope 

Observer:  Mr,  Lance  Monroe,  Co-President,  Senior  Class,  University  of 
Arkansas  College  of  Medicine 
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Reference  Committee  No.  3: 

Kemal  Kutait,  M.D.,  Fort  Smith,  Chairman 
John  P.  Burge,  M.D.,  Lake  Village 
Allie  E.  Andrews,  M.D.,  Texarkana 

Observer:  Mr.  Robert  W.  Bradsher,  Co-President,  Senior  Class,  Uni- 
versity of  Arkansas  College  of  Medicine 

STATE  BOARD  VACANCIES 
Arkansas  State  Medical  Board 

A vacancy  occurs  in  the  Fourth  Congressional  District  position  on  the 
Arkansas  State  Medical  Board.  Members  from  the  counties  in  the  district  are 
urged  to  meet  immediately  following  adjournment  of  the  House  of  Delegates 
meeting  on  Sunday  to  vote  for  nominees.  Nominations  should  be  reported  to 
the  convention  registration  desk  (only  one  nominee  required).  George  F.  Wynne, 
M.D.,  of  Warren  is  currently  serving  a term  which  expires  December  31,  1976, 
and  he  is  eligible  for  reappointment.  Counties  in  the  Fourth  Congressional 
District  are:  Ashley,  Bradley,  Calhoun,  Clark,  Columbia,  Hempstead.  Howard, 
Lafayette,  Little  River,  Miller,  Montgomery,  Nevada,  Ouachita,  Pike,  Polk, 
Sevier,  and  Union. 

Arkansas  State  Board  of  Health 

Vacancies  occur  in  the  First  and  Fifth  Congressional  Districts  positions  on 
the  Arkansas  State  Board  of  Health.  Members  from  the  counties  in  the  districts 
are  urged  to  meet  immediately  following  adjournment  of  the  House  of  Delegates 
meeting  on  Sunday  to  vote  for  nominees.  Nominations  should  be  reported  to 
the  convention  registration  desk  (three  required  for  each  position).  Members 
presently  serving  terms  expiring  December  31,  1976,  are  listed  below  with  the 
counties  in  the  District: 

First  District  — 

Durwood  Wisdom,  M.D.,  Jonesboro. 

Counties  in  District:  Clay,  Craighead,  Crittenden,  Cross,  Greene,  Lee, 

Mississippi,  Phillips,  Poinsett,  and  St.  Francis. 

Fifth  District  — 

John  V.  Satterfield,  M.D.,  Little  Rock 

Coimties  in  District:  Conway,  Faulkner,  Perry,  Pope,  Pulaski,  and  Yell. 

ARKANSAS  FOUNDATION  FOR  MEDICAL  CARE 

The  Arkansas  Foundation  for  Medical  Care  will  meet  on  Wednesday,  April 
28,  immediately  following  the  re-organizational  meeting  of  the  Council  of  the 
Arkansas  Medical  Society.  The  Foundation  meeting  will  be  held  in  Room  “C” 
of  the  Conference  Center  of  the  Arlington  Hotel.  The  Foundation  meeting  is 
open  to  all  physicians  but  only  members  of  the  Foundation  may  vote  on  items 
of  business. 
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JOHN  E.  DOUGLAS,  M.D. 
Associate  Professor  of  Medicine 
University  of  Arkansas 
College  of  Medicine 
Little  Rock 


Mi, 


MELVIN  P.  JUDKINS,  M.D. 
Professor  and  Chairman  of  Radiology 
Loma  Linda  University 
School  of  Medicine 
Loma  Linda,  California 


RICHARD  E.  PALMER,  M.D. 
President-elect 

American  Medical  Association 
Alexandria,  Virginia 


PICTURE 

NOT 

AVAILABLE 


GILBERT  S.  CAMPBELL,  M.D. 
Professor  and  Chairman 
Department  of  Surgery 
University  of  Arkansas 
College  of  Medicine 
Little  Rock 


PICTURE 

NOT 

AVAILABLE 


JOSEPH  V,  FISHER,  M.D. 
Associate  Professor 
Department  of  Family  Practice 
Medical  University  of  South  Carolina 
Charleston 
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G.  DOYNE  WILLIAMS,  M.D. 
Associate  Professor  of  Surgery 
University  of  Arkansas  College  of  Medicine 
Little  Rock 


BERNARD  W.  THOMPSON,  M.D. 
Professor  of  Surgery 

University  of  Arkansas  College  of  Medicine 
Little  Rock 


PICTURE 

NOT 

AVAILABLE 

O.  BREWSTER  HARRINGTON,  M.D. 
Thoracic  and  Cardiovascular  Surgery 
Memphis,  Tennessee 


ROBERT  S.  HEPLER,  M.D. 
Director,  Neuro-Ophthalmology  Service 
Jules  Stein  Eye  Institute 
Los  Angeles,  California 


NOEL  W.  LAWSON,  M.D. 
Associate  Professor  of  Anesthesiology 
University  of  Arkansas  College  of  Medicine 
Little  Rock 


PICTURE 

NOT 

AVAILABLE 

ABRAHAM  RUDOLPH,  M.D. 
San  Francisco,  California 
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GENERAL  SESSION 
ARKANSAS  MEDICAL  SOCIETY 


Monday  Morning,  April  26 


Presiding:  Donald  L.  Duncan,  M.D.,  Texarkana,  Third  Vice  President 


9:00-  9:30 


9:30-10:15 


10:15-10:30 


Gilbert  S.  Campbell,  M.D.,  Professor  and  Chairman,  Department 
of  Surgery,  University  of  Arkansas  College  of  Medicine 
“History  of  the  Treatment  of  Cardiovascular  Disease” 

Joseph  V.  Fisher,  M.D.,  Associate  Professor,  Department  of  Family 
Practice,  Medical  University  of  South  Carolina,  Charleston 
“Management  of  Emotional  Factors  in  Cardiovascular  Disease” 

INTERMISSION  — Coffee,  visit  exhibits 


10:30-11:15  Abraham  M.  Rudolph,  M.D.,  San  Francisco 

“Pediatrician’s  Role  in  Diagnosing  and  Treating  Cardiovascular 
Disease” 


11:15-12:00  Robert  S.  Hepler,  M.D.,  Director,  Neuro-Ophthalmology  Service, 
Jules  Stein  Eye  Institute,  Los  Angeles 
“Ophthalmic  Manifestations  of  Cardiovascular  Disease” 


AAonday  Afternoon 


Presiding:  Mahlon  Maris,  M.D.,  Harrison,  Second  Vice  President 

1:30-  2:15  John  E.  Douglas,  M.D.,  Associate  Professor  of  Medicine  and  Phys- 
iology and  Director  of  the  Cardiac  Non-Invasive  Laboratory, 
University  of  Arkansas  Medical  Sciences  Center 
“Internist’s  Role  in  Diagnosing  and  Treating  Cardiovascular 
Disease” 

2:15-  3:00  Melvin  P.  Judkins,  M.D.,  Professor  and  Chairman,  Department 
of  Radiology,  Director  of  Cardiovascular  Laboratories,  Loma 
Linda  University  School  of  Medicine,  Loma  Linda 
“Modern  Techniques  Useful  in  the  Evaluation  of  Ischemic  Heart 
Disease” 


3:00-  3:30  INTERMISSION  - Coffee,  visit  exhibits 

3:30-  4:15  Noel  W.  Lawson,  M.D.,  Associate  Professor,  Department  of  Anes- 
thesiology, University  of  Arkansas  College  of  Medicine 
“Anesthetic  Consideration  for  Patients  with  Coronary  Artery 
Disease” 


4:15-  5:00  G.  Doyne  Williams,  M.D.,  Associate  Professor  of  Surgery,  Uni- 
versity of  Arkansas  College  of  Medicine 
“Recent  Important  Advances  in  Cardiovascular  Surgery” 
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Tuesday  Morning,  April  27 


Presiding:  Asa  Crow,  M.D.,  Paragould,  First  Vice  President 

9:00-  9:45  Bernard  W.  Thompson,  M.D.,  Professor  of  Surgery,  University 
of  Arkansas  College  of  Medicine 
“The  Role  of  Profundaplasty  in  Revascularization  of  the  Lower 
Extremity” 

9:45-10:30  O.  Brewster  Harrington,  M.D.,  Memphis,  Tennessee 

“The  Surgical  Management  of  Coronary  Artery  Occlusive  Disease” 

10:30-11:00  INTERMISSION  - Coffee,  visit  exhibits 


11:00-11:30 


11:30 


Panel  Discussion:  Cardiovascular  Disease 
Moderator:  Gilbert  Campbell,  M.D. 

Panelists:  Melvin  P.  Judkins,  M.D. 

G.  Doyne  Williams,  M.D. 

O.  Brewster  Harrington,  M.D. 

John  E.  Douglas,  M.D. 

Abraham  Rudolph,  M.D. 

Noel  Lawson,  M.D. 

Memorial  Service,  Crystal  Ballroom,  Arlington 


Q 


TOUp 


and  .Specialtu  ■Section  ^l^eetin^ 


Monday,  April  26 

The  Alan  Cazort  Allergy  Society  of  Arkansas  will  hold  a luncheon  meeting 
on  Monday,  April  26th.  The  dutch-treat  luncheon  will  begin  at  12:00  noon  in 
the  Arlington.  Dr.  Michael  Fly,  Associate  Professor  of  Pediatrics,  Allergy  and 
Immunology  at  Louisiana  State  University  Medical  Center  in  New  Orleans,  will 
speak  on  “Exercise  Induced  Asthma.” 

The  Allergy  Society  extends  an  invitation  to  all  Pediatricians  and  Family 
Practitioners  to  attend. 


Tuesday,  April  27 

The  Ophthalmology  Section  of  the  Arkansas  Medical  Society  will  meet  at 
9:00  A.M.  on  Tuesday,  April  27,  in  the  Arlington  Hotel.  Robert  S.  Hepler,  M.D., 
Director  of  Neuro-Ophthalmology  at  the  Jules  Stein  Eye  Institute,  Los  Angeles, 
will  be  guest  speaker.  A luncheon  will  follow  the  scientific  program. 

The  Arkansas  Chapter  of  the  American  College  of  Radiology  will  meet  at 
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9:00  A.M.  in  the  Arlington.  The  program  topic  is  “Some  New  Non-Invasive 
Techniques  in  Radiology.”  The  schedule  for  the  day  is  as  follows: 


9:00-  9:45 

Nuclear  Medicine:  Charles  M.  Boyd,  M.D.,  Moderator 
“Cardiac  Dynamic  Studies  with  a Baird  Atomic  System  70,”  J.  T. 

Harris,  M.D. 

“Cardiac  Dynamic  Studies  with  a Brattle  Gate  and  a Digital  Com- 
puter,” J.  M.  Lane,  M.D. 

“Peripheral  Vascular  Studies  in  Patients  with  Occlusive  Vascular 

Disease,”  J.  E.  Slayden,  M.D. 

9:45-10:30 

Computerized  Axial  Tomography:  J.  M.  Lane,  Moderator 
“How  Do  C.A.T.  Systems  Work?,”  G.  V.  Dalrymple,  M.D. 

“Experience  with  an  E.M.T.  System,”  J.  Morrison,  M.D. 

“Experience  with  a Total  Body  C.A.T.  System  (ACTA  Scanner),” 

Neil  Crow,  M.D. 

10:30-10:45 

10:45-11:30 

Coffee  Break 

Ultrasound:  Glenn  V.  Dalrymple,  M.D.,  Moderator 

“Basic  Principles  and  Ob-Gyn  Applications,”  H.  M.  McAdoo, 

M.D. 

“Ultrasound  Applications  in  Diseases  of  the  Pancreas  and  Upper 
Abdomen,”  Joseph  Norton,  M.D. 

“Ultrasound  Applications  in  Renal  Disease,”  John  C.  Holder, 

M.D. 

11:30-12:15 

Film  Panel:  Wilma  C.  Diner,  M.D.,  Moderator 

Panel:  Murray  T.  Harris,  M.D.,  Fayetteville 

R.  Siebold,  M.D.,  Texarkana 

A.  Joseph,  M.D.,  Pine  Bluff 

R.  Elliott,  M.D.,  Searcy 

12:15-  1:30 

1:30-  2:30 

Cocktails  and  Lunch 

“The  Selection  of  Radiographic  Equipment  for  Special  Studies,” 

Melvin  P.  Judkins,  M.D.,  Loma  Linda  University 

2:30 

Business  Meeting  of  Arkansas  Chapter,  American  College  of 

Radiology 

The  ENT  Section  and  the  Arkansas  Society  of  Anesthesiologists  will  have  a 
joint  meeting  on  Tuesday,  April  27,  in  the  Arlington.  The  schedule  for  the 
day  will  be  as  follows: 

10:00  A.M.  Business  Meeting,  ENT  Section 

Report  on  Residency  Program  and  Head  and  Neck  Cancer 
Network,  James  Suen,  M.D. 

11:00  A.M.  “Complications  of  Head  and  Neck  Cancer  Surgery,”  Nathan 


11:20  A.M. 

Austin,  M.D.,  Chief  Resident,  ENT,  Veterans  Administration 

Hospital,  Little  Rock 

“Snuff  Dippers’  Carcinoma  — Fact  or  Fantasy,”  James  Hawkins, 

M.D.,  Chief  Resident,  ENT,  Arkansas  Children’s  Hospital 

Little  Rock 

11:45  A.M. 

12:30  P.M. 

Luncheon 

“Endoscopic  Anesthesia,”  Noel  Lawson,  M.D.,  Associate  Professor 
of  Anesthesiology,  University  of  Arkansas  College  of  Medicine, 

Little  Rock 

428 

THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 

Arkansas  Medical  Society  Meeting,  April  25-28,  1976 


1:00  P.M.  "Pediatric  Anesthesia  — Considerations  in  the  Patient  Who  Is  to 
Have  ENT  Surgery,”  Walter  Guinee,  M.D.,  Assistant  Professor 
of  Anesthesiology,  University  of  Arkansas  College  of  Medicine, 
Little  Rock 

1:30  P.M.  Panel  Discussion:  Problem  Areas  in  Otolaryngic  Anesthesia 

“Adrenalin  and  Halothane” 

“Positioning  the  Patient  for  Endoscopy,  Ear 
Surgery,  and  Nasal  Surgery” 

“Local  Stand-By” 

Panelists:  Walter  Guinee,  M.D. 

Noel  Lawson,  M.D. 

Robert  N.  McGrew,  M.D. 

2:00  P.M.  Business  Meeting,  Anesthesiology 

The  Arkansas  Chapter  of  the  American  Academy  of  Pediatrics  will  have  a 
luncheon  meeting  beginning  at  12:00  noon  on  Tuesday,  April  27,  in  the  Arling- 
ton. There  will  be  a business  session  and  a scientific  program  as  follows: 

Topic:  Cardio-pulmonary  Distress  in  the  Young  Infant  — Case  Presentations 

Discussants:  Abraham  Rudolph,  M.D.,  San  Francisco 

W.  T.  Dungan,  M.D.,  Professor  of  Pediatrics,  University  of 
Arkansas  College  of  Medicine 
Florence  Char,  M.D.,  Professor  of  Pediatrics,  UACM 
J.  B.  Norton,  Jr.,  M.D.,  Associate  Professor  of  Pediatrics,  UACM 

The  Neurosurgery  Section  will  hold  an  annual  luncheon-business  meeting 
at  12:15  P.M.  in  the  Arlington. 

The  Arkansas  State  Urological  Society  will  meet  on  Tuesday,  April  27,  in 
the  Arlington.  The  meeting  will  begin  with  an  Attitude  Adjustment  Hour 
starting  at  12:00  and  lunch  at  12:30  P.M.  A business  session  will  follow  luncheon. 
Patrick  Walsh,  M.D.,  Chairman  of  the  Department  of  Urology  at  Johns  Hopkins 
School  of  Medicine,  will  present  a scientific  paper  entitled  “Sexual  Differentia- 
tion: Normal  and  Abnormal.”  A pyelogram  conference  will  follow  Dr.  Walsh’s 
presentation. 

The  Arkansas  Academy  of  Family  Physicians  will  meet  at  12:00  noon  on 
Tuesday,  April  27,  in  the  Arlington.  Joseph  V.  Fisher,  of  the  Department  of 
Family  Medicine  at  the  Medical  University  of  South  Carolina,  will  be  guest 
speaker.  His  topic  will  be  “Mental  Health.” 

The  Arkansas  Orthopaedic  Society  will  meet  at  12:15  P.M.  on  Tuesday, 
April  27th,  for  a luncheon  and  business  session. 

The  Arkansas  Society  of  Pathologists  will  meet  on  Tuesday,  April  27,  at 
12:30  P.M.  for  a business  meeting  and  scientific  program. 

The  Arkansas  Chapter  of  the  American  College  of  Obstetricians  and  Gyne- 
cologists will  meet  at  12:30  P.M.  on  Tuesday,  April  27,  in  the  Arlington  Hotel. 
Gary  P.  Wood,  M.D.,  Assistant  Professor,  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Arkansas  College  of  Medicine,  will  speak  on  “Problems  of 
Estrogen  Therapy.” 

The  Arkansas  Society  of  Internal  Medicine  will  meet  at  12:30  P.M.  on  Tues- 
day, April  27,  in  the  Arlington  Hotel  for  an  annual  business  meeting  and  election 
of  officers. 
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The  52nd  Annual  Session  of  the  Woman’s  Auxiliary  to  the  Arkansas  Medical 
Society  will  be  held  April  25-27,  1976,  in  the  Arlington  Hotel,  Hot  Springs. 


The  following  is  an  outline  of  the  tentative  convention  schedule: 


SUNDAY,  APRIL  25 

2:00  P.M.  Registration 

2:30  P.M.  Board  Meeting 

6:30  P.M.  Reception,  Hosted  by  Council  of  the  Arkansas  Medical  Society 


MONDAY,  APRIL  26 

9:00  A.M.  House  of  Delegates 

12:00  Noon  Luncheon,  Hosted  by  Greene-Clay  County  Auxiliary 

6:30  P.M.  Reception,  Hosted  by  Blue  Cross-Blue  Shield  for  Members  of 
Medical  Society  and  Auxiliary 


8:00  A.M. 
9:00  A.M. 
12:00  Noon 

6:00  P.M. 
7:00  P.M. 


TUESDAY,  APRIL  27 

Past  Presidents’  Breakfast 
House  of  Delegates 

Luncheon,  Hosted  by  Sebastian  County  Auxiliary 
Post  Convention  Board  Meeting 

Cocktail  Party  with  Medical  Society 

Inaugural  Banquet  of  the  Arkansas  Medical  Society 


The  Auxiliary  will  have  as  its  guest  for  the  convention  Mrs.  Norman  H. 
Gardner,  East  Hampton,  Connecticut,  President-elect  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association,  and  Mrs.  J.  Gordon  Dees,  Jackson,  Missis- 
sippi, President  of  the  Woman’s  Auxiliary  to  the  Southern  Medical  Association. 


CONVENTION  COMMITTEES 

General  Convention  Chairman:  Mrs.  Jack  W.  Kennedy,  Hot  Springs  Village. 

Registration:  Garland  County  Auxiliary,  Mrs.  W.  Y.  Springer,  Hot  Springs, 
President 

AMA-ERF  Booth:  Mrs.  David  Barclay,  Little  Rock. 

Monday  Luncheon:  Greene-Clay  County  Auxiliary,  Mrs.  M.  P.  Hazzard, 
Paragould,  President. 

Tuesday  Luncheon:  Sebastian  County  Auxiliary,  Mrs.  Kemal  Kutak,  Fort 
Smith,  President. 

Past  Presidents’  Breakfast:  Mrs.  Frank  Padberg,  Little  Rock,  and  Mrs.  Louis 
K.  Hundley,  Little  Rock. 

Publicity:  Mrs.  James  Walt,  Little  Rock. 

Resolutions  Committee  Chairman:  Mrs.  Gordon  Oates,  Little  Rock. 

Reading  Committee:  Mrs.  Charles  Wilkins,  Russellville;  Mrs.  Walter  Mizell, 
Benton;  Mrs.  Mason  Lawson,  Little  Rock. 
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The  business  firms  who  purchase  exhibit  space  at  our 
Annual  Session  contribute  a great  deal  to  the  financing, 
as  well  as  to  the  educational  aspects,  of  the  meeting.  The 
number  of  visits  to  the  technical  exhibits  is  the  only 
criterion  by  which  these  companies  can  judge  the  value 
they  receive  from  the  investment  in  booth  rental,  displays 
and  employees’  time.  You  will  be  rewarded  for  the  time 
you  sp)end  visiting  the  exhibits.  Following  are  descriptions 
of  displays  to  be  featured. 

BRISTOL  LABORATORIES 
You  are  cordially  invited  to  visit  Bristol  Laboratories’ 
exhibit.  Our  representatives  at  the  booth  welcome  the 
opportunity  to  answer  your  questions  concerning  the 
Bristol  line  of  products  featuring:  CEFADYL®  (sterile 
cephapirin  sodium);  KANTREX®  Injection  (kanamycin 
sulfate  injection);  TEGOPEN®  (sodium  cloxacillin); 
TETREX®  (tetracycline  phosphate  complex);  PROSTA- 
PHLIN®  (sodium  oxacillin);  SALUTENSIN®  (hydro- 
flumethiazide and  reserpine);  NALDECON®  (antihista- 
mine decongestant);  NALDEGISIC®  (decongestant/ 
analgesic);  POLYCILLIN®  (ampkillin);  and  the  newest 
Bristol  product,  POLYMOX™  (amoxicillin). 

NORTHWESTERN  NATIONAL 
LIFE  INSURANCE  COMPANY 
Information  available  regarding  the  Arkansas  Medical 
Society  Life  Insurance  Plan  administered  by  Meyer  F. 
Marks,  Inc.  Amount  of  insurance  now  has  a limit  of 
$200,000.  Also,  information  available  on  Professional 
Associations. 

SCHERING  CORPORATION 
Physicians  are  invited  to  visit  the  Schering  booth  which 
will  feature  GARAMYCIN  Injectables.  Schering  repre- 
sentatives attending  the  booth  will  also  be  introducing 
some  new  Schering  products. 

PARKE,  DAVIS  AND  COMPANY 
You  are  cordially  invited  to  visit  our  booth  where 
Medical  Service  Representatives  will  be  in  attendance  to 
discuss  Parke-Davis  products  especially  selected  to  assist 
you  in  the  practice  of  your  profession. 

RATHER,  BEYER,  AND  HARPER 
Representatives  of  Rather,  Beyer,  and  Harper  will  have 
brochures  and  all  information  on  the  Arkansas  Medical 
Society  Group  Plans  of  Insurance,  specifically  the  Income 
Protection  Plan,  which  is  now  issued  on  a guaranteed 
renewal  basis  and  the  office  overhead  expense  plan. 
Records  will  be  available  so  that  each  physician  may  re- 
view the  insurance  coverages  which  he  has  under  the 
group  plans  endorsed  by  the  Arkansas  Medical  Society. 

SMITH  KUNE  AND  FRENCH  LABORATORIES 
Featured  will  be  our  potassium-conserving  oral  diuretic/ 
anti-hypertensive,  “DYAZIDE,”  each  capsule  containing 
50  mg.  of  “DYRENIUM”  (brand  of  triamterene)  and 
25  mg.  of  hydrochlorothiazide.  Representatives  will  be 
pleased  to  answer  any  questions  you  may  have  about 
this  or  other  Smith  Kline  and  French  products. 


ARKANSAS  BLUE  CROSS -BLUE  SHIELD 
Arkansas  Blue  Cross  and  Blue  Shield  cordially  invites 
you  to  visit  our  booth  where  our  representatives  will  be 
happy  to  discuss  any  of  the  programs  we  administer. 

Currently,  there  are  approximately  575,000  Arkansans 
enrolled  in  Arkansas  Blue  Cross  and  Blue  Shield  and  we 
welcome  the  opportunity  to  serve  you. 

WILLIAM  P.  POYTHRESS  AND  COMPANY,  INC. 

William  P.  Poythress  and  Company,  Inc.,  manufacturers 
of  ethical  pharmaceuticals  for  one-hundred-nineteen 
years,  cordially  invites  you  to  visit  our  exhibit  where  our 
representative,  “Bru”  Brubaker,  will  be  glad  to  discuss 
any  Poythress  products. 

ORTHO  PHARMACEUTICAL  CORPORATION 
Ortho  Pharmaceutical  Corporation  is  proud  to  present 
the  most  complete  line  of  medically  accepted  products 
for  the  control  of  conception.  Also  on  display  will  be 
our  well-known  products  for  the  treatment  of  vaginitis. 

MALLINCKRODT,  INC. 

Factory-trained  personnel  will  be  available  to  discuss 

RYNATAN®,  RYNATUSS®,  LUFYLLIN®,  and  DIUTEN- 
SEN®. 

SANDOZ  PHARMACEUTICALS 
Sandoz  Pharmaceuticals  cordially  invites  you  to  visit 
our  display  where  we  are  featuring  MELLARIL,  HYDER- 

GINE  and  SANOREX. 

Any  of  our  representatives  in  attendance  will  gladly 
answer  questions  about  these  and  other  Sandoz  products. 

STUART  PHARMACEUTICALS 
The  Stuart  Pharmaceuticals’  exhibit  consists  of  graphic 
panels,  literature,  and  samples  pertaining  to  some  or  all 
of  the  following  fine  pharmaceutical  products:  MY- 
LANTA/MYLANTA  II,  DIALOSE/DIALOSE  PLUS, 
MYLICON-80,  SORBITRATE  and  others. 

PROFESSIONAL  PRACTICE  CONSULTANTS,  INC. 

You  are  invited  to  visit  our  booth  where  our  repre- 
sentatives will  be  happy  to  discuss  our  services  with  you. 

WILLIAM  T.  STOVER  COMPANY,  INC. 

The  William  T.  Stover  Company,  Inc.,  of  Little  Rock, 
will  have  a booth  staffed  with  informed  and  qualified 
representatives  — eager  to  welcome  you  and  assist  in  any 
manner  possible  — as  well  as  to  show  you  the  up-to-date 
developments  in  the  medical-surgical  industry. 

E.  R.  SQUIBB  AND  SONS,  INC. 

E.  R.  Squibb  and  Sons,  Inc.,  has  long  been  a leader  in 
the  development  of  new  therapeutic  agents  and  equip- 
ment for  the  prevention  and  treatment  of  disease.  You 
are  cordially  invited  to  meet  our  pharmaceutical  repre- 
sentatives who  will  be  available  at  our  exhibit  to  discuss 
our  full  line  of  products,  which  will  include  our  two 
newest,  VELOSEF  and  HALOG. 

MID  CONTINENT  LEASING  COMPANY,  INC. 

Our  exhibit  area  will  consist  of  a table  of  various 
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brochures  explaining  the  aspects  of  equipment  leasing 
along  with  a continuous  slide  presentation  depicting  the 
many  types  of  equipment  available  through  leasing. 

ROCHE  LABORATORIES 

Roche  Laboratories,  Nutley,  New  Jersey,  invites  mem- 
bers to  visit  with  their  representative  in  Booth  19. 

PROFESSIONAL  LEASING  COMPANY,  INC. 

You  are  cordially  invited  to  visit  the  Professional 
Leasing  Company  exhibit  and  meet  our  representatives 
who  will  welcome  the  opportunity  to  discuss  the  various 
types  of  lease-arrangements  for  the  medical  profession. 

DOME  LABORATORIES 

The  representative  at  the  Dome  Laboratories  booth 
will  be  happy  to  discuss  products  of  interest.  A cordial 
welcome  is  extended  to  all  members  of  the  Society  to 
visit  the  booth. 

FIRST  VARIABLE  LIFE  INSURANCE  COMPANY 
A SHORT  LESSON  ON  CUTTING  INCOME  TAXES! 

• Deferred  Compensation  — Exclusive  IRS  Advance  Rev- 
enue Letter  Ruling 

• Qualified  Pension  and  Profit  Sharing  Plans 

Is  it  really  worthwhile  to  incorporate? 

• Tax  Deferred  Programs 

FIRST  ARKANSAS  LEASING  CORPORATION 
Leasing  — the  advantages,  options,  and  Internal  Rev- 
enue Service  requirements  will  be  explained  by  FALCO 
representatives.  We  will  have  someone  available  during 
the  display  hours  and  invite  the  members  of  the  Society 
to  visit  with  us. 

UAD  LABORATORIES,  INC. 

A cordial  invitation  is  extended  to  all  members  and 
guests  to  visit  the  UAD  Laboratories  booth. 

A.  H.  ROBINS  COMPANY 

You  are  cordially  invited  to  visit  the  A.  H.  Robins 
exhibit  and  meet  our  representative  who  will  welcome  the 
opportunity  to  discuss  products  of  interest  with  you. 

CUMMINGS  X-RAY  COMPANY 
We  plan  to  exhibit  Amrad  Craig  600  M.A.  Radiographic 
Generator  with  1/120  second  solid  state  timer;  Pako 
14X-2  newly  designed  for  greater  efficiency  in  automatic 


film  processing;  M-1  safelite  for  more  light,  better  visibil- 
ity in  the  dark  room.  Mettler  introduces  a better  ultra- 
sound with  muscle  stimulator  on  mobile  cabinet,  G.T.I. 
Myocain  5 for  muscular  contraction  and  analgesic  effect; 
and  the  Cambridge  VS-4,  the  evolutionary  E.C.G.,  the 
first  E.C.G.  safe  enough  to  exceed  all  requirements  recom- 
mended by  the  American  Heart  Association. 

SAFEGUARD  BUSINESS  SYSTEMS 

Safieguard  Business  Systems  will  have  representatives 
present  to  discuss  with  members  of  the  Society  their 
bookkeeping  systems  for  medical  offices.  These  services 
include  billing,  disbursements,  and  payroll. 

PROFESSIONAL  SERVICES  OF  ARKANSAS 
Professional  Services  of  Arkansas  is  a data  processing 
firm  specializing  in  accounts  receivable  billing  service  for 
the  medical  industry.  The  computerized  service  offers 
many  management  reports  providing  a wealth  of  informa- 
tion to  the  physician  as  well  as  producing  the  regular 
statements  and  insurance  forms  for  the  practice. 

Our  display  will  consist  of  samples  of  the  forms  and 
statements  which  are  produced.  We  will  also  display  a 
remote  data  terminal  to  allow  the  physician  or  his  office 
to  transmit  information  to  the  main  computer  by  tele- 
phone line. 

MARION  LABORATORIES,  INC. 

Marion  Laboratories  representatives  will  be  delighted 
to  welcome  members  of  the  Society  to  our  booth  to  dis- 
cuss our  latest  patient  benefit  products  with  you. 

MOUNTAIN  VALLEY  MINERAL  WATER  COMPANY 
Mountain  Valley  Water  offers  complimentary  service 
at  its  booth  during  the  Convention. 

This  is  Mountain  Valley’s  105th  consecutive  year  of 
operation,  the  oldest  bottled  water  in  America,  “But  we’ll 
never  catch  up  with  the  Arkansas  Medical  Society  in  age,” 
a spokesman  said. 

* * * • 

The  Arkansas  Medical  Society  expresses  appreciation 
to  the  following  companies  for  educational  grants  for  the 
Society’s  convention: 

Geigy  Pharmaceuticals 
Eli  Lilly  and  Company 
A.  H.  Robins  and  Company 


JJ'ouSe  oi  ^^eie^ated  i^uiinedS 


Rejxjrts  printed  below  are  brought  to  the  at- 
tention of  individual  members  and  the  county 
medical  societies.  The  items  reported  here  repre- 
sent those  received  in  time  for  publication  in 
advance  of  the  meeting.  All  reports  will  be  re- 
ferred to  reference  committees.  Members  are 
urged  to  attend  the  open  hearings  of  the  refer- 
ence committees  to  express  their  views.  Refer- 


ence committee  hearings  are  scheduled  for  3:30 
P.M.  on  Sunday,  April  25. 

ANNUAL  COMMITTEE  REPORTS 
Committee  on  Public  Health 
(Rural  Health) 

Ben  N.  Saltzman,  M.D.,  Chairman 

The  Chairman  of  the  Committee  has  partici- 
pated in  the  National  Rural  Health  Conference 
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held  in  Roanoke,  Virginia,  presenting  a paper 
on  “Getting  Physicians  Into  Rural  Communi- 
ties,” and  has  been  asked  to  serve  as  a moderator 
for  the  next  National  Rural  Health  Conference 
to  be  held  in  Phoenix,  Arixona,  on  April  8th 
and  9th,  1976.  On  July  18,  1975,  he  was  elected 
Chairman  of  the  State  Health  Advisory  Commit- 
tee of  the  State  Cooperative  Extension  Service 
whose  purpose  is  the  development  of  a consumer 
health  education  program.  The  Committee  on 
Public  Health  is  being  involved  in  this  program 
in  that  it  will  help  sponsor  a state  Rural  Health 
Conference  on  May  27th  and  28th,  1976,  in 
Little  Rock.  At  the  time  of  the  fall  meeting  of 
the  Arkansas  Medical  Society  on  December  14th, 
a full  committee  meeting  was  held.  Attending 
were  Drs.  Ed  Easley,  Bryant  Swindoll,  Milton 
Deneke,  Wade  W.  Burnside,  Jr.,  and  Tom 
Honeycutt.  Visitors  were  Dr.  Mildred  Ward 
and  Dr.  Kieu  Quang  Dao.  Dr.  Runyan  Deere, 
Director  of  the  State  Health  Education  Advisory 
Committee,  addressed  the  meeting  outlining  the 
need  of  the  counties  as  determined  by  a survey. 

The  needs  evolved  were: 

( 1 ) A delivery  system  of  health  care 

(2)  Immunizations 

(3)  Dental  health 

(4)  Venereal  disease 

(5)  Medical  self  help 

The  Committee  then  determined  what  should 
be  part  of  a statewide  rural  health  conference, 
and  these  were: 

(1)  Health  manpower 

(2)  Regionalization  of  health  care 

(3)  Home  health  care  services 

(4)  National  health  insurance  and  its  phi- 
losophy 

(5)  Immunizations 

(6)  Dental  health 

(7)  Medical  self  help 

(8)  Health  screening 

(9)  Food  handlers,  particularly  in  day  care 
centers 

(10)  The  importance  of  the  support  of  any 
program  by  the  medical  profession 

The  Committee  approved  the  concept  of  hold- 
ing a State  Rural  Health  Conference  and  agreed 
to  be  available  for  help  in  making  the  confer- 
ence effective.  The  members  of  the  Committee 
have  been  urged  to  attend  the  National  Rural 
Health  Conference  in  Phoenix. 


The  Chairman  continues  to  serve  as  liaison 
with  the  State  Health  Department  by  his  pres- 
ence on  the  State  Board  of  Health.  We  are  en- 
joying an  excellent  relationship  with  the  State 
Health  Officer  and  the  other  officials  of  the 
State  Health  Department. 

Committee  on  Mental  Health 
W.  Payton  Kolb,  M.D.,  Chairman 

The  Committee  on  Mental  Health  is  working 
on  the  question  of  the  “Impaired  Physician.” 
The  American  Medical  Association  and  the 
American  Psychiatric  Association  have  encour- 
aged the  local  State  Medical  Societies  to  be  in- 
volved in  this  project.  This  Committee  is  con- 
cerning itself  with  the  problems  of  drug  usage, 
alcohol,  and  psychiatric  illness  to  the  point  of 
incapacitating  the  physician.  We  are  concerned 
with  his  or  her  ability  in  regard  to  caring  for 
patients  and  also  the  physician’s  own  needs  for 
help  to  restore  him  to  a fulfilling  and  contribut- 
ing life. 

The  recent  report  from  the  Department  of 
Mental  Health  of  the  AMA  is  being  used  for 
back-up  material.  This  is  in  process  of  study  by 
the  members  of  the  Committee  and  by  the  So- 
ciety’s legal  counsel.  The  model  law  as  recom- 
mended by  the  AMA  is  being  studied  and  fur- 
ther recommendations  will  be  made  later  con- 
cerning changes  in  the  medical  practices  law. 

It  is  recognized  that  some  activity  is  going  on 
to  help  physicians  who  have  developed  problems 
brought  to  light  by  their  being  on  the  staffs  of 
various  hospitals.  There  is  a problem  of  reach- 
ing the  individual  who  is  not  on  a hospital  staff 
and/or  is  in  an  isolated  setting.  At  this  time, 
this  Committee  recommends  the  Councilor  Dis- 
tricts discuss  ways  to  establish  voluntary  groups 
of  physicians  to  talk  with  the  individual  who 
has  developed  a problem.  As  plans  are  de- 
veloped, it  is  anticipated  there  will  be  back-up 
at  the  state  level  and  some  means  will  be  de- 
veloped for  reaching  the  recalcitrant  individual 
or  the  one  who  is  too  incapacitated  to  respond 
voluntarily.  Further  recommendation  will  be 
made  as  plans  are  developed. 

At  this  time.  Blue  Cross  and  Blue  Shield,  Inc., 
and  the  JEtna.  Insurance  Company  have  de- 
veloped a “Mental  Health  Report”  to  use  in 
conjunction  with  claims  made  under  the  Federal 
Employees’  Health  Insurance  Plan.  This  Com- 
mittee strongly  opp>oses  this  form  as  it  is  the 
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opinion  of  this  Committee  the  form  violates 
confidentiality  beyond  the  release  of  informa- 
tion permission  form  signed  by  the  patient.  It 
is  also  the  opinion  of  this  Committee  it  is  too 
time  consuming  and  unnecessary  to  process  the 
claims  of  a psychiatric  nature.  It  is  recognized 
the  American  Psychiatric  Association  is  in  the 
process  of  a study  of  this  problem.  It  is  recom- 
mended that  the  Arkansas  Medical  Society  go 
on  record  as  opposing  the  use  of  this  form. 

With  the  increasing  use  of  non-physician 
mental  health  professionals  as  parts  of  the 
Mental  Health  Manpower  Team,  there  are  prob- 
lems involving  third  party  payment,  the  roles  of 
the  mental  health  professional,  and  the  various 
other  problems  in  communication  and  delivery 
of  services.  The  plans  for  recruitment  in  the 
area  of  health  manpower  make  it  mandatory 
for  all  physicians  to  keep  abreast  of  the  develop- 
ments in  the  health  manpower  programs  and 
that  the  actual  needs  of  the  patient  be  protected 
at  all  times.  The  Committee  is  conscious  of  the 
Mental  Health  Programs  developing  outside  of 
the  medical  community  and  although  it  is  recog- 
nized some  of  these  programs  can  be  of  help  to 
the  community,  the  Medical  Society  must  be 
alert  to  these  programs  in  order  that  the  patient 
is  protected  at  all  times. 

Some  problems  that  have  developed  in  the 
relationship  between  private  practicing  physi- 
cians and  the  Community  Mental  Health  Cen- 
ters and  the  State  Hospital  have  been  discussed. 
Some  of  these  problems  have  been  worked  out 
and  it  is  anticipated  that  continuing  communica- 
tion will  exist.  The  Committee  would  recom- 
mend that  the  Medical  Society  oppose  any  action 
that  would  interfere  with  the  doctor-patient 
relationship. 

Committee  on  Medical  Education 

Lee  B.  Parker,  Jr.,  M.D.,  Chairman 

As  background  for  this  committee  report,  men- 
tion should  be  made  of  actions  which  took  place 
in  1974-75  prior  to  the  1975  annual  meeting. 

In  November  1974  at  the  fall  meeting,  our 
committee  met  with  a representative  of  the 
AMA  Department  of  Continuing  Medical  Edu- 
cation and  recommended  to  the  Society  that  the 
Society  apply  for  AMA  approval  to  survey  and 
accredit  continuing  medical  education  programs 
of  hospitals,  component  medical  societies,  etc., 
within  the  State. 


The  Council  and  the  House  of  Delegates  both 
approved  this  request  and  in  January,  with  AMA 
guidelines  and  a lot  of  good  work  by  Leah  Rich- 
mond, our  application  was  made. 

In  mid  1975,  the  AMA  notified  us  that  the 
Society  was  given  a one-year  provisional  ap- 
proval for  such  surveys. 

Our  committee  met  in  Little  Rock  in  early 
October  1975  and  transacted  the  following  busi- 
ness: 

1.  Received  a report  from  Dr.  Neil  Sims,  di- 
rector of  continuing  medical  education  at 
the  University  of  Arkansas  College  of  Medi- 
cine, on  plans  and  activities  of  his  office. 

2.  Extended  discussions  were  held  as  to  how 
best  to  implement  our  survey  plans. 

3.  Agreed  to  meet  again  in  December  to 
finalize  plans. 

The  committee  met  again  in  December  1975 
and  the  following  business  was  acted  upon: 

1.  Final  plans  for  conducting  surveys  were 
completed  and  agreed  upon. 

2.  The  Arkansas  Medical  Society  staff  was 
instructed  to  notify  all  component  medical 
societies  and  all  hospitals  within  the  state 
that  we  have  authority  from  the  AMA  to 
conduct  surveys  and  grant  approval  for 
CME  activities.  Such  surveys  will  be  done 
only  upon  request,  in  the  manner  as  set 
forth  in  our  plans  and  agreed  upon  in  our 
committee  meetings  and  upon  payment  of 
the  required  fees  and  expenses. 

3.  Committee  approved  that  a request  be 
made  to  the  Council  to  develop  and  in- 
stitute a requirement  that  a physician  mem- 
ber of  the  Arkansas  Medical  Society  partici- 
pate in  continuing  medical  education  pro- 
grams to  the  extent  of  continued  receipt 
of  the  AMA  Physician’s  Recognition  Award 
or  maintain  membership  in  the  Academy 
of  Family  Physicians  in  order  to  retain 
membership  in  the  Arkansas  Medical  So- 
ciety. 

As  a result  of  these  activities,  it  is  now  planned 
that  the  first  survey  for  accreditation  will  be 
held  in  April  1976  when  the  AMS  annual  scien- 
tific program  will  be  surveyed  and  the  continu- 
ing education  requirement  has  been  referred  by 
the  House  of  Delegates  to  the  Constitutional  Re- 
vision Committee  which  will  ready  a report  for 
presentation  to  this  annual  session. 

The  chairman  would  like  to  commend  the 
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committee  members,  most  of  whom  attended  the 
meetings  and  participated  in  the  discussions. 
This  has  helped  us  to  conduct  our  business  much 
better  than  has  been  the  case  in  some  years  past. 

Committee  on  Hospitals 
Art  B.  Martin,  M.D.,  Chairman 

At  the  winter  meeting  of  the  Arkansas  Medical 
Society,  the  Committee  on  Hospitals  considered 
a problem  referred  by  one  of  the  members  re- 
garding substandard  hospital  services.  After  dis- 
cussion, the  Committee  recommended  that  this 
problem  be  referred  back  to  the  Hospital  Ad- 
ministration and  the  local  county  medical  so- 
ciety. It  was  suggested  to  him  that  the  Nursing 
Association  will  supply  continued  education 
courses  to  upgrade  nursing  services  in  hospitals 
throughout  the  state. 

Categorization  of  hospital  emergency  capabili- 
ties was  discussed.  This  problem  is  now  being 
considered  by  the  Emergency  Medical  System 
and  by  the  Hospital  Association.  No  action  was 
felt  necessary  at  this  time  since  this  is  being 
acted  upon  by  involved  agencies. 

Committee  on  Public  Relations 
Ray  Jouett,  M.D.,  Chairman 

The  Public  Relations  Committee  of  the  Ar- 
kansas Medical  Society  has  met  one  time  since 
April  1975,  and  that  was  at  the  winter  meeting 
of  the  Society  held  in  Little  Rock. 

The  Committee  concerned  itself  with  pub- 
licity in  regard  to  the  malpractice  situation,  par- 
ticularly how  the  public  could  best  be  made 
aware  of  the  most  threatening  situation  concern- 
ing the  private  practice  of  medicine.  Several 
options  were  considered,  including  the  procure- 
ment of  an  advertising  agency  to  help  promote 
communication  about  this  matter.  The  con- 
sensus of  opinion  was  that  the  best  procedure 
was  on  an  individual  basis  of  physician  to  pa- 
tient contact,  or  physicians  discussing  the  prob- 
lem through  speaking  when  requested. 

Committee  on  Insurance 
Banks  Blackwell,  M.D.,  Chairman 

The  Committee  has  been  actively  following 
the  developments  in  reference  to  professional  in- 
surance coverage.  The  Society  members  heard 
with  interest  the  comments  of  Dr.  Gilbert  Wil- 
helmus  of  Indiana  at  the  winter  meeting.  A 
panel  on  malpractice  problems  was  heard  at  the 
winter  meeting  with  good  audience  participa- 
tion. 


Our  effort  before  the  Legislature  led  to  tire 
passage  of  the  proposed  constitutional  amend- 
ment. As  Dr.  James  Smith  had  told  us  in  De- 
cember, “Our  mule  is  now  loaded.” 

The  Chairman  recently  received  word  that 
the  Hartford  Insurance  Company  plans  non- 
renewal of  its  policies  up  for  renewal  after  April 
1,  1976. 

The  invasion  of  privacy  by  insurance  com- 
panies requesting  complete  hospital  records  has 
been  protested  to  the  Council  and  is  being  in- 
vestigated, with  hopes  of  protecting  our  patients’ 
privacy. 

Committee  on  Medicine  and  Religion 
C.  R.  Ellis,  M.D.,  Chairman 

The  Committee  on  Medicine  and  Religion  of 
the  Arkansas  Medical  Society  met  on  December 
14,  1975,  and  on  February  1,  1976.  We  have 
made  plans  for  a Prayer  Breakfast  on  tlie  morn- 
ing of  April  26,  1976,  at  the  meeting  of  the  Ar- 
kansas Medical  Society.  Our  present  plans  are 
to  have  Scripture  reading  from  the  Old  Testa- 
ment and  the  New  Testament,  vocal  music  by 
some  member  of  our  Society  or  a member’s  wife, 
and  a speaker.  We  plan  to  finish  this  meeting 
in  time  for  the  members  to  get  to  the  first  part 
of  the  scientific  program  of  our  Arkansas  Med- 
ical Society  meeting.  We  hope  that  the  details 
of  this  meeting  can  be  worked  out  in  time  to 
have  the  program  mailed  out  from  the  Arkansas 
Medical  Society;  however,  we  take  this  oppor- 
tunity to  urge  the  members  of  our  Society  to 
join  us  in  this  Prayer  Breakfast  along  with  their 
wives.  Dr.  Thomas  Jansen  has  agreed  to  be 
Master  of  Ceremonies. 

Your  Committee  has  also  made  tentative  plans 
for  a statewide  meeting  including  members  of 
the  medical  profession  and  members  of  the  clergy 
in  Little  Rock  sometime  late  in  1976  or  early 
1977.  We  will  give  you  more  information  con- 
cerning this  meeting  later  this  year,  possibly  by 
way  of  the  Journal  of  the  Arkansas  Medical 
Society. 

Your  Committee  urges  the  physicians  of  each 
component  society  to  work  out  ways  that  they 
may  cooperate  with  local  clergymen  to  better 
meet  the  physical,  mental,  and  spiritual  needs 
of  their  patients.  Your  Committee  would  like 
very  much  to  know  of  any  methods  found  to  be 
particularly  useful  in  encouraging  cooperation 
between  the  physicians  and  clergymen  of  any 


Volume  72,  Number  10  — March,  1976 


435 


Arkansas  Medical  Society  Meeting,  April  25-28,  1976 


local  community.  We  shall  endeavor  to  pass  this 
on  to  other  physicians  interested  in  working  out 
similar  plans. 

Committee  on  Arrangements  for  Annual  Session 
Asa  Crow,  M.D.,  Chairman 

The  Annual  Session  Committee  held  two  meet- 
ings in  late  summer  to  plan  the  program  for 
the  1976  annual  session.  The  Committee  de- 
cided to  arrange  a program  which  would  qualify 
for  Category  I aedit  for  Continuing  Medical 
Education  The  scientific  program  for  the  meet- 
ing will  be  on  “Cardiovascular  Disease.”  Speak- 
ers from  various  parts  of  the  country,  as  well  as 
University  of  Arkansas  College  of  Medicine 
faculty,  will  present  papers  relating  to  diagnosis 
and  treatment  of  cardiovascular  disease. 

Dr.  Larry  Lawson  of  Paragould  is  chairman 
of  the  scientific  exhibits  for  the  meeting.  He 
has  arranged  a number  of  interesting  exhibits. 

The  Committee  also  voted  to  have  exhibits 
on  the  history  of  cardiovascular  disease  and  the 
Society  headquarters  staff  is  working  on  arrang- 
ing such  exhibits. 

The  scientific  program  and  other  convention 
activities  arranged  by  the  Committee  are  printed 
elsewhere  in  this  issue. 

Appreciation  is  extended  to  committee  mem- 
bers for  their  attendance  at  committee  meetings 
and  their  assistance  in  arranging  the  program. 

Physician-Nurse  Joint  Practice  Committee 
Robert  Watson,  M.D.,  Chairman 

During  the  year  1975,  and  with  only  two  ex- 
ceptions, the  Physician-Nurse  Joint  Practice 
Committee  has  met  regularly  each  month.  This 
Committee  is  made  up  of  equal  numbers  of 
nurses  and  physicians. 

The  theme  of  these  meetings  is  to  examine 
the  roles  and  functions  of  each  profession  and 
to  promote  means  of  providing  an  ever-improv- 
ing quality  of  health  care  to  the  American 
people. 

Discussion  is  given  to  examining  the  roles  and 
functions  of  both  professions  and  the  develop 
ment  of  changes  in  both  practice  and  education 
to  bring  about  such  improvements  in  health 
care. 

Through  these  productive  discussions,  much 
has  been  accomplished  toward  solidifying  hopes 
and  plans  of  each  group;  that  by  doing  so,  great- 
er unity  of  thought  can  be  presented  when  called 
for  in  future  Legislative  study. 


Constitutional  Revision  Committee 
Lee  B.  Parker,  Jr.,  M.D.,  Chairman 

A proposal  for  requiring  continuing  medical 
education  participation  in  order  to  maintain 
Society  membership  was  referred  to  this  com- 
mittee by  the  House  of  Delegates  at  the  De- 
cember 1975  meeting.  At  the  present  time,  the 
committee  is  being  surveyed  and  a delayed  re- 
port will  be  submitted  prior  to  the  annual  meet- 
ing in  April  1976. 

Student  AMA  Liaison  Committee 
Alfred  Kahn,  Jr.,  M.D.,  Chairman 

This  is  a committee  report  from  the  Liaison 
Committee  of  the  Arkansas  Medical  Society  to 
the  students  of  the  University  of  Arkansas  Col- 
lege of  Medicine.  This  meeting  was  held  on 
December  14,  1975,  at  9:30  A.M.  in  the  Camelot 
Inn.  The  meeting  was  attended  by  Mr.  Robert 
Bradsher,  Co-President  of  the  Senior  Class,  and 
by  Mr.  Lance  Monroe,  Co-President  of  the  Senior 
Class. 

The  discussion  concerned  two  points  of  con- 
siderable interest. 

First  of  all,  it  was  brought  up  by  Mr.  Bradsher 
and  Mr.  Monroe  that  the  students  at  the  Uni- 
versity of  Arkansas  College  of  Medicine  have 
a very  poor  knowledge  of  the  workings  of  the 
Arkansas  Medical  Society  and  of  organized  medi- 
cine as  it  operated  in  the  State  of  Arkansas.  It 
was  their  strong  advice  that  the  Arkansas  Med- 
ical Society  discuss  the  structure  and  functions 
of  the  Arkansas  Medical  Society  with  the  stu- 
dents. They  suggested  that  this  begin  early  in 
the  freshman  year.  They  stated  that  it  would 
be  better  not  to  make  the  early  discussions  too 
detailed,  but  through  a series  of  discussions, 
which  would  become  more  and  more  detailed, 
the  student  could  become  knowledgeable  about 
the  manner  in  which  the  Arkansas  Medical  So- 
ciety was  organized  and  how  it  functions.  They 
stated  that  many  students  did  not  know  about 
the  Liaison  Committee  with  the  Arkansas  Med- 
ical Society.  They  stated  that  many  of  the  stu- 
dents were  quite  ignorant  of  the  Arkansas  Med- 
ical Society  and  its  many  functions. 

The  other  point  of  major  interest,  of  which 
both  Mr.  Bradsher  and  Mr.  Monroe  spoke,  was 
the  matter  of  the  Healing  Arts  Act.  They  would 
like  to  change  the  state  law  so  that  the  so-called 
FLEX  test  would  take  the  place  of  the  basic 
science  test.  They  both  stated  that  they  felt 
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that  it  was  redundant  for  individuals  to  have 
to  take  the  basic  science  test  and  the  FLEX  test. 
They  proposed  that  legislation  be  enacted  so 
that  the  FLEX  test  could  substitute  for  the  basic 
science  test  as  administered  in  Arkansas.  They 
suggested  that  there  be  adequate  safeguards  so 
that  if  the  FLEX  test  was  for  any  reason  un- 
satisfactory for  any  one  year,  a basic  science  ex- 
amination could  be  held.  They  stressed  that 
the  Arkansas  Board  of  Medical  Examiners 
should  have  authority  to  examine  each  test  on 
an  annual  basis.  They  felt  that  overall  the 
FLEX  test  was  quite  adequate  examining  for 
the  basic  sciences,  but  that  if  on  any  given  year 
it  was  considered  inadequate  for  any  reason,  the 
Arkansas  Board  of  Medical  Examiners  or  a 
Basic  Science  Board  could  annually  set  a mini- 
mum passing  grade.  This  would  exclude  stu- 
dents who  might  have  been  considered  to  pass 
the  FLEX  examination,  but  whose  qualifications 
were  not  sufficiently  high  to  practice  in  Arkan- 
sas. They  stated  that  they  felt  that  eventually 
the  FLEX  test  might  be  a substitute  for  taking 
any  type  of  state  examination  — provided  the 
student  made  a high  enough  grade.  The  FLEX 
test  would,  of  course,  have  to  be  scrutinized  by 
a Board  of  Medical  Examiners.  Mr.  Monroe 
and  Mr.  Bradsher  said  that  they  advocated 
people  who  had  not  graduated  from  a bona  fide 
medical  school  and  who  wanted  to  practice  one 
of  the  health  sciences  similar  to  medicine  would 
have  to  take  the  Arkansas  Basic  Science  Exami- 
nation; they  did  not  feel  that  this  would  be  dis- 
criminatory in  any  way.  They  stated  that  this 
concept  had  been  used  in  other  states  and  was 
found  to  be  legally  and  judically  acceptable. 

This  report  is  respectfully  submitted  as  the 
Report  of  the  Liaison  Committee  of  the  Arkan- 
sas Medical  Society  to  the  students  of  the  Uni- 
versity of  Arkansas  College  of  Medicine. 

Medicaid  Under-Utilization  Committee 
Art  Martin,  M.D.,  Chairman 

Subject:  Report  of  Committee  on  Medicaid 
U nder-U  tilization. 

This  committee  has  met  on  three  occasions 
with  the  Arkansas  Medical  Systems  representa- 
tives and  representatives  of  the  State  Health  De- 
partment in  an  attempt  to  evaluate  the  quality 
of  medical  care  being  received  in  outpatient 
facilities,  including  doctors’  offices.  Problems 
associated  with  the  study  are  being  considered 


by  computer  programmers.  It  is  not  definite 
as  to  what  information  can  be  obtained  from 
the  information  that  would  be  useful  in  evaluat- 
ing outpatient,  either  over-utilization  or  under- 
utilization from  the  Medicaid  reports. 

Private  Insurance  Review  Committee 
Robert  F.  McCrary,  M.D.,  Chairman 

The  Private  Insurance  Review  Committee 
met  two  times  in  1975  and  1976.  There  were 
eleven  cases  adjudicated;  there  were  four  in- 
surance companies  involved;  there  were  eleven 
doctors  involved.  The  Committee  ruled  in  favor 
of  the  doctors  in  seven  cases  and  in  favor  of 
the  insurance  companies  in  four  cases.  At  the 
present  time,  there  are  now  six  cases  for  re- 
view. 

The  membership  of  this  committee  has  been 
active  and  shown  interest  throughout  the  year. 

Medical  Services  Review  Committee 
Charles  F.  Wilkins,  Jr.,  M.D.,  Chairman 

The  Medical  Services  Review  Committee 
(formerly  the  Professional  Services  Review  Or- 
ganization) of  the  Arkansas  Medical  Society 
meets  in  the  Board  Room  at  the  Blue  Cross- Blue 
Shield  Building  in  Little  Rock  on  the  fourth 
Wednesday  of  each  month.  The  Committee, 
which  consists  of  24  family  practitioners  and  spe- 
cialists plus  the  Executive  Committee  of  the 
Council  of  the  Arkansas  Medical  Society  and 
the  Chairman,  meets  on  each  occasion.  In  addi- 
tion, a sub-committee  of  sub-specialists  are  on 
call  to  meet  with  the  Review  Committee  as 
needed.  This  has  been  particularly  useful  in  the 
case  of  Plastic  Surgery. 

The  MSRC  serves  as  advisors  to  the  Medical 
Director  of  Blue  Cross- Blue  Shield  in  consider- 
ing claims  under  Medicare,  Champus,  and  Blue 
Cross -Blue  Shield  UCR  programs.  In  addition 
to  claims  review,  the  Committee  also  serves  in 
an  advisory  committee  in  utilization  review  cases, 
and  in  quality  of  care  cases. 

Attendance  at  these  meetings  is  excellent  and 
member  participation  is  also  excellent.  This 
continues  to  be  a most  important  and  active 
committee  of  the  Arkansas  Medical  Society. 

Seventh  Councilor  District 
Professional  Relations  Committee 
C.  F.  Peters,  M.D.,  Chairman 

The  Seventh  Councilor  District  Professional 
Relations  Committee  reports  no  cases  came  be- 
fore the  committee  in  1975. 
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Eighth  Councilor  District 
Professional  Relations  Committee 
Richard  M.  Logue,  M.D.,  Chairman 

One  case  has  been  referred  to  this  committee 
during  the  past  calendar  year.  Extensive  investi- 
gation of  the  circumstances  surrounding  this 
patient’s  complaints  has  been  made  and  a report 
has  been  transmitted  concerning  these  findings. 
I understand  that  this  report  is  continuing  to 
be  reviewed  and  the  committee  stands  ready  to 
cooperate  in  any  manner  in  an  attempt  to  bring 
about  a satisfactory  resolution  of  this  case. 

Ninth  Councilor  District 
Professional  Relations  Committee 
Ross  Fowler,  M.D.,  Chairman 

Two  grievances  were  considered  by  the  Ninth 
Councilor  District  Professional  Relations  Com- 
mittee: 

1.  A compromise  was  reached  on  pre-marital 
examination  charges. 

2.  A complaint,  which  was  thought  to  be  a 
personality  conflict  between  the  patient 
and  the  doctor,  was  considered.  No  un- 
ethical conduct  of  the  doctor  or  neglect 
of  the  patient  was  found  in  this  case. 

Tenth  Councilor  District 
Professional  Relations  Committee 
Samuel  E.  Landrum,  M.D.,  Chairman 

This  is  the  annual  report  of  the  Tenth  Coun- 
cilor District  Professional  Relations  Committee, 
covering  April  1975  to  1976. 

During  this  time,  five  complaints  were  re- 
ferred to  the  Committee  for  consideration.  In- 
vestigation indicated  most  of  these  were  based 
on  a misunderstanding  between  the  physician 
and  the  party  complaining. 

Four  of  the  complaints  were  satisfied  by  the 
action  of  the  Committee. 

First  Councilor  District 
John  B.  Kirkley,  M.D.,  Councilor 

This  has  been  a year  of  meetings,  more  or  less, 
and  very  little  concrete  action  as  far  as  the  State 
Medical  Society  is  concerned.  During  the  past 
year,  I have  been  studiously  ignored  by  the 
component  medical  societies  as  far  as  spreading 
the  faults  of  the  Arkansas  Society.  I think  this 
is  due  to  the  fact  that  an  excellent  job  has  been 
done  by  the  Assistant  to  the  Executive  Vice 
President,  Mr.  John  McIntosh,  and  I feel  that 
he  should  be  complimented  for  the  public  rela- 


tions work  that  he  has  done  with  the  component 
medical  societies. 

As  most  of  the  Society  is  aware,  the  senior 
students  in  the  Medical  Center  are  trying  to  find 
a way  around  the  basic  science  examination,  and 
they  have  my  personal  sympathy  for  this;  how- 
ever, I am  afraid  it  will  be  another  year  or  two 
before  this  matter  can  be  resolved. 

I attended  a Governor’s  Conference  on  Med- 
ical Manpower  in  November  at  Hot  Springs 
which  was  extremely  interesting  in  that  there 
are  a large  number  of  paramedical  personnel  in 
the  state  who  have  all  the  problems  of  any  phy- 
sician solved,  if  we  will  just  listen  to  them. 

In  addition,  I went  to  the  American  Medical 
Association  Leadership  Conference  held  in  Chi- 
cago the  latter  part  of  January.  There  were 
some  interesting  talks  there  by  workers  and 
bureaucrats  with  HEW  and  various  committees, 
from  the  Bureaucratic  team  in  Washington.  The 
concensus  opinion  is  that  the  health  industry 
is  a large  industry,  absorbing  8%  of  the  gross 
national  product,  and  must  be  regulated  just 
on  that  basis.  The  feeling  of  the  bureaucrats 
seems  to  be  it  doesn’t  matter  whether  we  do  a 
good  job  or  bad  job,  we  need  to  be  regulated. 

It  has  been  interesting  to  me  in  a one  to  one 
confrontation  with  various  people  concerned 
with  health  care  that  we  physicians  seemed  to 
get  our  point  over.  It  might  not  last  too  long, 
but  at  least  the  seed  has  been  planted.  In  Hot 
Springs,  the  ones  that  I talked  to  did  listen  to 
our  viewpoint,  at  least  during  the  time  we  were 
speaking.  I still  believe  that  if  we  can  continue 
to  devote  as  much  time  to  public  relations  as 
possible,  and  work  this  next  year  in  order  to 
get  the  malpractice  amendment  passed,  that  the 
image  of  medicine  in  Arkansas  may  be  enhanced 
somewhat  and  certainly  would  not  be  tarnished 
any  further. 

Second  Councilor  District 
Paul  Gray,  M.D.,  Councilor 
John  E.  Bell,  M.D.,  Councilor 

The  primary  activities  of  the  Second  District 
Councilors  since  the  last  report  involve  primarily 
contacting  physicians  to  encourage  their  support 
for  the  constitutional  amendment  presented  at 
the  special  Legislative  Session  of  January  and 
February,  1976.  Physicians  throughout  the  coun- 
cilor district  were  contacted  and  responded  ad- 
mirably by  contacting  their  legislators,  resulting 
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in  favorable  legislative  consideration  of  the  con- 
stitutional amendment.  The  councilors  realize 
that  a great  deal  more  work  will  be  necessary  in 
order  to  accomplish  adoption  of  the  constitu- 
tional amendment. 

The  initiation  of  delegated  PSRO  status  for 
hospitals  in  the  Second  Councilor  District  has 
been  encouraged  and,  at  present,  several  hos- 
pitals either  have  achieved  delegated  status  or 
are  in  the  process  of  application.  This  effort  will 
be  continued  through  the  coming  year. 

Fifth  Councilor  District 
J.  B.  Jameson,  M.D.,  Councilor 

Very  little  has  transpired  in  this  district  other 
than  events  with  statewide  basis  such  as  mal- 
practice problems,  utilization  review  problems 
and  emergency  room  coverage.  In  Camden, 
week-end  emergency  room  coverage  has  been 
largely  solved  by  an  organization  composed  of 
University  of  Arkansas  House  Staff  Members. 

In  El  Dorado,  AHEC  is  fully  operational. 

Again  in  Camden,  the  Ouachita  Hospital  at- 
tempted to  pass  a millage  increase  to  begin  new 
hospital  construction.  This  was  soundly  de- 
feated. 

The  annual  District  Meeting  is  scheduled  for 
El  Dorado,  January  21,  1976.  I am  attempting 
to  survey  Dallas,  Ouachita,  Bradley  and  Co- 
lumbia Counties  for  a nominee  to  the  Council 
for  this  year.  Union  County  ordinarily  retains 
one  Council  position  permanently  due  to  their 
numerical  superiority. 

Fifth  Councilor  District 
John  H.  Moore,  M.D.,  Councilor 

The  annual  meeting  of  the  Fifth  Councilor 
District  was  held  at  the  El  Dorado  Golf  and 
Country  Club  on  January  20,  1975,  with  Dr. 
Jack  Dodson  presiding.  The  program  was  pre- 
sented by  Dr.  Harold  Levy,  a pediatrician  of 
Shreveport,  Louisiana,  who  spoke  on  the  subject 
“Treatment  of  the  Child  With  Minimal  Brain 
Damage.”  The  officers  elected  to  serve  for  the 
year  1975  were:  Dr.  Robert  Murfee,  President; 
Dr.  Jim  Guthrie,  Vice  President;  Dr.  George 
Wynne,  Secretary;  Dr.  Jack  Jameson  and  Dr. 
John  H.  Moore,  Councilors. 

With  the  formation  of  the  Health  Service 
Agencies,  two  physicians  from  the  Fifth  Coun- 
cilor District  have  been  elected  to  serve  on  the 
governing  board  of  the  Area  Four  Health  Serv- 


ice Agency.  They  are  Dr.  Kenneth  Duzan  of  El 
Dorado  and  Dr.  Jim  Guthrie  of  Camden. 

During  1975,  AHEC  — El  Dorado  continued 
under  the  direction  of  Acting  Director  Dr.  James 
Weedman.  Throughout  the  year,  six  medical 
residents  rotated  through  the  service  and  six 
medical  students  spent  a total  of  six  weeks  each 
in  the  program  here.  In  1975,  Dr.  George  War- 
ren of  Smackover  was  appointed  the  director  of 
the  Family  Practice  Section  of  AHEC  — El  Do- 
rado and  it  is  planned  that  the  program  will 
become  operational  in  1976. 

The  annual  meeting  for  1976  of  the  Fifth 
Councilor  District  was  held  at  the  El  Dorado 
Country  Club  on  January  21.  The  program  was 
given  by  Dr.  Dola  Thompson,  Professor  and 
Chairman  of  the  Department  of  Anesthesia  at 
the  Medical  Center.  New  officers  elected  for 
1976  included:  Dr.  James  Guthrie,  President; 
Dr.  George  Wynne,  Vice  President;  Dr.  Charles 
^Veber,  Secretary;  Dr.  Jack  Jameson  and  Dr, 
John  H.  Moore,  Councilors. 

Sixth  Councilor  District 
C.  Lynn  Harris,  M.D.,  Councilor 

I believe  my  chief  function  has  been  to  repre- 
sent all  doctors  fairly  and  equally.  I have  tried 
to  maintain  an  open  line  for  doctors  in  this 
area  to  present  their  complaints.  By  reporting 
any  abuses,  I have  tried  to  promote  the  high 
standards  of  the  profession. 

I have  worked  with  the  new  councilor.  Dr. 
A.  E.  Andrews  of  Texarkana,  who  is  reporting 
on  activity  in  Miller  County,  and  I am  reporting 
on  activity  in  the  other  counties  of  the  Sixth 
District. 

On  HJR  17,  I worked  on  getting  it  out  of 
committee  and  on  the  floor.  By  contacting  other 
doctors  to  contact  their  representatives  and  sen- 
ator to  vote  favorably  helped  our  success.  I was 
especially  pleased  with  the  work  of  my  own 
representative,  Larry  Patterson,  who  is  a lawyer, 
and  spoke  for  the  amendment  and  was  quoted 
in  the  newspapers  as  speaking  out  for  the  pas- 
sage. Senator  Olen  Hendrix  pledged  his  support 
to  me. 

I worked  on  recruiting  new  doctors  in  this 
area  by  talking  to  medical  students  and  attend- 
ing some  social  functions  to  encourage  new  grad- 
uates to  settle  in  our  district.  I encouraged  the 
Hope  Chamber  of  Commerce  to  get  a booth  in 
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the  Health  Careers  Fair  in  Little  Rock  to  pro- 
mote recruitment  of  doctors  in  this  area. 

The  number  of  doctors  in  the  district  has  in- 
creased — three  in  Prescott,  two  in  Nashville, 
one  in  Stamps,  two  in  DeQueen  and  two  in 
Mena. 

Sixth  Councilor  District 
A.  E.  Andrews,  M.D.,  Councilor 

Most  of  my  district  work  this  year  has  been 
in  working  on  activities  associated  with  the  mal- 
practice amendment,  development  of  the  Health 
Systems  Agency  Committee  for  this  area  of  the 
state,  and  development  of  an  Area  Health  Edu- 
cation Center  Program. 

Because  of  the  efforts  of  many  local  physicians, 
the  malpractice  amendment  has  successfully 
made  it  through  the  Legislative  Council,  com- 
mittees of  the  House  and  Senate,  and  then  voted 
in  favorably.  It  will  now  be  on  the  ballot  in 
November  and  its  passage  will  require  even  more 
effort  on  the  part  of  all  physicians  in  the  state. 

An  HSA  Committee  has  been  organized  in 
this  area  and  there  will  be  several  doctors  on 
the  committee  for  Area  Four  (22  counties).  For 
the  western  half  of  this  area,  we  have  three 
doctors  on  the  Board  (Drs.  Guthrie,  Duzan  and 
Kittrell)  and  I feel  that  they  will  represent  us 
well. 

An  AHEC  Program  has  been  established  in 
Texarkana,  and  the  first  students  are  expected 
in  July  1976.  This  program  will  allow  more  of 
our  graduates  to  get  their  training  in  Arkansas 
and,  perhaps,  they  will  remain  here  to  practice 
and,  hopefully,  they  will  locate  in  Southwest 
Arkansas. 

Seventh  Councilor  District 
Robert  F.  McCrary,  M.D.,  Councilor 

The  Councilor  District  decided  to  inaugurate 
a yearly  medical  meeting.  The  response  to  this 
was  not  favorable  the  past  year  but,  in  1976,  the 
district  plans  a weekend  session  for  the  doctors 
in  District  Seven  concerning  Professional  Serv- 
ices Review  Organizations. 

Eighth  Councilor  District 
W.  Payton  Kolb,  M.D.,  Councilor 

During  1975,  the  members  in  the  Eighth 
Councilor  District: 

Provided  three  scholarships  for  underprivi- 
leged children  to  attend  the  Aldersgate  Medical 
Camp. 

Adopted  a procedure  for  handling  press  rela- 


tions between  individual  physicians  and  the  press 
in  instances  when  public  figures  are  patients. 

Appointed  a committee  to  select  names  of 
physicians  to  serve  on  the  Malpractice  Insurance 
Commission  panel. 

Agreed  to  be  a sponsoring  agency  of  the  six 
regional  meetings  sponsored  by  the  Central  Ar- 
kansas Council  for  Aging. 

Were  informed  by  the  Little  Rock  Post  Office 
that  the  Pulaski  County  Medical  Society  would 
no  longer  be  considered  eligible  to  mail  as  a 
non-profit  organization  since  eligibility  was 
granted  only  to  organizations  who  sf>ent  a major 
part  of  their  time  in  medical  research  or  in 
education. 

A special  committee  worked  with  local  am- 
bulance companies  in  alleviating  problems 
brought  to  physicians’  attention  by  certain  pa- 
tients. 

Made  recommendations  to  the  Pulaski  County 
Medical  Society  Auxiliary  relative  to  eligibility 
of  nursing  scholarship  recipients. 

Approved  the  purchase  of  new  transmitting 
equipment  for  the  Society’s  exchange  service  in 
view  of  a ruling  made  by  FCC  that  the  frequency 
of  the  service  would  have  to  be  changed. 

Named  a member  of  the  Pulaski  County  Med- 
ical Society  to  serve  as  chairman  of  the  phy- 
sician’s section  of  the  United  Way. 

Instructed  the  two  PCMS  Councilors  to  the 
Arkanas  Medical  Society  to  appoint  a physician 
to  fill  a vacancy  on  the  Arkansas  Medical  Society 
Professional  Relations  Committee. 

Invited  the  Dean  of  the  School  of  Nursing  of 
the  University  of  Arkansas  Medical  Center  to 
discuss  the  current  nursing  programs  available 
at  the  Medical  Center. 

Took  action  to  support  public  health  au- 
thorities in  their  attempt  to  prevent  the  repeal 
of  the  anti-rabies  law. 

Presented  plaques  of  appreciation  to  the  fol- 
lowing members: 

Dr.  Gordon  Holt  — for  devotion  to  duties  as 
coroner. 

Dr.  John  McCollough  Smith  — for  many 
years  of  volunteei'  service  as  team  phy- 
sician of  Central  High  School. 

Dr.  Elvin  Shuffield  — for  untiring  efforts  in 
legislative  matters  of  interest  to  the 
medical  profession. 

Nominated  Dr.  Jerome  Levy  and  Dr.  Warren 
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Douglas  to  serve  as  tlie  district’s  representatives 
to  the  new  Health  Systems  Agency. 

Tenth  Councilor  District 
C.  C.  Long,  M.D.,  Councilor 
Kemol  Kutoit,  M.D.,  Councilor 

The  Tenth  Councilor  District  held  a dinner 
meeting  at  Wyatt’s  Cafeteria  beginning  at  7:00 
p.m.,  February  10,  1976.  All  members  of  the 
Councilor  District  were  the  invited  guests  of  the 
Sebastian  County  Medical  Society. 

Following  the  dinner  meeting.  Dr.  A.  S. 
Koenig,  Jr.,  President-elect  of  the  Arkansas  Med- 
ical Society,  was  the  principal  speaker.  In  his 
address,  he  discussed  the  HSA  legislation,  the 
organizational  structure  of  the  HSA  at  the  state, 
area  and  local  level,  and  the  potential  impact 
which  this  legislation  will  have  on  the  practice 
of  medicine  and  the  delivery  of  all  health  serv- 
ices. 

Dr.  Kemal  Kutait,  Chairman  of  the  ARKPAC 
Board,  expressed  the  appreciation  of  the  Board 
for  the  recent  physician  support  of  the  legisla- 
tion that  insured  that  the  so-called  malpractice 
amendment  would  be  on  the  ballot  in  the  forth- 
coming general  election.  He  further  stated  the 
necessity  for  the  physicians  to  be  active  politi- 
cally through  their  PAC  organizations  and  inde- 
pendently in  safeguarding  their  rights  to  con- 
tinue to  deliver  health  care  in  the  best  possible 
marmer. 

There  were  several  questions  and  comments 
from  the  audience  and  it  was  felt  that,  in  gen- 
eral, a considerable  amount  of  information  con- 
cerning the  HSA  and  the  present  political  cli- 
mate was  given  to  the  members. 

Report  of  the  Council 
C.  C.  Long,  M.D.,  Chairman 

The  Council  of  the  Arkansas  Medical  Society 
met  on  Sunday,  August  24,  1975,  at  the  Camelot 
Inn  in  Little  Rock  and  transacted  the  following 
business: 

1.  Voted  to  hold  the  1977  Annual  Session  on 
April  24-27  at  the  Camelot  Inn  in  Little 
Rock. 

2.  Accepted  a rate  increase  of  22.8%  on  the 
Society’s  Blue  Cross -Blue  Shield  group  plan 
effective  September  1. 

3.  Approved  the  appointment  of  Dr.  James 
Rasch  to  the  Eighth  Councilor  District  Pro- 
fessional Relations  Committee. 


4.  Voted  to  urge  members  of  the  Legislature 
to  submit  an  amendment  of  the  State  Con- 
stitution to  the  voters  which  would  make 
remedial  legislation  on  medical  malpractice 
possible. 

5.  Heard  a report  from  Mr.  Schaefer  on  Public 
Law  93-641  on  the  developments  on  Health 
Service  Areas  in  the  State  and  received  his 
recommendation  that  physicians  take  an 
active  part  in  the  formation  and  leadership 
of  the  Health  Service  Areas. 

6.  Approved  Medical  Society  sponsorship  of 
a travel  program  conducted  by  INTRAV 
consisting  of  travel  to  the  South  Pacific  in 
March  and  one  to  Europe  in  July. 

7.  Approved  scheduling  the  winter  meeting  for 
December  14th  at  the  Camelot  Inn  in  Little 
Rock. 

8.  Voted  to  give  moral  support  to  the  Arkansas 
Association  for  Mental  Health  to  conduct 
their  program  of  furnishing  pamphlets  to 
new  mothers. 

9.  Authorized  the  State  Headquarters  to  enter 
into  a ten-year  lease  for  office  space  to  be 
sublet  to  the  Arkansas  Foundation  for  Med- 
ical Care. 

The  Council  met  on  Sunday,  December  14, 
1975,  at  the  Camelot  Inn  in  Little  Rock  and 
transacted  the  following  business: 

1.  Recommended  that  Dr.  Kutait  confer  with 
the  Council’s  Physician-Nurse  Joint  Practice 
Committee  concerning  impending  problems 
which  seem  to  be  developing  with  nurse 
practitioners  in  Sebastian  County. 

2.  Adopted  a motion  opposing  the  State  Hos- 
pital functioning  exclusively  through  gov- 
ernment agencies.  Council  also  went  on 
record  as  requesting  the  State  Hospital  to 
require  mental  health  centers  to  operate 
within  the  guidelines  of  high  quality  med- 
ical care. 

3.  Received  for  information  reports  of  de- 
velopments under  Public  Law  93-641. 

4.  Received  as  information  a report  from  the 
Committee  on  Medical  Education  recom- 
mending that  continuing  medical  education 
be  made  a requirement  for  membership  in 
the  Arkansas  Medical  Society. 

5.  Voted  to  endorse  a Disease  Surveillance 
System  proposed  by  the  Acting  Director  of 
the  Division  of  Communicable  Disease  of 
the  Arkansas  State  Department  of  Health. 
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6.  Voted  to  request  a change  in  regulations 
for  government  programs  to  allow  physi- 
cians a choice  of  collecting  their  fees  from 
either  the  patient  or  the  government  agency. 

7.  Appointed  W.  P.  Phillips  of  Fort  Smith  as 
an  additional  member  of  the  Board  of  Di- 
rectors of  ArkPac. 

8.  Tabled  recommendations  from  the  Ameri- 
can Medical  Association  for  establishment 
of  uniform  membership  classifications. 

9.  Requested  that  a Council-appointed  com- 
mittee continue  to  work  with  medical  stu- 
dents to  see  if  the  problem  of  the  medical 
students’  unwillingness  to  take  the  Healing 
Arts  examination  could  be  ameliorated  in 
any  manner. 

10.  Authorized  expenditure  of  up  to  $750  for 
consultant  services  to  bring  the  Society’s 
employee  retirement  plan  into  compliance 
with  the  Federal  Retirement  Income  Secur- 
ity Act  of  1974. 

The  Council  met  on  Sunday,  February  1,  1976, 
at  the  Camelot  Inn  in  Little  Rock  and  trans- 
acted the  following  business: 

1.  The  Council  observed  a moment  of  silence 
in  memory  of  Dr.  C.  Lewis  Hyatt  and  Dr. 
Winston  Shorey. 

2.  Heard  expressions  of  appreciation  for  the 
work  of  Dr.  Shuffield  and  Mr.  Warren  in 
getting  the  Legislature  to  recommend  the 
malpractice  amendment  for  a vote  of  the 
people. 

3.  Dr.  Long  and  Mr.  Schaefer  expressed  thanks 
to  the  members  of  the  Society  and  Auxiliary 
for  their  help  in  making  legislative  contacts. 
Dr.  Townsend  stressed  the  need  for  mem- 
bers of  the  Society  to  give  Dr.  Shuffield 
more  support  in  his  legislative  efforts. 

4.  Decided  to  support  a resolution  by  the 
Medical  Society  of  the  State  of  New  York 
opposing  the  use  of  the  Social  Security  num- 
ber as  a universal  numbering  identifier. 

5.  At  the  request  of  C.  R.  Ellis,  voted  to  under- 
write the  Prayer  Breakfast  at  the  1976 
Annual  Session  in  an  amount  up  to  $300  if 
receipts  are  not  sufficient  to  cover  costs. 

6.  Gave  approval  to  the  concept  of  a new  ap- 
proach to  making  Blue  Shield  payments  as 
presented  by  George  Mitchell.  The  plan 
envisions  a relative  value  schedule  and  a 
dollar  conversion  factor  on  a statewide  basis. 


7.  Voted  to  approve  the  principle  of  proposed 
legislation  by  Congressmen  Hammerschmidt, 
Thornton  and  Alexander,  which  would  sub- 
stitute a single  statewide  fee  schedule  for 
the  present  five  area  UCR  system  under 
Medicare. 

8.  Heard  the  President  of  the  Medical  Educa- 
tion Foundation  for  Arkansas,  Dr.  Robert 
Watson,  report  on  the  Foundation’s  invest- 
ment program  for  Foundation  funds  and  its 
application  of  income  from  the  investment 
program  to  the  purposes  of  the  Foundation. 
The  Council  voted  an  expression  of  thanks 
to  Dr.  Watson  and  approved  and  endorsed 
the  Foundation’s  philosophy  and  its  han- 
dling of  funds. 

9.  Voted  to  write  all  physicians  representing 
the  Medical  Society  on  the  Health  Systems 
Agencies’  boards  to  ascertain  whether  or 
not  they  would  be  able  to  participate  fully 
in  health  planning  activities.  Any  who  in- 
dicate doubt  as  to  their  ability  to  participate 
fully  will  be  asked  to  consider  suggesting 
someone  to  take  their  place. 

10.  Authorized  the  Chairman  to  re-evaluate  the 
Council  committees  which  have  been  in  ex- 
istence for  an  indefinite  time  and  to  update 
the  membership  of  the  Council  committees 
and  report  back  to  the  Council. 

11.  Selected  Dr.  John  P.  Burge  of  Lake  Village 
as  a nominee  for  the  Sixth  Congressional 
District  position  on  the  State  Board  of 
Health  on  the  listing  of  nominees  which 
include  Dr.  Robert  McCrary  and  Dr.  Robert 
Atkinson. 

12.  Selected  T.  E.  Townsend  as  a nominee  for 
a position  on  the  Council  on  Medical  Serv- 
ice of  the  American  Medical  Association. 

13.  Accepted  and  approved  the  Society’s  budget 
for  1976  as  presented  by  the  Budget  Com- 
mittee. 

14.  Authorized  the  discontinuance  of  the  1% 
employee  contribution  to  the  pension  plan 
and  refunding  previously  made  contribu- 
tions by  them  in  order  to  simplify  the  ex- 
tensive reporting  requirements  of  the  new 
Federal  Pension  Law. 

Report  of  the  Executive  Vice  President 
Mr.  Paul  C.  Schaefer 

1975  saw  the  development  of  four  major  areas 

of  responsibility  for  the  Arkansas  Medical 

Society. 
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From  previously  enacted  law,  the  Professional 
Services  Review  Organization  came  into  being 
with  the  Society  in  charge  of  the  creation  and 
early  development  of  the  Foundation  which  will 
implement  the  law  throughout  the  State.  It  is 
believed  that  the  Foundation,  because  of  the 
careful  attention  given  it  by  the  Society,  will 
develop  into  an  organization  reflecting  the  ethics 
of  medicine,  and  a rational  approach  to  the 
daily  practice  of  medicine  while  minimizing 
the  frustrating  influence  of  Federal  interference 
in  what  has  been  a free  and  unfettered  profes- 
sion. 

In  February  of  1975,  the  gathering  malpractice 
storai  hit  Arkansas  with  the  announcement  by 
our  only  carrier  that  they  would  increase  pre- 
miums by  300%  and  change  to  a less  desirable 
form  of  insurance.  The  insurance  company 
further  stated  that  if  they  didn’t  get  what  they 
were  demanding,  they  would  withdraw  from  the 
state. 

Because  of  leadership  of  the  Medical  Society 
and  the  effective  and  almost  unanimous  efforts 
of  physicians  all  over  Arkansas,  the  State  Legisla- 
ture submitted  a State  Constitutional  Amend- 
ment to  the  voters  for  decision  in  November. 
The  amendment,  if  passed,  will  make  it  possible 
for  the  Legislature  to  enact  laws  which  wiU, 
hopefully,  give  a better  balance  to  rules  of  law 
in  a progressively  more  litigious  society.  There 
are  two  more  difficult  steps  before  relief  can 
be  expected:  convincing  the  voters  to  approve 
our  amendment;  prevailing  upon  the  Legislature 
to  pass  legislation  which  will  protect  the  public 
from  the  appetites  of  the  few. 

Another  previously  enacted  law  began  to  in- 
fluence Arkansas  in  1975.  Public  Law  93-641 
establishing  Health  Service  Areas  became  ef- 
fective. The  law  gives  enormous  power  to  health 
planners.  It  is  much  worse  than  PSRO  or  any 
socialized  medicine  scheme  yet  proposed.  There 
are  four  Health  Service  Areas  in  Arkansas,  each 
governed  by  a board  on  which  physician  repre- 
sentation is  generally  limited  to  about  10%.  To 
have  any  influence  in  the  operation  of  the  HSA 
(which  are  really  all-powerful),  the  profession 
must  have  truly  dedicated  doctors  who  will  at- 
tend meetings  on  short  notice  during  their 
practice  hours;  who  will  be  articulate  in  the 
defense  of  private  practice  and  free  enterprise. 

The  fourtli  major  area  of  concern  was  a 


stepped-up  effort  to  eliminate  the  five-area  con- 
cept in  the  payment  of  fees  for  government- 
financed  medical  care  schemes.  A year-long 
battle  has  been  waged,  principally  through  the 
executive  branch  of  government,  to  raise  all 
areas  to  the  level  of  Area  No.  1.  Representa- 
tives of  the  Society  have  talked  with  the  highest 
officials  of  HEW  and  have  attracted  the  atten- 
tion of  the  White  House  to  the  problem.  We 
are  optimistic  that  we  are  on  the  verge  of  suc- 
cess. As  insurance,  however,  we  have  begun 
efforts  to  have  the  system  changed  by  legislation 
should  administrative  change  fail  to  materialize. 

The  aforementioned  efforts,  along  with  less 
pressing  but  nevertheless  important  projects, 
have  kept  your  officers  and  your  headquarters 
extremely  busy  and  under  constant  tension 
throughout  the  year.  The  importance  of  or- 
ganization is  emphasized  by  events  of  each  suc- 
ceeding year. 

Your  profession  as  well  as  every  other  facet 
of  the  capitalist,  private  enterprise  system  is 
under  increasing  (and  increasingly  successful) 
attack  by  the  disciples  of  big-brother  govern- 
ment. Only  sacrifice  of  money,  time  and  effort 
will  even  slow  the  degradation  of  the  life-style 
so  many  Americans  have  enjoyed  for  200  years. 

Coinciding  almost  exactly  with  the  Bicenten- 
nial of  the  United  States  is  the  twenty-fifth  anni- 
versary of  the  Executive  Vice  President’s  service 
to  the  Arkansas  Medical  Society.  They  have 
been  twenty-five  years  of  satisfaction  to  him. 
The  association  with  the  many  friends  in  the 
Society  has  been  among  the  great  rewards  of 
the  position.  “Fighting  the  good  fight’’  for  prin- 
ciples firmly  believed  in  has  been  gratifying. 
The  Executive  Vice  President  salutes  all  those 
officers  and  members,  living  and  dead,  who  have 
given  up  their  evenings  and  weekends  on  count- 
less occasions  to  defend  medicine  and  protect 
their  patients  through  Medical  Society  programs. 
Thanks  to  all  who  have  responded  to  our  calls 
for  help.  You  have  made  every  one  of  the  past 
twenty-five  — very  good  years! 

Budget  Committee 
H.  W.  Thomas,  M.D.,  Chairman 

The  Budget  Committee  submitted  the  follow- 
ing budget  for  1976.  The  complete  budget,  as 
presented  to  the  Council,  is  available  to  any 
member  for  his  inspection  at  his  request. 
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INCOME 


Budget  Item 

1976  Budget 

Membership  Dues 

$188,000.00 

Journal  Advertising 

Local 

$12,000.00 

National 

17,000.00 

29,000.00 

Booth  Income 

7,100.00 

Annual  Session  Income 

2,500.00 

AMA  Reimbursement 

2,000.00 

Miscellaneous  & Rosters 

450.00 

Interest  on  Government  Securities 

12,000.00 

Specialty  Desk 

650.00 

Intrav 

2,000.00 

Ark.  Foundation  for  Medical  Care 

16,800.00 

$260,500.00 

EXPENSES 

Budget  Item 

1976  Budget 

Salaries 

Society 

$90,310.00 

Public  Relations 

14,041.00 

Journal 

13,262.00 

Exhibits 

500.00 

$118,113.00 

Travel  & Convention 

Society 

16,250.00 

Public  Relations 

3,000.00 

Journal 

750.00 

20,000.00 

Taxes 

Society 

4,525.00 

Journal 

755.00 

Exhibits 

920.00 

6,200.00 

Retirement 

Society 

26,047.00 

Journal 

3,219.00 

29,266.00 

Stationery  &:  Printing 

Society 

3,400.00 

Public  Relations 

50.00 

Journal 

300.00 

Exhibits 

50.00 

3,800.00 

Office  Supplies  8c  Expense 

Society 

6,075.00 

Public  Relations 

25.00 

Journal 

900.00 

7,000.00 

Telephone  8c  Telegraph 

Society 

2,775.00 

Public  Relations 

700.00 

Journal 

210.00 

Exhibits 

15.00 

3,700.00 

Rent 

Society 

14,940.00 

Journal 

660.00 

15,600.00 

Budget  Item 

1976  Budget 

Postage 

Society 

13,580.00 

Public  Relations 

50.00 

Journal 

2,200.00 

Exhibits 

50.00 

15,880.00 

Insurance  8c  Bonds 

Society 

4,950.00 

Journal 

650.00 

5,600.00 

Auditing 

Society 

900.00 

Journal 

100.00 

1,000.00 

Council  Expense 

500.00 

Journal  Printing 

31,000.00 

Annual  Session 

Society 

8,000.00 

Exhibits 

2,000.00 

10,000.00 

Winter  Meeting 

2,000.00 

Dues  8c  Subscriptions 

Society 

4,100.00 

Journal 

400.00 

4,500.00 

Gifts  8c  Contributions 

Society 

600.00 

Journal 

50.00 

650.00 

Woman’s  Auxiliary 

1,200.00 

Legal  Services 

Society 

5,850.00 

Journal 

650.00 

6,500.00 

Special  Committee 

Society 

150.00 

Public  Relations 

150.00 

300.00 

Rural  Health 

500.00 

Miscellaneous 

40.00 

Freight  8c  Express 

Society 

12.50 

Journal 

12.50 

25.00 

Office  Equipment 

2,000.00 

Consultant 

500.00 

$285,874.00 

Report  of  AMA  Meeting 
November  30- December  3,  1975 
Honolulu,  Hawaii 
Purcell  Smith,  Jr.,  M.D.,  Delegate 

This  summary  covers  many  of  the  subjects 
considered  during  the  29th  Clinical  Convention 
in  Honolulu,  but  is  not  meant  to  be  a complete 
report  of  all  actions  taken. 

REPORT  OF  THE  AMA  PRESIDENT 
In  his  address  to  the  House  of  Delegates,  AMA 
President  Max  H.  Parrott  pointed  to  the  “grow- 
ing attacks  on  the  physician  as  an  individual  and 
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on  die  manner  and  spirit  in  which  he  practices” 
and  said,  “No  longer  can  we  find  dubious  com- 
fort in  seeing  organized  medicine  serve  as  an 
impersonal  fall  guy  for  such  abuse  while  we 
personally  are  spared.”  He  noted  that  it  is 
possible  for  the  individual  physician  to  consider 
AMA  remote  from  his  problems  simply  because 
it  is  an  institution.  “Yet,  it  is  for  the  individual 
and  through  the  individual  that  this  Association 
exists,”  he  said.  “Only  through  this  institution 
can  a physician  cast  his  shadow  on  the  wide 
range  of  problems  he  faces  in  his  ability  to  serve 
his  patients.”  Dr.  Parrott  cited  AMA  actions 
in  continuing  education,  in  fighting  Federal 
intervention,  tuid  in  seeking  solutions  to  pro- 
fessional liability  insurance  problems. 

SUMMARY  OF  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 

I.  ASSOCIATION  AND  INTERNAL  MAT- 
TERS OF  THE  HOUSE: 

Fiscal  Affairs  and  Priorities:  The  Ad  Hoc 
Committee  on  Internal  Affairs,  established  by 
the  House  at  the  1975  Annual  Convention,  re- 
ported in  detail  on  the  AMA’s  financial  affairs 
and  concluded  that  the  priorities  approved  by 
the  House  are  receiving  appropriate  financial 
emphasis  and  attention.  The  House  adopted 
the  Committee’s  recommendation  that  the  offi- 
cers, trustees,  and  the  administration  be  com- 
mended for  “the  courageous,  intelligent,  and  dili- 
gent manner  in  which  they  have  addressed  and 
moved  toward  solution  of  the  problems  of  the 
AMA  in  reference  to  fiscal  affairs,  organizational 
structure  and  identification  of  the  goals  and 
priorities  of  the  Association.”  The  House 
adopted  a Board  report  proposing  that  billing 
of  1975  members  who  have  not  paid  the  manda- 
tory $60  special  assessment  be  continued  during 
the  calendar  year  1976.  As  of  November  20,  the 
Board  reported,  141,411  members  had  paid  the 
assessment  and  revenue  from  the  assessment  was 
about  $8.5  million. 

Organizational  Structure:  A series  of  proposals 
to  change  the  structure  of  the  AMA,  presented 
by  the  Council  on  Long  Range  Planning  and 
Development,  was  debated  by  the  House.  Re- 
jected were  recommendations  that  would  have 
made  state  associations  the  basic  membership 
units,  with  all  members  of  the  state  associations 
becoming  AMA  members,  and  changed  repre- 
sentation in  the  House  to  provide  delegates  for 


specialty  societies  and  other  physician  organiza- 
tions. Recommendations  that  called  for  elimi- 
nation of  the  section  councils  and  the  creation 
of  affiliate  membership  for  specialty  societies 
were  referred  to  the  Council  for  reconsideration. 
The  House  voted  to  designate  all  councils  as 
councils  of  the  AMA,  with  all  except  the  Judicial 
Council  reporting  through  the  Board  of  Trustees 
to  the  House.  It  added  that  the  Board  would 
retain  its  fiduciary  and  corporate  responsibili- 
ties in  transmitting  council  reports  to  the  House. 
Except  for  the  section  councils,  the  Council  on 
Scientific  Assembly  and  the  Council  on  Legisla- 
tion, all  councils  would  be  elected  by  the  House 
from  nominations  submitted  by  the  Board  and 
by  delegates  from  the  House  floor.  A recom- 
mendation that  the  House  function  with  as  few 
councils  as  possible  and  that  committees  with 
limited  time-frames  be  used  to  accomplish  spe- 
cific goals  was  approved  by  the  House.  A 
recommendation  for  the  establishment  of  eight 
special  councils  was  sent  to  the  Board  for  prepa- 
ration of  details  and  presentation  at  the  1976 
Annual  Convention.  The  House  accepted  the 
Council’s  recommendation  to  abolish  the  office 
of  AMA  vice  president.  It  also  established  a 
line  of  succession  in  case  of  the  death,  disability 
or  resignation  of  the  president.  He  would  be 
succeeded  by  the  president-elect,  who  would  con- 
tinue to  serve  during  his  own  elected  term.  The 
Speaker  of  the  House  would  assume  the  presi- 
dency if  the  office  became  vacant  while  the 
office  of  president-elect  also  was  vacant.  The 
House  actions  on  the  report  of  the  Council  on 
Long  Range  Planning  and  Development  will  be 
studied  by  the  Council  on  Constitution  and  By- 
laws and  presented  at  the  1976  Annual  Con- 
vention. Necessary  changes  in  the  Bylaws  will 
require  a two-thirds  vote  at  that  time. 

II.  PHYSICIANS  AND  THE  GOVERN- 
MENT: 

Reimbursement  Under  Government  Health 
Programs:  Aggressive  steps  to  counter  Federal 
incursion  in  the  practice  of  medicine  were  taken 
by  the  House  of  Delegates.  It  adopted  a Board 
of  Trustees  report,  calling  on  medical  societies 
to  express  to  Congress  their  concern  that  pro- 
posed new  amendments  to  Medicare  and  Medic- 
aid would  discourage  physician  participation  and 
defeat  the  goals  of  the  Federal  programs.  The 
amendments  would  fix  Medicaid  reimbursement 
at  80%  of  the  Medicare  basis,  which  is  limited 
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by  the  75th  percentile  provisions  and  “unreal- 
istic economic  indexes.’’  “Two  levels  of  care,  one 
for  private  patients  and  one  for  patients  whose 
care  is  provided  as  benefits  under  federal  pro- 
grams, is  not  the  goal  of  physicians  and  it  was 
not  the  avowed  goal  of  Congress  when  these 
programs  were  established,”  the  Board  report 
said. 

Federal  Health  Planning  Program:  A Board 
report  detailing  AMA  activities  opposing  the 
National  Health  Planning  and  Resources  De- 
velopment Act  was  approved  by  the  House. 
“Legal  action  is  under  advisement  and  there 
appears  to  be  sufficient  grounds  on  which  to 
challenge  the  constitutionality  of  the  law  at  the 
appropriate  time,”  the  report  said. 

Rule  Making  by  Administrative  Agencies:  The 
House  reaffirmed  its  support  of  action  to  curtail 
rule-making  by  administrative  agencies  through 
the  Federal  Register.  In  fact,  the  AMA  de- 
veloped a bill  to  correct  rule-making  abuses  and 
called  on  medical  societies  and  individual  phy- 
sicians to  give  active  support  to  the  bill  (HR 
10301). 

111.  PHYSICIANS  AND  THE  PUBLIC: 

Professional  Liability  Proposals:  An  expanded 
program  of  attack  on  professional  liability  in- 
surance problems  was  approved  by  the  House. 
The  program  includes  reaffirmed  support  for 
the  American  Medical  Assurance  Company,  plus 
intensified  activity  in  tort  reform,  membership 
in  public  communication  projects,  risk  manage- 
ment and  quality  control  projects,  and  the  de^ 
velopment  of  compensation  and  arbitration 
models  to  test  effectiveness  in  reducing  the  fre- 
quency of  claims. 

Medical  Discipline:  The  House  approved  the 
establishment  of  an  Ad  Hoc  Committee  on  Med- 
ical Discipline.  As  outlined  in  a report  from 
the  Board,  the  committee  will  determine  the 
effectiveness  of  discipline  and  whether  improve- 
ment in  the  disciplinary  system  will  result  in  a 
decreased  incidence  of  malpractice  claims;  review 
the  mechanisms  of  medical  associations  and  the 
procedures  of  hospitals;  and  recommend  addi- 
tional improvements  in  state  legislation  and 
licensure  board  regulations. 

National  Health  Insurance:  The  AMA  posi- 
tion on  health  manpower  legislation,  as  pre- 
sented in  testimony  before  Congress,  was  re- 
affirmed by  the  House.  The  House  voted  down 
a move  to  withdraw  its  support  of  the  AMA- 


developed  national  health  insurance  bill  (HR 
6222)  and  to  oppose  all  NHI  programs.  In  back- 
ing HR  6222,  the  House  called  on  AMA  spokes- 
men and  publications  to  make  it  clear  that  the 
bill  is  an  NHI  program  based  on  the  purchase 
of  private  health  insurance. 

IV.  PHYSICIANS  AND  HOSPITALS  AND 
MEDICAL  SCHOOLS: 

Interns  and  Residents:  A Board  report  defin- 
ing interns  and  residents  as  both  students  and 
employees  was  adopted  by  the  House.  As  em- 
ployees, interns  and  residents  have  a legal  right 
to  organize  and  engage  in  collective  bargaining, 
the  report  said,  and  it  is  appropriate  for  medical 
societies  to  aid  or  represent  interns  and  residents 
and  attending  physicians  in  resolving  disputes 
with  hospitals  and  others.  “Such  activities,”  the 
report  stated,  “should  be  geared  to  achieve  legiti- 
mate objectives  without  sacrificing  the  quality  of 
graduate  medical  education  or  patient  care.”  In 
another  action,  the  House  urged  hospitals  “to 
take  all  reasonable  measures  to  resolve  labor  dis- 
putes expeditiously  so  that  citizens  of  the  com- 
munity are  not  deprived  of  essential  medical 
services.” 

Physician  Relationships  with  Hospitals:  Two 
reports  dealing  with  physician  relationships  with 
hospitals  were  adopted  by  the  House.  A Board 
report  calls  for  a joint  program  with  medical 
societies  to  provide  consultation  and  representa- 
tion on  behalf  of  members  in  “grievances,  dis- 
putes, professional  problems,  or  terms  or  con- 
dition of  salaried  employment  by  hospitals  or 
privileges  in  the  case  of  attending  physicians  who 
are  not  hospital  employees.”  The  other  report 
describes  the  findings  of  a Council  on  Medical 
Service  survey  of  mechanisms  used  by  medical 
societies  in  developing  liaison  with  and  assisting 
medical  staffs  in  their  dealings  with  hospitals 
and  other  institutions.  The  report  will  be  dis- 
tributed to  medical  societies.  The  House  also 
stated  that  physicians  acting  as  spokesmen  for 
the  medical  staff  to  hospital  governing  boards 
should  be  elected  by  the  medical  staff. 

V.  MISCELLANEOUS  ACTIONS  OF  THE 
HOUSE: 

Miscellaneous  House  Actions  Included:  1)  Re- 
activation of  an  AMA  committee  against  quack- 
ery; 2)  Disclosure  of  government  grants  accepted 
by  the  AMA  (presently  there  are  eight  contracts 
covering  the  period  1972  to  1977  totaling  $2.5 
million);  3)  Support  of  the  concept  of  compen- 
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sation  of  physicians  for  utilization  review  of 
inpatient  care. 

Report  of  the 

Arkansas  State  Medical  Board 
January  1,  1975- January  1,  1976 

The  Secretary  of  the  Arkansas  State  Medical 
Board  makes  the  following  report  of  the  activi- 
ties of  this  board  since  the  last  meeting  of  the 
Arkansas  Medical  Society: 

The  officers  and  members  are  as  follows: 
Ross  Fowler,  M.D.,  President 
H.  Elvin  Shuffield,  M.D.,  Vice  President 
Hugh  R.  Edwards,  M.D. 

Frank  M.  Burton,  M.D. 

John  F.  Guenthner,  M.D. 

George  F.  Wynne,  M.D. 

C.  Stanley  Applegate,  Jr.,  M.D. 

Bascom  P.  Raney,  M.D. 

Joe  Verser,  M.D.,  Secretary-Treasurer 
Eugene  R.  Warren,  Attorney 
After  a public  hearing,  the  board  adopted 
regulations  and  requirements  relative  to  the 
licensing  of  foreign  graduates.  These  regulations 
and  requirements  are  listed  below: 

Graduates  of  foreign  medical  schools  are  re- 
quired to  comply  with  the  following  regulations 
in  order  to  obtain  an  Arkansas  license  to  practice 
medicine.  Temporary  Permits  are  not  issued  to 
graduates  of  foreign  medical  schools. 

1.  Be  twenty-one  years  of  age. 

2.  Be  a citizen  of  the  U.  S.  or  have  filed  a 
Declaration  of  Intention  to  become  a citizen 
of  the  U.  S.  (Certificate  of  “Declaration  of 
Intention”  must  be  presented.) 

3.  Be  of  good  moral  character. 

4.  Present  in  person  his  or  her  original  di- 
ploma (with  English  translation)  from  the 
medical  school  from  which  he  or  she  was 
graduated,  together  with  a letter  of  recom- 
mendation signed  by  the  Dean  or  any  other 
Senior  Administrator  of  the  medical  school 
from  which  applicant  was  graduated.  Dean’s 
or  Administrator’s  signature  to  be  authenti- 
cated by  American  Consul  in  district  in 
which  school  is  located. 

5.  Demonstrate  in  personal  interview  ability 
to  read,  write  and  speak  English  fluently, 
and,  also,  demonstrate  adequate  training 
and  ability  sufficient  to  permit  the  practice 
of  medicine  in  accordance  with  accepted 
medical  practice  in  the  State  of  Arkansas. 


6.  Present  documented  evidence  that  he  or  she 
has  served  one  year  as  an  intern  or  resident 
in  an  accredited  medical  school  affiliated 
hospital  in  the  U.  S. 

7.  Provide  indisputable  identification. 

8.  Present  a standard  ECFMG  certificate. 

9.  Present  evidence  that  he  or  she  holds  a valid 
unrevoked  certificate  issued  by  the  State 
Board  of  Examiners  in  the  Healing  Arts. 

10.  Pass  the  FLEX  examination  with  a FLEX 
weighted  average  grade  of  at  least  75% 
given  by  the  Arkansas  State  Medical  Board 
or  any  other  state  board. 

Scheduled  a public  hearing,  to  be  held  Feb- 
ruary 19,  1976,  to  adopt  rules  and  r^ulations 
relative  to  the  reporting  of  malpractice  claims 
by  physicians  as  required  by  Arkansas  law. 

Adopted  a regulation  that  the  FLEX  weighted 
average  for  a passing  grade  must  be  75%  and 
that  applicants  for  licensure  by  reciprocity  on 
the  basis  of  FLEX  must  have  a FLEX  weighted 
average  of  75%. 

The  board  approved  a motion  to  have  the 
attorney  for  the  board  prepare  legislation  to  be 
introduced  at  the  1977  Legislature  which  would 
permit  the  board  to  require  mandatory  con- 
tinued education  in  order  for  physicians  to  be 
re-certified  for  licensure.  The  board  would  have 
the  jurisdiction  to  set  the  type  of  continued 
education  and  postgraduate  training  required. 

A yearly  financial  report  of  the  board’s  ac- 
tivities prepared  by  Johnston,  Freeman  & Jones, 
C.P.A.,  was  sent  to  and  approved  by  the  Council 
of  the  Arkansas  Medical  Society. 

The  board  investigated  every  case  of  violation 
of  the  Medical  Practices  Act  reported  to  the 
secretary  during  the  year.  Following  is  a sum- 


mary of  the  board’s  proceedings. 

Physicians  registered  for  1975: 

Resident  2,173 

Non-resident 1,568 

Physicians  licensed  by  examination  99 

Physicians  licensed  by  reciprocity 100 

Physicians  certified  to  other  states 120 

Licenses  revoked  for  non-payment  of 

annual  registration  fee - 31 

Licenses  suspended  for  non-payment  of 

annual  registration  fee  — — 54 

Lisenses  suspended  for  violation  of 

Medical  Practices  Act 3 

Cases  pending  for  violation  of 

Medical  Practices  Act 5 
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Disciplinary  action  taken  by  the  board 
against  physicians  for  violation  of 


Medical  Practices  Act 9 

Physicians  whose  BNDD  number 
ordered  revoked  for  violation  of 
Controlled  Drug  Act 3 


ARKANSAS  STATE  MEDICAL  BOARD 
Balance  Sheet 
June  30,  1975 

ASSETS 

Cash  on  hand  $ 6.00 

Cash  in  banks  — 


Bank  of  Weiner,  Weiner,  Arkansas 


Certificate  of  Deposit  #362 
Certificate  of  Deposit  #392 

$ 8,553.71 
2,746.35 

11,300.06 

Bank  of  Harrisburg,  Arkansas 
Checking  account 

Certificate  of  Deposit  #2298 
Certificate  of  Deposit 

$ 33,057.83 
12,999.70 
7,000.30 

53,057.83 

Bank  of  Delight,  Arkansas 
Certificate  of  Deposit 

$ 30,000.00 

30,000.00 

Office  equipment 

3,545.97 

TOTAL  ASSETS 

LIABILITIES  AND  SURPLUS 

$ 97,909.86 

LIABILITIES 

Withholding  and  FICA  taxes  deducted 
and  unpaid  for  the  quarter  ended 
June  30,  1975  $ 885.91 

SURPLUS 

Balance  at  beginning  of  year  $ 80,167.47 
Add:  Excess  of  receipts  over 
disbursements  for  year 
ended  June  30,  1975 

$17,251.66 

Less:  Increase  in  payroll 
taxes  withheld  but 
not  remitted  at 

June  30,  1975  (395.18)  16,856.48  97,023.95 

TOTAL  LIABILITIES  AND  SURPLUS  $ 97,909.86 

Summary  of  Arkansas  State  Department 
of  Health  Activities 
Rex  C.  Ramsay,  Jr.,  Director 

The  Arkansas  Department  of  Health  is  one 
of  the  major  state  agencies  comprising  the  Gov- 
ernor’s cabinet.  There  are  six  major  bureaus 
within  the  Department.  These  are:  Administra- 
tive Services,  Community  Health  Services,  Med- 
ical Care  Services,  Health  Facility  Services,  Pub- 
lic Health  Engineering  and  Environmental 
Health  Services. 

The  demand  by  Arkansans  for  quality  health 
services  has  brought  about  continued  growth 


and  expansion  of  services  in  the  Health  Depart- 
ment, although  budget  expansion  has  been 
minimal. 

Today,  there  are  approximately  1,350  em- 
ployees in  the  Health  Department.  All  of  these 
people  are  utilized  to  carry  out  the  programs 
of  the  six  bureaus. 

For  calendar  year  1974,  a total  of  33,860  live 
births  (16.4  per  1,000  population)  and  21,917 
deaths  (10.6  per  1,000  population)  were  recorded. 
The  number  of  photostats  of  vital  events  issued 
during  the  year  was  199,924,  an  average  of  797 
copies  per  work  day. 

Educational  services  continued  to  expand  with 
“in-house”  development  of  literature  and  audio- 
visual aids. 

This  year  something  new  was  added  — a phys- 
ical fitness  program  for  Department  employees. 
The  eight-week  program  was  offered  to  all  em- 
ployees each  day  during  their  lunch  period.  The 
program  consisted  of  several  sessions  on  basic 
nutrition,  aerobics,  body  size  and  weight,  “warm- 
up” exercises  and  progressed  to  more  vigorous 
exercises. 

Requests  for  audio-visual  materials  seemed 
to  double. 

Inspection,  sample  collection,  testing,  review 
and  surveys  utilized  by  Food  Protection  Serv- 
ices assure  Arkansans  of  safe,  edible  food  and 
milk  and  dairy  products. 

Nursing  clinics  include  the  areas  of  family 
planning,  maternity,  tuberculosis,  child  health, 
immunization  and  adult  health  maintenance. 
Based  on  the  first  six  months  of  tabulated  sta- 
tistics, a total  of  23,150  children  were  seen  in 
pediatric  screening;  296,578  immunizations  were 
given;  59,122  home  visits  were  made,  which  in- 
cluded 17,732  visits  to  homebound  patients.  An- 
other 1,757,790  individual  contacts  were  made 
and  486,267  individuals  were  seen  in  other  nurs- 
ing clinics. 

Nursing  staff  in  the  centi'al  office  continued 
to  provide  hypertension  screening  of  Health 
Department  employees  and  participated  in  the 
weekly  international  immunization  clinic. 

During  FY  1975,  a total  of  31,814  women  re- 
ceived pap  smears.  There  were  76,789  family 
planning  clinic  visits  and  11,366  maternity  clinic 
visits. 

A Cervical  Cancer  Screening  Program  was 
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initiated  tlirough  a grant  from  the  National 
Institute  of  Health  to  make  available  pap  smears 
to  all  women  in  the  state  who  request  this 
service. 

There  were  16,800  well  cliild  clinic  visits,  with 
social  service  and  nutrition  counseling  provided 
when  available.  Other  childrens’  services  in- 
cluded 21,362  PKU  test  on  newborns,  157,000 
vision  screening  tests,  145,000  hearing  screening 
tests  and  services  to  24,533  children  tlnrough  the 
Early  and  Periodic  Screening  Program. 

The  WIG  (Woman,  Infants  and  Children)  Pro- 
gram of  Supplemental  Foods  serves  14  southeast 
Arkansas  counties.  As  of  June,  1975,  there  were 
3,991  active  participants.  The  authorized  case- 
load is  4,000.  The  program  is  funded  through 
the  Department  of  Agriculture  and  operates  on 
a voucher  system  through  113  local  food  stores. 

The  Handicapped  Children’s  Center  provided 
634  mental  retardation  evaluations  (434  were 
new  patients),  873  speech  and  hearing  evalua- 
tions (616  were  new  patients),  71  hearing  aid 
evaluations  and  109  hearing  aid  rechecks.  A 
total  of  1,851  speech  and  language  therapy  ses- 
sions and  168  group  sessions  for  hearing  im- 
paired children  were  conducted.  There  were  715 
dental  visits  by  handicapped  children. 

The  communicable  Disease  Surveillance  Sys- 
tem continued  to  improve  through  use  of  a state- 
wide toll-free  hot  line  and  code-a-phone  recorder 
for  reporting  of  communicable  diseases. 

Investigations  were  made  of  disease  problems 
concerning  influenza  B (statewide),  hepatitis 
(Craighead,  Benton,  Poinsett,  Washington  and 
Lafayette  counties),  pertussis  (northwest  Arkan- 
sas), Salmonella  Newport  (central  Arkansas), 
neonatal  sepsis  due  to  group  B streptococci  (Lit- 
tle Rock),  ringworm  (Pulaski  county)  and  Rocky 
Mountain  Spotted  Fever  (Little  Rock). 

Over  250,000  doses  of  vaccine  were  given  to 
children  under  five  years  of  age  in  connection 
with  the  “Every  Child  In  ’74’’  immunization 
campaign. 

Gonorrhea  continued  to  be  the  most  frequently 
reported  venereal  disease.  A toll-free  hot  line 
(1-800-482-8446)  was  established  to  provide  in- 
formation on  venereal  disease  to  people  any- 
where in  the  state. 

There  are  72  tuberculosis  chest  clinics  op 
erating  in  local  health  departments.  Supportive 
services  are  given  by  nine  general  hospitals 


where  clinically  ill  patients  may  be  admitted. 
Currently,  Arkansas  ranks  seventh  in  the  nation 
with  19.6  per  100,000  (new  tuberculosis  cases). 

The  Arkansas  State  Cancer  Registry  processed 
3,835  Tumor  Registry  Abstracts  and  8,672  fol- 
low-ups during  the  past  fiscal  year. 

Beginning  in  fiscal  year  1975-1976,  the 
M.E.R.C.I.  Project  will  evolve  into  the  M.E.D.D. 
Project. 

One  hundred  and  twenty-four  communities 
now  fluoridate  their  water  supplies.  Arkansas 
ranks  11th  in  the  nation  in  this  preventive 
measure. 

During  the  year,  147,803,544  pounds  of  red 
meat  received  the  “Arkansas  State  Inspected  and 
Passed”  mark.  A total  of  92  plants  were  under 
continuous  inspection  and  65  custom  slaughter- 
ing and/or  processing  plants  under  surveillance 
for  sanitation,  “Not  for  Sale”  markings,  con- 
tamination, denaturing  of  inedible  products  and 
record  keeping. 

A total  of  24,000  people  received  training  in 
Medical  Self-Help  and  CPR. 

There  were  172,625  pet  animals  vaccinated 
for  rabies  by  practicing  veterinarians.  A total 
of  3,440  single  doses  of  duck-embryo  rabies  vac- 
cine was  given  to  animal  bite  victims. 

Five  hospitals  and  one  nursing  home  were 
completed  under  P.L.  91-296.  The  two  out- 
standing achievements  were  the  Warner-Brown 
Hospital  in  El  Dorado  and  the  Boone  County 
Hospital  in  Harrison. 

Under  the  licensure  program,  216  nursing 
homes  (19,086  beds),  102  general  hospitals  (11,- 
522  beds),  and  16  other  type  facilities,  such  as 
rehabilitation  and  specific  centers,  were  licensed. 

The  Medicare  Certification  Program  resulted 
in  41  non-accr edited  hospitals,  82  home  health 
agencies  and  12  independent  laboratories  being 
certified. 

Emphasis  was  placed  upon  assuring  that  all 
nursing  homes  comply  with  the  Life  Safety  Codes 
which  assure  safety  from  fire  and  smoke. 

Specimens  received  from  other  programs  in- 
creased the  activities  in  the  laboratories.  A total 
of  22,701  specimens  for  tuberculosis;  2,000  for 
fungus  inspection;  1,837  animal  heads  for  rabies; 
20,397  specimens  for  PKU  and  15,931  specimens 
for  sickle  cell  anemia. 

Apjjroximately  132,000  screening  tests  and  an 
additional  3,800  specific  or  follow-up  tests  to 
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eliminate  biological  false  positives  were  per- 
formed in  syphilis  serology. 

Engineering  collected  and  interpreted  1,416 
chemical  analyses  and  45,434  bacteriological 
analyses  while  making  547  inspections  of  water 
supplies  and  sewerage  facilities. 

The  Plumbing  Section  increased  field  services 
by  86  p>ercent,  while  mileage  increased  11  per- 
cent. This  was  possible  only  because  there  were 
more  personnel  in  the  field  who  could  spend 
more  time  working  and  less  time  driving. 

Certification  of  Mobile  Home  Dealers  re- 
mained the  same  as  the  previous  year.  The  num- 
ber of  seals  issued  increased  22  percent. 

Investigations  have  been  made  concerning 
tick-borne.  Rocky  Mountain  Spotted  Fever,  other 
arthropod  vectors,  and  blackbird  roost  problems 
throughout  Arkansas. 

During  the  year,  the  Rodent  Control  Program 
surveyed  190  blocks,  2,636  residences;  distributed 
10,500  pounds  of  rat  poisons  and  disseminated 
educational  information  statewide  via  radio,  tele- 
vision, newspapers  and  pamphlets. 

Inspections  were  made  of  44  camps  and  parks 
and  125  permits  for  marine  toilets  on  pleasure 
craft  were  issued. 

There  are  116  installations  certified  as  loca- 
tions for  instruments  used  to  test  D.W.I.  suspects. 
There  are  981  operators  certified  to  use  these 
instruments. 

A total  of  496  blood  samples  were  analyzed 
for  alcohol  content. 

The  Childhood  Blood  Lead  Screening  Pro- 
gram began  operation.  The  program  objective  is 
to  screen  children  under  6 years  of  age  who  live 
in  poor  housing,  as  well  as  those  exp>osed  to  lead 
hazards  through  special  local  conditions.  In  Ar- 
kansas, 7 percent  of  the  children  screened  indi- 
cated positive  or  elevated  lead  levels  compared 
to  the  national  average  of  7.9  percent. 

Radiological  Health  included  (1)  licensing, 
registration  and  inspection  of  users  of  radioactive 
material  and  radiation-producing  machines, 
(2)  environmental  radiation  monitoring  of  nu- 
clear facilities,  (3)  emergency  response  planning 
and  (4)  non-ionizing  radiation  (microwave) 
studies. 

The  Pesticide  Accident  Surveillance  System 
continued  to  provide  information  on  pesticide 
protection.  This  resulted  in  investigation  of  ap- 
proximately 40  poisonings  and  accidents  in- 


volving pesticide.  Nearly  1,100  participants  were 
added  to  the  System  during  the  past  fiscal  year. 
More  than  500  clinical  and  environmental  sam- 
ples were  collected  to  determine  if  pesticide 
residues  were  present. 

Pharmacy  Services  continued  to  provide  all 
drugs  and  related  medical  supplies  to  local  and 
regional  health  departments  for  all  Health  De- 
partment programs.  Inspections  also  were  made 
to  assure  proper  storage,  rotation,  distribution 
and  information  on  these  drugs. 

In  Drug  Control,  182  investigations  involving 
legitimate  handlers  of  controlled  substances  were 
made.  Receipts  were  issued  to  534  handlers  of 
controlled  substances  for  drug  destruction,  mak- 
ing more  than  22,000  individual  prescriptions 
accounted  for  and  destroyed.  Approximately  95 
percent  were  from  nursing  homes  and  hospitals. 

It  is  the  intent  of  the  Arkansas  Department  of 
Health  that  quality  health  care  will  continue  to 
be  available  to  all  Arkansans. 

Medical  Education  Foundation  for  Arkansas 
Robert  Watson,  M.D.,  President 

The  Medical  Education  Foundation  for  Ar- 
kansas has  continued  to  reflect  conscientious 
stewardship  of  the  funds  entrusted  to  it. 
Through  cautious  management,  these  funds  have 
continued  to  grow  toward  a meaningful  goal. 
This  is  evidenced  by  a six-year  increase  in  total 
assets  from  |33,000  in  1971  to  $68,000  in  1975. 
Interest  income  and  memorial  contributions 
have  increased  from  $1,450  in  1971  to  $4,115  in 
1975.  All  along,  your  Foundation  has  followed 
the  plan  to  “spend  a little  and  save  a little,” 
toward  eventually  building  a self-perpetuating 
fund. 

Our  annual  report  was  given  to  Reference 
Committee  No.  2 at  our  last  State  meeting. 
This  report  was  approved  as  submitted  with  the 
recommendation  that  the  Foundation  consult 
with  Medical  School  authorities,  the  Medical 
School  Committee,  the  Liaison  Committee  with 
the  medical  students,  and  representatives  of  the 
medical  students  of  the  school,  and  that  annual 
plans  be  published  for  the  definitive  use  of 
these  funds.  This  has  been  done.  Inquiries 
were  sent  to  twenty-five  knowledgeable  indi- 
viduals. The  number  of  responses  is  evidence 
of  the  interest  that  these  inquiries  stimulated. 
Several  of  those  answering  inferred  that  likely 
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the  students  themselves  might  best  be  qualified 
to  state  how  these  funds  might  be  used. 

Specifically,  the  President  of  the  Senior  Class 
favored  a lectureship  by  visiting  professors  of 
national  recognition  covering  some  subject  com- 
mon to  all  student  levels.  Others  proposed  an 
annual  lectureship  patterned  to  both  the  in- 
terests of  medical  students  at  all  levels  as  well 
as  some  tie-in  with  continuing  education  for 
practicing  physicians  over  the  state.  Other  sug- 
gestions favored  rotation  of  subject  matter  of 
sucli  lectures  to  deal  with  the  general  history  of 
medicine,  history  of  Arkansas  medicine,  or  a 
rotation  from  year  to  year  giving  the  choice  of 
the  subject  to  the  various  individual  depart- 
mental divisions  of  the  Medical  Center. 

The  predominant  tone  of  all  answers  to  this 
inquiry  was,  in  effect,  to  limit  these  contribu- 
tions to  money  received  from  interest  income  or 
memorial  donations,  and  that  the  capital  funds 
remain  securely  invested  to  provide  a perpetuat- 
ing income  for  these  purposes.  Such  plans  de- 
mand time  and  study. 

Arrangements  are  underway  to  begin  provid- 
ing funds  during  the  coming  school  year  to  be 
used  for  one  of  the  above  purposes  as  selected. 
Plans  for  such  use  were  presented  to  and  ap- 
proved by  the  Council  to  the  Arkansas  Medical 
Society  at  the  February  1 meeting  of  the  Council. 

Report  of  Arkansas  Regional  Medical  Program 
Ross  Fowler,  M.D. 

Member  of  Regional  Advisory  Group 

Although  the  Arkansas  Regional  Medical 
Program  is  not  receiving  any  funds  for  new 
programs,  it  has  continued  to  work  with  the 
previously  funded  programs. 

The  ARMP  has  worked  with  the  Health  Serv- 
ice Agency  and,  at  the  present  time,  has  the 
four  final  HSA  applications  which  must,  by  law, 
be  received  and  commented  on  by  ARMP. 

The  future  status  of  the  ARMP  is  uncertain. 

Arkansas  Regional  Medical  Program  offers  its 
assistance  to  the  Health  Service  Agency  and  to 
programs  for  improved  health  care  in  Arkansas. 

Arkansas  State  Arbitration  Commission 
H.  Austin  Grimes,  M.D.,  Chairman 

The  Arbitration  Commission  met  on  one  oc- 


casion for  the  purpose  of  evaluation  of  a charge 
that  fees  were  excessive.  This  was  resolved  by 
unanimous  decision  of  the  Committee  that  the 
fees  were  excessive  and  recommendations  were 
that  only  the  current,  usual  and  customary  fee 
be  charged. 

We  had  no  other  complaints  or  information 
regarding  this  case  and  have  not  heard  anything 
in  the  way  of  follow-up  other  than  the  recom- 
mendations made.  No  other  cases  were  brought 
before  the  Commission. 

Sub-Committee  on  Liaison  With 
Vocational  Rehabilitation 
John  P.  Wood,  M.D.,  Chairman 

Members  of  the  Sub-Committee  on  Liaison 
with  Vocational  Rehabilitation  met  with  repre- 
sentatives of  the  Department  of  Social  and  Re- 
habilitative Services  at  the  Mid-Winter  Meet- 
ing of  the  Arkansas  Medical  Society  in  December 
at  Little  Rock.  These  representatives  included 
E.  Russell  Baxter,  Commissioner;  Young  Osborn, 
Program  Specialist  of  Physical  Restorative  Serv- 
ices, and  Dr.  Howard  Schwander,  Chief  Medical 
Consultant. 

The  adoption  of  the  new  fee  schedule  this  past 
year,  based  on  the  use  of  the  California  Relative 
Value  Scale,  was  discussed.  It  was  felt  that  this 
schedule  had  been  generally  accepted  by  phy- 
sicians of  Arkansas  as  equitable  since  there  were 
few  objections  raised  by  the  participating  mem- 
ber physicians. 

Mr.  Baxter  again  cited  the  trend  from  the 
Federal  level  to  emphasize  treatment  and  re- 
habilitation  of  the  more  seriously  handicapped 
in  the  State.  Mr.  Baxter  cited  the  present  un- 
certainty of  funding  the  entire  program  from 
the  Federal  level. 

He  stated  that  the  recent  reduction  in  the 
over-all  number  of  employees  would  not  hamper 
the  effectiveness  of  their  present  programs. 

Dr.  Schwander  discussed  the  increasing  single 
unit  costs  of  cardiac  rehabilitative  procedures. 

The  continued  excellent  cooperation  between 
the  Society  and  the  Department  of  Social  and 
Rehabilitative  Services  was  pledged  for  tlie 
coming  year. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in-  ! 
gestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
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in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 
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surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
I, pregnancy,  lactation  or  women  of  child- 
' bearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions;  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
iand  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Tympanometry:  An  Objective  Method  of  Diagnosing 

Middle  Ear  Disease 

James  Y.  Suen,  M.D.*  and  Ray  Melton,  M.S.** 


Introduction 

Wi  til  tlie  technical  prolificacy  of  oiir  clay 
and  time  one  should  kee]}  informed  of  the  new 
technicines  available.  A more  objective  means 
ot  detecting  effusions  of  the  middle  ear  as  well 
as  other  middle  ear  pathologies  is  now  available. 
It  is  a simple  test  and  is  as  valuable  as  an  audio- 
gram. It  should  conprlement  the  audiogram  and 
not  replace  it.  T his  technitpie  is  called  “tympa- 
nometry.”^''*''” 

'The  jmrpose  of  this  paper  is  threefold:  (1)  To 
intorm  the  physician  ol  the  usefulness  and  avail- 


•Chiet. ENT  Service.  .Arkansas  Chikiren’.s  Hospital,  8(U  Wolfe 
Street,  Little  Ro<k,  .Arkansas  72201. 

••.Audiologist,  .Arkansas  Children’s  Hospital,  Little  Rock,  .Arkan- 


ability  of  tympanometry:  (2)  To  discuss  tym- 
panometry as  one  aspect  of  im|x*dance  audio- 
metry; and  (3)  To  present  our  data  on  tympano 
metry  in  diagnosing  conductive  hearing  losses. 

Description 

By  definition  impedance  audiometry  is  an  ob- 
jective means  of  assessing  the  integrity  and 
function  of  the  peripheral  auditory  mecha- 
nism.^'*''’” The  electroacoustic  imjjedance 
meter  is  utilized  in  determining  existing  middle 
ear  pressures,  tympanic  membrane  mobility, 
eustachian  tube  lunction,  continuity  and  mobil- 
ity of  the  middle  ear  ossicles,  acoustic  reflex 
thresholds,  and  nonorganic  hearing  loss.  The 


Volume  72,  Number  1 1 — April,  1976 


453 


Tympanometry:  An  Objective  Method  of  Diagnosing  Middle  Ear  Disease 


tone  source  — 220  Hz  tone  oscillatory  tvith  a po- 
tentiometer to  regulate  the  intensity,  (2)  An  air 
pump  with  a manometer  lor  indicating  the 
amount  o£  air  pressure  in  units  of  mm  of  water 
(0  — atmospheric  pressure);  and  (3)  The  bridge 
circuit  AHiich  compares  the  reflecter  probe  tone 
to  a known  voltage  through  the  balance 
meterd'®'’’’^^^ 

In  doing  tympanometry  the  mobility  (com- 
pliance) of  the  ear  tlrum  and  ossicular  chain  is 
found  by  varying  the  air  pressure  in  the  ear 
canal  and  measuring  the  amount  of  sound  re- 
flected from  the  ear  drum.  A high  amount  of 
reflected  energy  is  measured  when  the  middle 
ear  system  is  stiff  as  in  such  pathological  condi- 
tions as  serous  otitis,  ossicular  fixation,  or 
cholesteatoma.--'*’®  On  the  other  extreme,  a very 
thin  tympanic  membrane  or  an  ossicular  clissrup- 
tion  allows  much  of  the  probe  tone  energy  to  be 
absorbed  and  very  little  sound  is  reflected  back 
into  tlie  external  canal.  Tympanograms  can  be 
plotted  based  in  these  measurements.  Figure  2 
illustrates  the  different  tympanogiam  types  as 
described  by  Jerger. 

Tympanometery  is  only  one  measurement  of 
impedance  audiometry.  Static  compliance,  and 
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Fig.  2.  Five  dassical  tympanometric  types. 


acoustic  reflex  threshold  measurements  can  also 
be  obtained  and  provide  other  information 
useful  in  differentiating  the  type  and  degree  of 
hearing  loss.’'’*'*  The  diagnostic  picture  is  much 
more  complete  when  results  of  all  three  measures 
are  considered  together,  even  though  significant 
information  can  be  oiitained  from  the  separate 
measures. 

Usefulness 

rympanometry  has  several  advantages  over 
conventional  pure  tone  audiometry  which  is  used 
in  screening  hearing  losses.  The  first  and  biggest 
advantage  being  the  “objectivity  ”of  the  test 
procedure.-’*"  Pure  tone  testing  requires  an  overt 
subjective  response  from  the  patient.  Tympano- 
metry simply  retpiires  the  patient  to  sit  passive- 
ly while  the  impedance  meter  indicates  the  im- 
pedance changes  of  the  ear.  Since  the  bulk  of 
middle  ear  pathology  is  found  in  children,  and 
since  the  child’s  response  reliability  to  pure  tones 
on  an  audiogram  is  questionable  in  many  in- 
stances, the  objectivity  of  tympanometry  is  ex- 
tremely useful  in  providing  accurate  infonna- 
tion.-’*-  Then  there  are  ear  disorders  with  mini- 
mal hearing  loss  which  can  be  diagnosed  with 
tympanometry. +’**  There  is  also  the  advantage  of 
eliminating  the  need  for  an  expensive  sound- 
proof booth.  Because  one  is  not  measuring  exact 
hearing  .sensitivity  with  tympanometry  there  is 
no  need  for  such  a controlled  environment  as  is 
necessary  in  pure  tone  testing.  Lescouflair  in  a 
recent  article  (1975)  has  demonstrated  how  in- 
effective present  day  screening  audiograms  are 
in  public  schools  for  discovering  ear  disease. 
Tympanometry  would  be  more  effective  for  this 
use.  The  trend  seems  to  be  headed  toward  a 
combination  of  tympanometry  and  pure  tone 
audiometic  screening  to  di.scover  the  subtle  ear 
disease  as  tvell  as  the  more  obvious  hearing  loss. 

Even  though  tympanometry  is  a very  useful 
iliagnostic  tool  in  the  hands  of  a trained  person 
it  also  has  some  disadvantages.  The  primary 
limitations  is  that  the  test  cannot  be  adequately 
completed  if  the  patient  is  talking,  crying,  mov- 
ing his  head,  or  a combination  of  these.***  One 
cannot  obtain  proper  middle  ear  measure  with 
impedance  on  an  ear  tvith  external  canal  block- 
age, i.e.,  impacted  cerumen  or  foreign  body. 
Occasionally,  there  is  the  external  canal  that  is 
shaped  in  a manner  that  an  air  tight  seal  can- 
not be  obtained,  thus  not  allowing  for  any  meas- 
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Figure  4. 

Clinical  and  Surgical  Findings 

The  following  data  represents  the  nnniber  of 
ears  seen  over  a six-month  period  at  Arkansas 
Children's  Hospital  ENT  Clinic,  Little  Rock. 
The  subjects  ranged  in  age  from  nine  months  to 
15  years  with  a mean  age  of  1.5  years.  An 
American  Electromedics  Model  81  Impedance 
bridge  was  used  for  tympanometry  with  manual 
plotting  of  the  tympanogram.  I'able  I shows  the 
type  of  tympanogram  obtained  with  the  surgical 
findings.  A total  of  fifty-four  ears  were  tested 
anti  underwent  myringotomies.  A tympanogram 
was  obtained  on  51  of  these  ears  jtrior  to  surgery. 
Tympanometry  predicted  middle  ear  iluid  in  11 
ears.  Surgery  confirmed  middle  ear  fluid  find- 
ings in  38  (92%)  of  the  41  cases.  In  ten  cases 
where  tympanograms  did  not  predict  fluid  but 
diagnostic  myringotomies  performed,  none  were 
found  to  have  fluid.  It  should  be  noted  that 
only  these  three  ears  out  of  the  54  (5.5%,)  could 
not  be  tested  because  the  child  was  uncooperative 
or  a proper  ear  probe  fit  could  not  be  obtained. 

Summary 

Impedance  audiometry  is  a relatively  nerv 
diagnostic  instrument  which  is  now  available  for 
assessing  hearing  problems.  The  tympanogram 
is  valuable  in  diagnosing  middle  ear  pathology. 


urements  to  be  taken.  Also,  in  doing  strictly 
tympanometry  one  is  not  able  to  iletermine  the 
degree  of  .sensorineural  involvement,  whereas, 
the  other  two  measurements  of  impedance  autlio- 
metry  woultl  Iielp.  It  has  been  unusual  for  us 
not  to  be  able  to  olitain  tympanometry  on  chil- 
dren except  tliose  under  one  year  of  age. 

Impetlance  testing  has  many  uses  other  than 
tympanometry.  One  use  is  checking  for  eusta- 
chian  tidje  function  which  is  important  when 
considering  candidates  for  tympanoplasty.**' 
.Another  capability  is  to  assess  cochlear  function 
for  the  presence  of  sensory  damage.'' Also, 
one  can  iletermine  to  some  extent  a retrocochlear 
pathology.!  If  a person  is  suspected  of  feigning 
a hearing  loss,  acoustic  reflex  measures  using 
impedance  can  help  in  a more  accurate 
diagnosis.^ 

The  ecjuipment  lor  performing  impedance 
audiometry  is  compact  and  portable.  The  aver- 
age cost  of  a basic  unit  is  as  low  as  52,900  (as  of 
January,  1975)  and  up,  depending  on  how  elabo- 
rate a system  one  desires.  Figure  3 shows  the  im- 
pedance bridge  utilized  at  Arkansas  Children’s 
Hospital  Audiology/ENT  Clinic.  Figure  4 illus- 
trates how  the  head  gear  is  worn  with  the  probe 
inserted  in  the  ear. 


Figure  3. 
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such  as,  serous  fluid.  In  combination  with  pure 
tone  audiometry  and  examinations,  hearing 
losses  can  be  very  accurately  assessed.  It  is  es- 
pecially useful  in  cluldren  too  small  to  test  with 
pure  tone  audiometry  and  does  not  require  a 
subjective  resjjonse  from  the  patient. 

Our  experience  confinns  the  accuracy  of  the 
tympanograms  in  diagnosing  the  presence  of 
middle  ear  fluid.  Ehe  other  two  measurements 
which  can  be  obtained  with  impedance  audio- 
metry are  static  compliance  and  acoustic  reflex 
threshold.  These  two  measurements  provide 
additional  information  useful  in  differentiating 
types  of  hearing  losses.  The  availability,  ease  of 
testing,  accuracy  and  versatility  of  impedance 
audiometry  provides  Otolaryngologists  and 
Audiologists  with  a valuable  diagnostic  tool. 

Table  I. 


Tympanogram  Types  Compared  to 
Surgical  Findings 


Tympanogram  Type 

B 

# Ears 

Myringotomy 

Fluid  Found  No  Fluid 

(suspected  serous 
otitis) 

A &/or  C 
(Serous  otitis  not 

41 

39  (92%) 

3 

suspected) 

Unable  to  Test 

10 

0 

10 

(uncoojjcrative  or 
poor  probe  fit) 

3 

3 

0 
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An  Early  Description  of  a Congenital  Anomaly: 

"A  Foetal  Monstrosity " 


Ronald  D.  Greenwood,  M.D.* 


M any  ot  the  serious  anomalies  seen  in  the 
last  century  were  poorly  unclerstootl.  I'lie  re- 
action to  the  abnormalities  anti  the  suggestions 
regarding  future  pregnancies  were  tistially  nega- 
tive. .Scientific  treatment  was  lacking.  This  re- 
port' by  Dr.  H.  C.  Dunnavant  of  Osceola,  Ar- 
kansas, is  an  early  notation  of  holocardins  aceph- 
ahis.- 

“This  monstrosity  differs  from  any  I have  seen 
or  noticed  accounts  of,  in  the  fact  that  nature 
has  entirely  failed  to  develop  a head  anti  one 
arm,  while  the  effort  toward  the  evolution  of 
the  upper  extremity  has  been  an  extremely 
feeble  one. 

I was  calletl  on  the  twentieth  of  February  last 
at  9 .\.^f.  to  see  .Mrs.  H.,  a white  woman  about 
23  years  of  age.  She  hatl  jtist  reached  Osceola 
in  company  with  her  hnsband,  from  some  dis- 
tance tlown  the  river.  Her  face  was  flushed,  anti 
she  complainetl  of  an  intense  pain  in  the  region 
of  the  left  ovary.  From  the  latter,  my  patient 
hatl  sidfered  for  a number  of  weeks.  On  ex- 
amination, 1 fotmtl  her  five  anti  a half  or  six 
months  atlvanced  in  utero-gestation. 

1 prescribed  an  anotlyne  with  rest,  in  bed,  and 
went  home.  In  about  three  hours  I was  again 
hastily  summoned  anti  on  arrival  found  a tleatl 
child  abotU  six  months  advanced  (from  appear- 
ances) hatl  been  born.  Laying  it  aside  and  search- 
ing for  the  .secuntlines  I tliscovered  another  child. 
.After  a little  tlelay  it  also  w'as  expelled.  In- 
spection revealed  a tleformity  that  I hatl  never 
before  seen  or  read  of.  I’here  was  no  sign  of 

*Thc  Children's  Hospital  Medical  Center,  300  Lotigwood  A\enuc, 
Boston.  Massachusetts  02115. 


a heatl  anti  nt)ne  of  a right  arm.  A short  stump 
with  four  fingers  represenied  the  left  arm.  The 
lower  extremities  were  well  formed  but  lapjx:tl 
from  the  knees,  inwartlly,  with  only  four  toes 
on  one  fot)t  and  five  on  the  other,  one  of  the 
latter  being  on  the  bottom  of  the  foot.  Where 
the  sterntnn  shoidtl  have  been  there  was  an  open- 
ing about  two  anti  a half  inches  in  width  at  its 
tipper  part  tapering  below  to  a point.  This 
opening  exposed  the  lungs,  showing  them  to 
be  but  feebly  formed.  The  heart  was  small  and 
tpiite  imperfect.  .As  before  indicatetl,  there  was 
no  sign  of  brain  tissue.” 

This  was  the  thirtl  pregnancy  of  two  normal 
parents,  d’he  first  child  was  then  seven  years 
old  anti  was  normal;  the  second  chiltl  was  three 
years  old  and  was  an  “idiot."  Both  of  these 
children  were  females.  This  thirtl  pregnancy 
hatl  prodticed  two  males.  Fhe  mother  hatl  a 
rapid  recovery.  Dr.  Dunnavant  provitletl  a draw- 
ing of  the  “monster.”  Fie  also  inclntled  his  ad- 
vice regarding  future  pregnancies: 

“There  is  stich  a want  of  a correct  correlation 
of  Nature's  laws  in  this  couple  that  I have  atl- 
visetl  them  never  again  to  allow  conception  to 
take  place.” 
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Ruptured  Abdominal  Aortic  Aneurysms 

R.  Lewis  Crow,  M.D.* 


Jl.  lie  elective  resection  and  graft  replacement 
of  altdoininal  aortic  aneurysms  has  become  (piite 
standardized.  The  mortality  rate  shotild  be  no 
higher  than  for  any  other  major  abdominal 
procedtire.  In  my  own  series  of  forty-two  elec- 
tive resections  there  have  been  no  deaths.  Rnp- 
tmed  aneurysms,  on  the  other  hand,  carry  a 
significantly  higher  mortality  rate. 

.Most  of  the  patients  are  over  sixty  and  have 
generalized  athrosclerotic  disease  involving  many 
organ  systems.  Rupture  of  the  aneurysm,  and 
the  shock  which  insties,  opens  a Pandora's  Box 
of  potential  problems.  The  poor  coronary, 
cerebral,  and  renal  perfusion  dtiring  the  period 
of  shock  is  tmdonbtedly  the  catise  of  the  prob- 
lems which  may  lead  to  patient  death. 

Dtiring  the  past  two  years,  I have  operated  on 
a total  of  ten  patients  with  ruptured  abdominal 
aortic  anetirysms.  Two  patients  died  during  the 
postoperative  period.  The  other  eight  jxatients 
survived  and  are  doing  well.  Patients  with 
edematons  aneurysms  and  impending  rtipttire 
are  not  included.  Several  such  patients  were 
resected  on  a semi-emergency  basis  and  did  well. 
Since  they  were  not  in  shock,  and  had  no  retro- 
jreritoneal  hemorrhage,  they  were  exchided.  Two 
patients  with  ruptured  false  aneurysms  were  in- 
cluded, and  their  clinical  picture  prior  to  surgery 
is  of  interest. 

1.  C.  E.  is  a (i2-year-old  white  male.  An  ab- 
dominal aortic  aneurysm  had  been  resected  else- 
where several  years  before.  He  was  admitted  to 
the  coronary  care  unit  on  December  18,  1973. 
I'pjrer  abdominal  and  lower  substernal  jxiin 
were  the  presenting  symptoms.  The  pain  was 
not  severe  and  he  was  in  stable  condition.  I was 
constihed  the  following  morning  when  hypo- 
tension and  abdominal  tenderness  were  present. 
No  .iia,ss  was  palpable.  Within  five  minutes, 
profound  shock  and  cardiac  arrest  occtirred.  Ex- 
ternal cardiac  massage  was  given  for  twenty  to 
thirty  minutes  while  an  operative  room  was 
cleared.  Uncrossmatched  type  specific  blood. 
Sodium  Bicarbonate,  Manitol,  and  IV  fluids 
were  given  during  this  time.  Electrical  clefibrilla- 
tion  was  necessary  several  times.  A varying 

•Suite  600,  Medical  Towers  Building,  9601  Lile  Drive,  Little 
Rock,  Ark.  72205. 


supraventricular  cardiac  rhythm  was  established 
by  the  time  he  was  taken  to  the  operating  room, 
but  no  peripheral  blood  pressure  was  obtain- 
able. He  was  deeply  comatose  and  had  fixed 
dilated  pupils.  At  surgery  several  units  of  blood 
were  present  in  the  peritoneal  cavity.  A large 
unruptured  true  aneurysm  arising  at  the  level 
of  the  renal  arteries  and  extending  down  to  the 
proximal  aortic  graft  anastomosis  was  present. 
'Ehe  proximal  anastomosis  was  separated  and  a 
ruptured  false  aneurysm  was  present.  A second 
false  aneury.sm  was  present  between  the  right 
limb  of  the  bifurcation  graft  and  the  right 
column  iliac  artery.  It  was  not  ruptured.  The 
new  aneurysm  and  graft  were  removed,  and  a 
bifurcated  dacron  graft  used  for  replacement. 
Several  hours  after  surgery  the  patient  was  alert 
and  had  no  neurologic  deficit.  He  is  now  16 
months  post-op  and  is  doing  well. 

There  are  several  points  I would  like  to  make 
regarding  this  case.  ^VTen  unexplained  abdom- 
inal or  back  pain  occurs  in  a patient  with  an 
aortic  graft,  a leaking  false  aneurysm  should  be 
suspected.  The  retroperitoneal  tissue  is  usually 
very  adherent  to  the  graft,  and  therefore  a retro- 
peritoneal hematoma  is  unlikely.  Most  of  the 
hemonhage  will  be  into  the  peritoneal  cavity 
and  a pulsatile  mass  will  frecjuently  not  be  pres- 
ent. The  diagnosis  therefore  can  be  a difficult 
one  to  make.  The  second  jroint  is  true  of  all 
ruptured  aneurysms.  The  resusitation  efforts 
should  continue  as  long  as  necessary,  including 
external  cardiac  massage  while  the  abdomen  is 
being  opened  and  aorta  clamped.  The  resusita- 
tion, however,  should  not  delay  the  surgery. 
Blood  and  fluid  replacement  can  be  done  in  tlie 
operating  room,  and  will  generally  be  ineffective 
until  the  aorta  above  the  rupture  is  damped. 
The  last  point  is  not  to  be  misled  by  fixed  di- 
lated pupils  immediately  following  resusitation. 
This  finding  by  itself  is  not  a sign  of  permanent 
central  nervous  system  damage. 

The  second  patient  with  a ruptured  false 
aneurysm  had  also  been  resected  elsewhere. 

2.  C.  E.  is  a 74-year-old  white  male  who  was 
admitted  to  the  intensive  care  unit  on  July  18, 
1973.  .Severe  mid  abdominal  pain  occurred  on 
the  morning  of  admission  and  was  followed  by 
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massive  hcmatcmesis.  1 lie  blood  eoniaiiied 
lameaated,  organized  clot  Irom  the  aneurysm. 
1 he  diagnosis  ol  ruptured  aneurysm  into  the 
duodenum  was  made  liy  the  admitting  internist. 
The  patient's  stay  in  the  I.Cl.U.  was  brief.  The 
massive  hematemesis  contimied  and  he  was  in 
.shock  when  taken  to  stirgery.  The  prestnnptive 
diagnosis  proved  correct.  The  false  aneurysm 
at  the  proximal  aortic  graft  anastomosis  had 
ruptured  into  the  distal  dtiodcnum.  The  old 
graft  and  a segmetit  of  aorta  above  the  graft  were 
removed  and  a dacron  tube  graft  used  for  re- 
placement.  1 he  duodemim  was  rejiaircd.  llie 
patient  is  doing  well  21  months  following  stir- 
ger)'. 

It  is  my  feeling  that  the  false  aneurysm  compli- 
cation is  an  avoidable  one.  In  both  of  these 
cases  it  appeared  that  the  graft  had  not  been 
stitured  up  inside  the  aorta  so  that  a good  cuff 
of  aortic  tissue  was  present  around  the  anasto- 
mosis. In  addition,  as  much  retroperitoneal  tis- 
stie  as  possible  should  be  sutured  over  the  prox- 
imal anastomosis  to  protect  the  duodenum. 

third  case  in  the  series  was  untisual  in  that 
the  surgery  was  performed  in  a smaller  com- 
munity hospital. 

3.  G.  M.  is  a ()0-year-old  white  male  who  was 
admitted  to  Stuttgart  Memorial  Hospital  on 
October  16,  1974.  He  was  in  profound  shock  on 
admission.  1 he  refening  diagnosis  was  possible 
myocardial  infarction.  A pulsatile  abdominal 
aortic  aneurysm  was  pre.sent.  I'lie  diagnosis  of 
ruptured  abdominal  aortic  aneurysm  was  there- 
fore made,  and  the  patient  taken  promptly  to 
surgery.  1 he  abdomen  was  opened  and  hemor- 
rhage controlled  with  pressure  c^m  the  retro- 
peritoneal hematoma  with  laparotomy  pads. 
Eight  units  of  blood  and  liberal  intravenous 
fluids  were  given  prior  to  resection.  A satisfac- 
tory blood  pressure  and  urinary  output  were  re- 
established. Even  though  the  re,section  was  de- 
layed for  forty-five  minutes,  the  hemorrhage  had 
been  controlled  and  voltime  leplaced.  In  addi- 
tion to  the  ruptured  al)dominal  aortic  aneurysm, 
bilateral  unruptured  iliac  artery  aneurysms  were 
present.  All  were  resected  in  the  standard  way 
and  a bifurcation  dacron  graft  used  for  replace- 
ment. Quite  obviously,  salvage  in  this  case  woidd 
not  have  been  possible  without  the  direct  ap- 
proach taken  by  Dr.  Paul  Millar  and  his  as- 
sociates in  Stuttgart  prior  to  my  arrival. 


1 he  remaining  seven  ca.ses  were  the  usual  ty])e 
of  nipt  til  ed  abdominal  aortic  aneurysm.  All 
were  in  shock.  All  had  large  retroperitoneal 
heimitomas  and  all  btU  one  had  free  peritonetd 
idood.  Several  patients  had  associated  iliac 
artery  anetirysms  which  were  also  removed. 

4 he  two  deaths  in  the  series  were  not  unex- 
pected. One  was  a frail  eighty-year-old  female 
who  pre, seined  in  the  emergency  room  with  a 
markedly  distendetl  pulsatile  abdomen  and  no 
blood  pressure.  She  somehow  stirvived  resection 
and  gr;ift  re])lacement  of  the  rujitured  aneurysm, 
i)tn  died  twenty-four  hotirs  later  of  ventricular 
filnillation.  The  other  was  a 67-year-old  male. 
The  diagnosis  was  made  at  another  hospital  in 
the  sotithern  part  of  the  state.  No  blood  pres- 
sure was  obtainable  for  one  hour  and  forty-five 
mimites  prior  to  reaching  our  emergency  room, 
riie  patient  was  kept  alive  Ijy  blood  which  was 
tidministered  by  the  nur.se  who  accompanied  him 
in  the  ambulance.  Approximately  thirty  mimites 
after  arrival,  the  aorta  was  clamped  and  blood 
pressure  restored.  His  total  time  of  zero  periph- 
eral blood  pressure  was  therefore  well  over  ttvo 
hours.  He  remained  hypotensive  and  almost 
anemic  postoperatively,  and  died  seven  days 
later.  His  grave  condition  prevented  hemo- 
dialysis. 

Discussion 

If  an  acceptable  salvage  rate  is  to  be  obtained 
in  treating  this  catastrophic  disease,  it  is  impera- 
tive that  the  diagnosis  be  suspected  promptly. 
In  most  of  my  ca,ses  the  internist,  surgeon,  or 
family  physician  did  jtist  that.  1 am  stire  that 
the  eighty  percent  stirvival  rate  in  this  .series  is 
due  to  the  relatively  short  period  of  time  that 
most  of  the  patients  were  in  severe  shock.  The 
retroperitoneal  tissue  will  tamponade  the  hem- 
orrhage for  varying  lengths  of  time.  If  the  di- 
agnosis is  made  early  in  the  course  of  the  illness, 
tliere  is  usually  ample  time  to  get  the  patient 
to  the  operating  room. 

Surgery  was  delayed  in  .several  patients  dtie  to 
difficidty  suspecting  the  diagnosis.  Two  pa- 
tients were  seen  by  the  emergency  room  resident 
complaining  of  back  pain.  They  were  given 
muscle  relaxants  and  sent  home.  Eorttuiately, 
their  retroperitoneal  tissue  was  an  effective  tem- 
porary deterrent  to  hemorrhage.  They  returned 
to  the  emergency  room  due  to  increasing  pain 
and  received  the  proper  surgical  treatment.  One 
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of  them  did  have  a cardiac  arrest  just  after  re- 
turning to  the  hospital  hut  was  resnsitated  by 
external  cardiac  massage  and  appropriate  drugs 
and  IV  fluids.  One  patient  is  10  months  and  the 
other  4 months  post  resection  and  graft  re- 
placement. They  are  both  tloing  well.  Both 
are  large  men,  and  therefore  difficult  to  ex- 
amine. When  back  pain  or  abdominal  pain  is 
present  in  such  a patient,  a lateral  x-ray  of  the 
abdomen  using  the  same  x-ray  technique  as  for 
lumbar  vertebra  films  will  frequently  establish 
the  diagnosis  of  an  aneurysm.  The  film  will  re- 
veal the  calcium  in  the  anterior  and  posterior 


walls  of  the  aneurysm. 

Once  the  diagnosis  is  made  the  patient  should 
be  taken  directly  to  the  operating  room.  Shav- 
ing the  abdomen  in  some  other  part  of  the  hos- 
pital, waiting  for  complete  cross  matching  of 
blood,  treating  arrhythmias,  etc.,  are  delaying 
maneuvers  which  decrease  the  chance  of  survival. 

Our  80%  survival  with  this  disease  during  the 
past  two  years  has  been  a team  effort.  The  ex- 
pertise of  the  anesthesia  department  in  treating 
the  multiple  problems  which  arise  during  the 
surgical  procedure  has  certainly  been  a big  factor 
in  patient  salvage. 
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Touring  the  past  tew  tiecacles,  it  has  become 
increasingly  evident  that  the  initial  treating 
physician  will  play  the  dominant  role  in  the 
subsequent  rehabilitation  of  the  maimed  hand. 
The  burden  of  responsibility  a.ssnmed  by  the 
first  physician  to  evaluate  the  injured  young 
knee,  which  sulxse(|uently  proves  to  be  unstable 
as  a consequence  of  ligamentous  injury,  is  equally 
as  great,  ft  is  appreciated  that  the  majority  of 
these  injuries  are  a product  of  the  athletic  en- 
vironment of  youth,  d'he  teenager  who  is  per- 
mitted, and  in  some  instances  pushed,  to  con- 
tinue his  athletic  endeavors  on  an  tinstable  knee 
tvill,  as  a rule,  have  an  altogether  different  .sys- 
tem of  priorities  one  or  two  decades  later.  Tcx), 
the  young  knee  which  in  the  beginning  is  only 
unstable,  will  have  undergone  significant  attri- 
tion during  this  interval  if  left  tmcorrected.  The 
extent  of  degeneration  may  be  directly  propor- 
tional to  the  extent  of  instability  of  the  joint 
and  to  the  future  stresses  applied.  Even  the  pa- 
tient's routine  daily  activity,  without  the  added 
stress  of  athletics,  may  be  stifficient  to  precipitate 
extensive  deterioration  of  the  articulation  culmi- 
nating in  a disabling  degenerative  arthritic 
process.  'Ehese  changes  are  inevitable  because 
the  instability  in  the  artictilation  produces  a 
mortar-pestle  effect;  the  tibia  acts  as  a mortar 
while  the  femur  grinds  like  a pestle.  With  this 
view,  it  is  evident  that  all  structures  in  or  about 
the  unstable  knee  are  subject  to  an  irritation  as 
a consecpience  of  a persistent  abnormal  grinding. 

Even  those  knees  which  did  not  suffer  an  ini- 

*Little Rock  Orthopedic  Clinic,  I’.  A.,  Post  Office  Box  52/0, 
Little  Rock,  Arkansas  72205. 


tial  bony  injury  or  damage  to  the  articular 
cartilage,  as  in  most  instances,  will  in  time  dem- 
onstrate significant  and  often  disabling  altera- 
tions of  these  strnctures.  Again,  dejx?nding  on 
the  extent  of  the  relaxation  and  the  stresses  a}> 
plied,  changes  may  be  minimal  or  as  extensive 
as  an  a\'ulsion  or  wearing  away  of  large  areas 
of  the  articidar  cartilage  from  the  femur,  the 
patella,  and  even  the  tibial  condyles.  Marginal, 
extra-cartilaginous  l)ut  intra-articidar  osteo- 
phytes of  varying  degrees  of  development  are 
fretpiently  encountered.  One  of  the  most  strik- 
ing and  tragic  findings  at  surgery  in  the  long- 
standing unstable  knee  is  the  degree  of  destruc- 
tion of  one  or  both  menisci  secondary  to  grind- 
ing  over  a long  period  of  time,  f.iterally,  they 
can  l)e  chewed  up.  .\t  this  stage,  these  structures 
may  resemble  mopheads;  an  end  product  of  in- 
stability.  Eragments  from  these  structures  and 
from  defects  occurring  in  the  articidar  cartilages 
are  fretpiently  found  tlisplaced  into  the  joint  and 
thereby  may  produce  locking  when  sufficiently 
large. 

It  must  lie  evident  that  as  these  changes  in- 
crease, the  initial  instability  is  further  enhanced 
by  progressive  narrowing  of  the  joint  as  a con- 
setpience  of  the  articular  cartilage  being  ab.sorbed 
and  chronic  irritation  of  the  supporting  soft 
tissues  of  the  knee.  chronic  proliferative 
synovitis  develops.  On  occasions  pannus  creeps 
onto  articular  cartilage.  Synovitis  is  always  as- 
sociated with  some  degree  of  excess  synovial  fluid 
formation.  Chronic  .synovitis  may  be  further 
complicated  by  recurrent  intra-articular  bleed- 
ing. The  increased  intra-articular  fluid  is  usually 
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pathological  in  structure  as  well  as  cpiantity.  It 
shoitkl  l)e  appreciated  tliat  the  abnormal  joint 
hydraulics  associated  with  chronic  intra-articular 
swelling  along  with  the  intra-articular  pain  ex- 
jjcrienced  are  responsible  lor  the  disuse  atrophy 
fretpiently  encountered  in  the  mitscles  that  sup- 
poi  t and  move  this  abtiormal  knee.  Chronic 
weakness  of  the  flexor  ;ind  extensor  mechanisms 
which  move,  and  to  some  degree  support,  the 
knee  contribute  to  further  rehtxation  of  the 
joitit  thereby  ctihancing  the  environment  for 
intra-articular  attrition.  Because  of  the  youth 
of  this  gToup  of  patients  at  the  time  of  injury, 
the  examining  pliysician's  responsibility  is  doit- 
bly  gTcat.  He  must  not  permit  him.self  to  Ite 
responsive  to  the  wishes  of  the  patient,  the  pat- 
ents, or  the  coaching  staff  as  regards  his  recom- 
mendation to  fitture  activities  of  the  yoitng 
player.  The  ultimate  best  interest  of  the  patient 
is  his  primary  responsibility.  He  is  obligated 
to  actptaint  interested  parties  with  the  fact  that 
the  knee  is  unstalile  and  the  inevitable  conse- 
quences of  applying  stress  in  excess  of  the  toler- 
ance (accommodation)  of  the  abtiormal  articula- 
tion. .Since  all  stresses  apjdied  to  an  unstable 
knee  will  add  to  the  process  of  attrition,  it  is 
evident  that  stremtous  athletics  must  to  some 
degree  stimulate  anti  expedite  the  process.  Also, 
the  injtired  athlete  is  more  vulneralde  to  addi- 
tiotial  injtiries. 

Fretpiently,  the  physician  is  asked  by  the  pa- 
tietit,  the  family,  and/or  tlie  coaching  staff  to 
permit  the  youngster  to  retitrn  to  athletics.  In 
this  instance  that  which,  is  desired  is  that  the 
physician  assume  the  responsibility  for  further 
damage  to  the  knee,  or  more  specifically  that  he 
relieve  the  recpiesting  parties  of  responsibility. 
This  is  a burden  the  thoughtful  physician  can 
ill  afford  to  assume.  The  physician  who  recog- 
ni/es  or  even  suspects  instaliility  in  the  knee  of 
a young  athlete  will  meet  this  cliallenge  iiy  in- 
forming pressuring  parties:  “It  is  true  that  the 
athlete  ‘can’  play,  at  least  for  a while.  It  is 
equally  true  that  lie  ‘may’  if  he  desires  to  do  .so 
and  is  given  permission  by  the  parents  and  the 
coaching  staff,  but  it  is  also  equally  trtie  that 
he  ‘cannot’  play  on  the  knee  his  physician  is 
responsible  for.”  This  sobering  designation  of 
responsibility  will  usually  be  followed  by  a 
course  of  action  tlie  physician  knows  to  l)e 
psysiologically  proper  under  the  unfortunate  cir- 
cumstances which  exist.  Determined  athletes  will 


often  continue  with  atldetics.  In  the  case  of  pro- 
fessional athletes  they  not  only  sell  skills,  they 
often  knowingly  .sell  their  health.  The  mature 
professional  athlete  must  also  be  made  aware 
of  the  nature  of  the  problem  and  the  treatment 
alternatives  available  to  him.  However,  in  this 
instance  the  physician  is  neither  privileged  nor 
obligated  to  persuade  the  patient  to  choose  a 
specific  course  of  action.  The  professional  should 
understand  what  the  inevitable  consec^uences  of 
his  decision  will  be.  Knowing  this,  he  may 
dioo.se  to  continue  to  play.  But  less  determined 
players,  such  as  the  high  school  and  intramural 
atldetes  who  constitute  the  majority  of  patients 
with  unstaljle  knees,  will  usually  choose  to  avoid 
unnecessary  stressful  activities  once  they  under- 
stand the  gravity  of  the  problem. 

Recognition  of  the  unstable  knee  depends,  as 
is  so  often  the  case  in  medical  diagnosis,  on  a 
liigh  degree  of  suspicion  in  the  mind  of  the 
physician.  A history  of  application  of  a sig- 
nificant aljnormal  stress  should  lie  elicited.  In 
the  acute  stage,  paiu  is  almost  always  the  major 
complaint.  .Some  swelling  will  be  evident.  If 
the  tear  of  soft  tissues  is  extensive,  bleeding  with 
rapid  joint  distension  may  occur.  If  the  damage 
is  limited,  bleeding  may  be  limited,  and  swelling, 
due  to  hemorrhage  or  to  the  accumulation  of 
.synovial  fluid,  may  take  place  over  hours  or  even 
days  rather  than  in  minutes.  Rapid  distension 
of  a joint  following  trauma  must  be  secondary 
to  a hemorrhage  into  the  joint  which  follows 
tearing  of  soft  ti.ssues  when  the  radiograms  fail 
to  demonstrate  a bony  injury.  However,  the  sur- 
geon should  keep  in  mind  that  routine  radio- 
grams tnay  also  be  negative  in  the  presence  of  a 
slipped  epiphysis  or  subluxation  or  even  a dis- 
location of  the  joint  which  reduced  spontaneous- 
ly or  by  .Samaritan  intervention  prior  to  that 
examination.  A meaningful  evaluation  in  the 
presence  of  muscle  spasm,  pain,  and  marked 
swelling  is  often  difficult  Imt  must  be  made. 
Examination  under  anesthesia  may  prove  bene- 
ficial. Aspiration  of  the  knee  under  sterile  con- 
ditions can  be  helpful  in  relieving  pain  in  the 
distended  joint.  It  will  also  permit  a more  re- 
vealing palpation  of  the  joint  and  a more  ac- 
curate determination  of  response  of  the  liga- 
ments to  stresses  applied  by  the  examiner.  It 
should  be  noted,  however,  that  aspiration  po- 
tentially expo.ses  the  joint  to  infection.  For  this 
reason,  when  resorted  to,  it  must  be  accomplished 
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uiulcr  a proper  sterile  icdiiiicpie.  1 Iiough  plain 
ratliot>rams  are  net>aiive,  sliess  lilins  may  he  re- 
A'ealnig.  Solt  tissue  swelling  and  ahnormal  stress 
lilms  may  assist  to  substantiate  the  clinical  im- 
pression of  instability. 

.Arthrography  and  arthro.scopy,  which  arc  often 
nseftd  adjuncts  to  the  clinical  diagnosis  in  the 
chronic  knee,  have  a more  minor  role  in  the 


acutely  injured  knee. 

1 he  tieatmeni  indicated  may  be  stirgical  or 
non-singical  depending  on  the  extent  of  the 
damage,  when  the  diagnosis  of  instability  is 
made,  and  the  patient’s  demands. 

d he  initial  examining  physician’s  respon^ibil 
ity  is  indy  great. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  473) 


ECG  is  from  an  18-year-old  black  male  who  presented  with  symptoms  of  left 
sided  sharp  chest  pain. 


Malcolm  B.  Pearce,  M.D. 

Associate  Professor  of  Medicine 
University  of  Arkansas  for  Medical  Sciences 
Little  Rock,  Arkansas  72201 
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drug  information  center 

Emergency  poison  or  cJrug  information  for 
health  professionals  only. 

Pulaski  County:  666-5532  • WATS:  1-800-482-8948 


Treating  Narcotic  Overdose: 
Nalorphine,  Levallorphan,  Or  Naloxone? 

Danny  L.  Lattin,  Ph.D.* 


any  times  every  year  poison  control  cen- 
ters and  hospital  emergency  rooms  are  contacted 
regarding  acute  overdose,  either  accidental  or 
intentional,  of  narcotic  analgesics.  The  physi- 
cian, in  turn,  is  confronted  with  the  problem  of 
selecting  the  optimum  mode  of  therapv  for  a 
potentially  life-threatening  situation. 

Since  the  discovery  of  N-allylnormorphine 
(nalorphine,  Nalline®)  in  1911,  physicians  have 
had  at  their  disposal  very  potent,  specific  nar- 
cotic antagonists.  These  agents  are  capable  of 
reversing  the  severe  respiratory  depression  re- 
sidting  from  acute  narcotic  analgesic  toxicity. 
The  narcotic  antagonists  are  also  (jiiite  useful 
post-operatively  to  reverse  the  resjriratory  de- 
pressant effects  of  narcotic  analgesics,  and  are 
administered  to  newborn  infants  to  reverse 
respiratory  depression  residting  from  the  ad- 
ministration of  narcotic  analgesics  to  the  mother. 

There  are  three  narcotic  antagonists  from 
which  to  choose;  these  are  nalorphine  (Nalline®), 
levallorphan  (Lorfan®),  and  naloxone  (Narcan®). 
All  three  drugs  are  narcotic  antagonists,  but  the 
pharmacological  actions  of  nalorphine  and  leval- 
lorphan are  quite  different  from  those  of  nalox- 
one. These  differences  become  quite  imjxntant 
when  a physician  must  decide  which  agent  to 
use. 

The  development  of  narcotic  antagonists 
began  in  1914  when  Pohl*  reported  that  N- 
allylnorcodeine  (I)  would  reverse  morphine-in- 
duced respiratory  depression  in  animals.  This 
observation  wasn't  further  explored  until  1941 
when  McCawley  and  co-workers^  synthesized  N- 

•Associate  Professor  of  Medicinal  Chemistry,  College  of  Pharmacy, 
University  of  Arkansas  for  Medical  Sciences,  4301  West  .Markham, 
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allylnormorphine  (II).  Nalorphine  was  found 
to  be  a very  potent,  sjxicific  antagonist  of  most 
of  the  effects  of  morphine.  Clinical  studies  of 
nalorphine  in  man  demonstrated  that  wliile 
nalorphine  would  antagonize  the  effects  of  mor- 
phine, it  also  pos.sessed  morphine-like  action. 
Specilically,  nalorpiiine  possesses  analgesic  ac- 
tivity ecpiivalent  to  morphine  on  a mg-lor-mg 
basis  and  also  jjroduces  respir;itory  depression.^ 
Nalorphine,  then,  has  both  agonist  and  antag- 
onist elfects  and  is  considered  to  be  a partial 
agonist. 

A number  of  other  narcotic  antagonists  hase 
been  synthesized;  of  these,  however,  only  leval- 
lorphan (III)  and  naloxone  (IV)  are  available 
for  use  in  the  United  States. 


Levallorphan,  like  nalorphine,  is  a piirtial 
agonist.  Naloxone  is  the  most  recent  of  the 
narcotic  antagonists  and  is  a pure  antagonist;  it 
reverses  the  effects  of  narcotic  analgesics  without 
prtHlucing  agonistic  actions  such  as  analgesia, 
respiratory  depression,  or  pupillary  constriction.^ 

Pharmacology  of  Nalorphine 
and  Levallorphan'*' 

Nalorphine  and  levallorphan,  both  |)artial 
agonists,  have  almost  identical  pharmacological 
actions.  Both  agents  reverse  respiratory  depres- 
sion produced  by  narcotic  analgesics  and  will 
prorluce  withdrawal  symptoms  in  narcotic-de- 
pendent individuals.  When  given  in  the  absence 
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Treating  Narcotic  Overdose:  Nalorphine,  Levallorphan,  or  Naloxone? 


of  narcotic  analgesics,  however,  l)oth  nalorphine 
and  levallorphan  afford  very  definite  morphine- 
like eflects.  These  agents  produce  analgesia, 
respiratory  dejnession,  pupillary  constriction, 
and  a physical  dependence  following  chronic 
administration.  It  should  be  noted,  however, 
that  the  pliysical  dependence  produced  by  these 
narcotic  antagonists  is  different  from  that  pro- 
duced l)y  morphine  or  morphine-like  compounds, 
AVithdrawal  from  dependence  on  either  nalor- 
phine or  levallorphan  doesn’t  produce  the  trau- 
ma and  discomfort  that  results  following  abrupt 
withdrawal  from  morphine  dependence. 

Nalorphine  and  levallorphan  are  approxi- 
mately ecjtiivalent,  on  a mg-for-mg  basis,  to  mor- 
phine as  analgesics.  A significant  number  of  pa- 
tients experience  extreme  dysphoric  and  psy- 
cluatomimetic  disturbances,  however,  and  this 
precludes  the  use  of  these  agents  as  analgesics. 
T’hese  dings  also  differ  slightly  from  morphine 
in  the  respiratory  depressant  effects.  Whereas 
morphine-induced  respiratory  dejtression  be- 
comes more  severe  as  the  dose  is  increased,  the 
respiratory  depression  produced  by  7,5  mg  of 
nalorphine  is  not  significantly  greater  than  that 
induced  by  10  mg  of  nalorphine. 

Nalorphine  and  levallorphan  will  reverse  the 
effects  of  all  the  commonly  tised  narcotic  anal- 
gesics with  the  excejjtion  of  pentazocine  (Tal- 
win®).  The  respiratory  depression  produced  by 
pentazocine  is  not  reversed  by  either  of  these 
agents,  perhaps  because  pentazocine  is  also  a 
very  weak  narcotic  antagonist. 

Pharmacology  of  Naloxone^’ 

Naloxone  is  the  only  pure  narcotic  antagonist 
presently  available.  This  agent  is  a specific 
antagonist  for  all  narcotic  analgesics,  inclnding 
pentazocine.  Naloxone  is  completely  devoid  of 
morphine-like  activity.  In  addition,  naloxone  is 
capable  of  reversing  respiratory  depression  and 
psychotomimetic  distnrbances  induced  by  nalor- 
phine and  levellorphan. 

In  a clinical  trial  involving  two  patients, 
naloxone  was  re]>orted  to  effectively  reverse 
coma,  respiratory  depression,  and  pupillary  con- 
striction produced  Iry  an  overdose  of  propoxy- 
])hene.  Propoxyphene  is  not  considered  to  be  a 
narcotic  analgesic,  but  it  is  similar  to  the  nar- 
cotic analgesics  both  strncttirally  and  j^barma- 
cologically.  Symptoms  of  propoxyphene  over- 
dose (resjhratory  depression,  miosis,  and  coma) 


are  the  same  as  those  following  an  overdose  of 
a narcotic  analgesic. 

Clinical  Use  of  Narcotic  Antagonists^’ 

Nalorphine,  at  a dose  of  5 to  10  mg  (I.V.)  in 
adtihs,  will  reverse  narcotic-induced  respiratory 
depression  in  one  to  two  minutes;  the  recom- 
mended dose  in  children  is  0.1  mg/ Kg  (I.V.). 
Levallorphan  is  somewhat  more  potent  in  this 
regard,  reipiiring  a dose  of  1 to  2 mg  (I.V.)  in 
adults  and  a dose  of  0.02  mg/ Kg  (I.V.)  in  chil- 
dren. Both  agents  have  shorter  duration  of  ac- 
tion (one  lo  four  hours)  than  narcotic  analgesics, 
so  it  is  necessary  to  closely  monitor  the  patient’s 
respiration  and  administer  the  drugs  when 
needed. 

Nalorphine  and  levallorphan  should  be  ad- 
ministered parenterally.  Both  drugs  are  much 
less  effective  following  oral  administration,  pre- 
sumably because  they  are  rapidly  conjugated  in 
the  liver.  Both  agents  have  a very  rapid  onset, 
as  evidenced  by  the  almost  immediate  response 
(one  to  two  minutes),  following  parenteral  ad- 
ministration. 

Nalorphine  and  levallorphan  achieve  brain 
concentrations  three  to  four  times  greater  than 
eipial  doses  of  morphine,  but  are  rapidly  re- 
moved from  the  brain.  After  four  hours,  only 
negligible  quantities  can  be  fotind  in  the  brain, 
accounting  for  the  short  duration  of  action. 

1 he  effectiveness  of  nalorphine  and  leval- 
lorphan also  depends  on  the  dose  of  narcotic 
analgesic.  The  relatively  minor  respiratory  de- 
pression produced  by  a therapeutic  dose  (10  mg) 
of  morphine  is  not  antagonized  by  10  mg  of 
nalorphine  because  of  the  slight  respiratory  de- 
pression prodticed  by  this  narcotic  antagonist. 
However,  the  severe  respiratory  depression  pro- 
duced by  large  closes  of  morphine  is  very  quickly 
reversed  by  5 to  10  mg  of  nalorphine. 

Neither  nalorphine  nor  levallorphan  will  re- 
verse the  respiratory  depression  produced  by 
other  CNS  depressants  such  as  the  barbiturates. 
Indeed,  the  respiratory  depression  induced  by 
nalorphine  or  levallorphan  may  add  to  or  poten- 
tiate the  respiratory  depression  produced  by 
other  CNS  depressants.  For  this  reason,  nalor- 
phine or  levallorphan  should  never  be  used  to 
reterse  resjtiratory  depression  when  the  causative 
agent  is  unknown. 

Naloxone  is  much  more  potent  than  either 
nalorphine  or  levallorphan.  Naloxone,  at  a dose 
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<)l  0.1  to  0.8  ing  (l.M.  or  will  ^•c^y  rapitlly 

(one  to  two  mimite.s)  produce  an  increa.se  in 
respiratory  rate  in  jtatients  snltering  narcotic- 
induced  resj>iratory  depression,  d’his  agent  also 
reverses  the  sedation  or  coma  caused  by  an  ocer- 
dose  of  narcotic  analgesics.  Like  nalorphine  and 
levallorphan,  naloxone  has  a very  rapid  onset 
and  a short  duration  of  action;  it  may  be  neces- 
sary to  re-administer  the  drug  at  30-  to  OO-minute 
intervals  in  severely  overdo.sed  patients. 

Ibilike  nalorphine  or  levallorjdian,  the  an- 
tagonistic effects  of  naloxone  ate  not  dependent 
upon  the  close  of  narcotic  analgesic  because 
naloxone  has  no  agonistic  properties.  Naloxone 
will  also  reverse  the  respiratory  depression  and 
psychotomimetic  disturbances  induced  by  nalor- 
phine and  levallorphan.  However,  the  close  of 
naloxone  recjuirecl  to  reverse  the  effects  of  nalor- 
phine or  levallorphan  is  much  larger  (recpiires 
10  to  15  mg  in  adtilts)  than  that  necessary  to 
antagonize  the  effects  of  morphine  or  a mor- 
phine-like drug. 

Naloxone  is  the  drug  of  choice  when  treating 
a patient  with  severe  respiratory  depression  when 
the  causative  agent  is  unknown  or  only  suspected 
to  be  a narcotic  analgesic.  If  the  respiratory  cle- 
jrression  is  clue  to  a narcotic  analgesic,  an  im- 
mediate improvement  in  respiratory  rate  will 
be  noted.  Respiratory  depression  induced  by 
barbiturates  or  other  CN.S  depressants  will  not 
be  reversed  following  administration  of  nalox- 
one. However,  in  contrast  to  nalorphine  or  leval- 
lorphan, naloxone  will  not  potentiate  or  add  to 
the  depressed  respiration. 

Lhere  are  few  adverse  effects  following  the 
use  of  narcotic  antagonists.  The  most  serious 
adverse  reaction  is  the  increased  respiratory  de- 
pression that  follows  the  administration  of 
nalorphine  or  levallorphan  to  a patient  suffer- 
ing from  an  overdose  of  a CN.S  depressant  other 
than  a narcotic  analgesic  (excepting  pentazocine). 
.Another  potentially  serious  adver.se  reaction  fol- 
lows the  u,se  of  narcotic  antagonists  in  patients 
who  have  a physical  dependence  on  narcotic 
analgesics.  Symptoms  of  acute  withdrawal  fol- 
low the  administration  of  a narcotic  antagonist; 
these  symptoms  can  be  quite  .severe  in  a patient 
dependent  on  large  doses  of  narcotic  analgesic. 
The  physician  shoidd  try  to  determine  whether 
or  not  the  patient  has  a physical  dependence. 


and  il  so,  use  the  narcotic  antagonists  cautiously 

and  at  reduced  tlose  levels. 

Summary 

To  summarize; 

1.  N.'dorphine  and  levallorj^han  are  effective 
narcotic  antagonists  for  toxic  effects  (pri- 
marily depre.ssed  respiration)  known  to  be 
caused  by  narcotic  analgesics  (with  the  ex- 
ception of  pentazocine); 

2.  Levallorphan  is  slightly  more  potent  than 
nalorphine; 

3.  Nalorphine  and  levallorphan  add  to  or  po- 
tentiate respiratory  depression  induced  by 
pentazocine  or  other  CN.S  depressants  that 
are  not  narcotic  analgesics; 

4.  Nalorphine  and  levallorphan  both  have  mor- 
phine-like  effects  when  administered  in  the 
absence  of  other  narcotic  analgesics; 

5.  Naloxone  is  more  potent  than  either  nalor- 
phine or  levallorphan  and  is  a pure  antag- 
onist having  no  morphine-like  action; 

6.  Naloxone  is  the  drug  of  choice  in  treatitig 
respiratory  depre.ssion  of  undetermined  origin 
but  suspected  to  be  caused  by  narcotic  anal- 
gesics; 

7.  All  the  narcotic  antagonists  will  precipitate 
acute  withdrawal  symptoms  ami  should  be 
administered  with  caution  in  the  physically 
dependent  ])atient. 
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PUBLIC  HEALTH  AT  A GLANCE 


Cooperative  Health  Manpower  Statistics  System 


Werner 

A cooperative  Federal,  State  and  local 
liealtli  data  system  seems  imperative  in  an  era 
when  the  health  care  system  has  investments 
from  all  sectors,  and  particularly,  since  rational 
decision  making  for  any  investment  of  magni- 
tude retpures  relialjle  and  continuing  baseline 
data.  The  Health  Resources  Administration  of 
the  Public  Health  Service,  U.  S.  DHEW,  work- 
ing primarily  through  the  National  Center  for 
Health  Statistics  has  undertaken  the  develop 
ment  and  establishment  of  a continuing  and 
flexible  system  for  making  available  the  neces- 
sary health  data  at  the  Federal,  State  and  local 
levels. 

The  National  Center  for  Health  Statistics 
(NCHS)  has  proposed  a coordinated  cooperative 
system  of  collecting  healtli  data  involving  Fed- 
eral, State  and  local  agencies.  Efforts  to  collect 
health  data  in  the  past  were  freqtiently  duplica- 
tive of  one  another  and  possessed  very  little  of 
the  continuity  and  comparability  wliich  are  es- 
sential to  a reliable  health  statistics  system. 

One  of  the  components  of  the  cooperative 
Health  Statistics  system  is  the  Health  Manpower 
Statistics  Program.  The  Division  of  Health  Sta- 
tistics of  the  Arkansas  Department  of  Health  is 
working  under  contract  with  NCHS  to  collect, 
tabulate  and  process  statistical  data  covering 
thirteen  health  professions  in  Arkansas.  The 
health  professions  are  chiropractor,  dentist,  den- 
tal hygienist,  phyician,  osteopath,  physical  thera- 
pist, nursing  home  administrator,  optometrist, 
pliarmacist,  veterinarian,  registered  nurse,  li- 
censed practical  ntirse  and  podiatrist.  Almost 
half  of  the  states  are  now  participating  in  this 
program  with  NCH.S. 

The  Division  of  Health  -Statistics  works  with 
the  licensure  Boards  in  each  healtli  profession 
in  gathering  statistical  data  from  persons  licensed 
in  Arkansas.  Stage  I data  is  simply  a listing  by 
name  and  address  while  Stage  II  data  is  a set  of 
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selected  statistical  data,  which  is  gathered  by 
questionnaires  mailed  out  preferably  with  the 
license  renewal  in  cooperation  with  the  licensure 
board.  I'he  cpiestionnaire  is  flexible  and  can  in- 
clude data  which  the  licensure  board  or  profes- 
sional association  may  desire.  The  goal  is  that 
all  the  statistical  data  needed  by  planners,  as- 
sociations, colleges,  universities  and  governmental 
agencies  can  be  collected  during  the  licensure 
board  of  that  particular  profession.  Health  Man- 
power data  in  summary  tabidation  form  will  be 
made  availalDle  to  health  planning  agencies, 
legislators,  other  agencies  and  institutions  and 
to  :iny  person  having  a need  for  the  data.  A 
copy  of  the  data  is  submitted  to  the  National 
Center  for  Health  Statistics  where  it  is  assimi- 
lated with  data  from  the  otlier  states  to  provide 
national  statistics  and  also  to  Ite  used  in  a com- 
parative analysis  and  study  of  the  thirteen  health 
professions  on  a nationwide  basis. 

I here  are  many  examples  of  duplication  of 
efforts  in  the  collection  aiul  processing  of  health 
data  today.  Programs  stich  as  the  cooperative 
Health  Manpower  -Statistics  -System  can  help 
alleviate  th;it  situation  so  that  maximum  use  of 
our  resources  can  be  utilized  in  the  field  of 
health  care  for  our  citizens. 


Number  Licensed 

Healtli  Profession 

in  Arkansas'^ 

1.  Cliiropractor 

146 

2.  Dentist 

709 

3.  Dental  Hygienist 

173 

4.  Physician 

2,079 

5.  Osteopath 

15 

6.  Physical  Therapist 

109 

7.  Nursing  Home  Athninistrator 

321 

8.  Optometrist 

186 

9.  Pharmacist 

1,354 

10.  Veterinarian 

244 

11.  Registered  Nurse 

5,937 

12.  Incensed  Practical  Nurse 

6,592 

13.  Podiatrist 

23 

iResident  of  .Arkansas. 
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Prevention  of  Hepatitis  B: 

Charles  M. 

H ejiatitis  B,  modern  terminology  for  “ho- 
mologous serum  hepatitis,”  refers  precisely  to 
cases  of  viral  hepatitis  in  which  hepatitis  B anti- 
gen (fonnerly  Australia  Antigen)  is  present  in 
serum.  This  variety  of  viral  hejiatitis  has  be- 
come known  as  an  occupational  disease  of  the 
health  care  professions, ^ and  the  issue  of  pro- 
tection of  medical  workers  accidentally  exposed 
to  blood  or  blood  products  is  fre(piently  raised. 
However,  it  is  well  established  that  pooled  hu- 
man gamma  globulin  (immune  serum  globulin), 
effective  in  hepatitis  A prophylaxis,  is  ineffective 
in  preventing  or  modifying  the  clinical  course 
of  hepatitis  B.  lire  scientific  basis  for  this  old 
clinical  observation  has  now  been  elucidated. 
Lots  of  commercial  immune  serum  globulin  pre- 
pared prior  to  1967  contained  negligible  amounts 
of  specific  antibody  to  hepatitis  B,  according  to 
retrospective  testing  by  currently  available  tech- 
nicpies.-  It  is  therefore  not  surprising  that  orig- 
inal studies  failed  to  show  a beneficial  effect  of 
the.se  lots  of  antiserum  in  individuals  who  had 
been  exposed  to  hepatitis  B. 

In  recent  years,  however,  the  levels  of  anti- 
body to  hepatitis  B antigen  (hepatitis  B anti- 
body) in  commercial  immune  serum  glolnilin  is 
increasing:  lots  prepared  since  1971  contain,  on 
the  average,  5-fold  gretiter  titers  than  those  pre- 
pared before  1967.-  d liis  phenomenon  corre- 
sponds to  the  advent  of  screening  doncjrs  of 
j)lasma  lor  these  preptirations  for  hepatitis  B 
antigen,  which  suggests  the  following  hypothesis: 
lots  of  serum  prepared  prior  to  screening  often 
contained  hepatitis  B antigen  from  asymptomatic 
carriers:  this  antigen  was  neutralized  by  its  spe- 
cific antil)ody,  also  pre.sent  in  the  pools,  but  in 
the  process  of  neutralization,  levels  of  free 
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A Favorable  Turn  of  Events 

Nolan,  M.D.* 

hepatitis  B antibody  were  reduced  sidficiently  so 
that  these  serum  pools  were  not  effective  in  hepa- 
titis B prophylaxis.  Now  that  hepatitis  B anti- 
gen is  excluded  by  effective  screening  procedures, 
original  amounts  of  free  hepatitis  B antibody  are 
retained  in  current  serum  pools. 

kollowing  this  logic,  it  could  be  further  in- 
ferred that  recent  lots  of  immune  serum  glob- 
tdin,  containing  significant  concentrations  of 
hepatitis  B antil)ody,  shoukl  be  more  effectiv^e 
than  previous  ones  in  hepatitis  B prophylaxis. 
Remarkaldy,  several  recent  studies  have  indeed 
shown  a protective  effect  of  immune  serum  glob- 
tdin  against  clinical  nianifest;itions  and  compli- 
cations ol  hepatitis  B,'^’^’5  especially  in  instances 
ol  small  doses  of  inocida  and  following  per- 
cutaneotis  or  oral  routes  of  exposure. 

On  the  basis  of  this  information,  two  recent 
articles  by  authoritative  sources  recommend  a 
revision  in  current  practice  of  passive  immuniza- 
tion against  hepatitis  B.«.'^  These  authors  recom- 
mend that  in  instances  of  actite,  intense  exposure 
to  hepatitis  B vims,  commercial  immune  serum 
glol)ulin  shotdd  be  given  in  high  dexses  (0.01  to 
0.10  ml/Kg  l)ody  weight,  compared  to  a dexse  of 
0.02  ml/Kg  alter  expexsure  to  suspected  hepatitis 
A).  S}recific  indications  arc  (1)  accidental  inocti- 
hition  of  blood  or  secretions  which  test  positive 
for  hepatitis  B antigen  and  (2)  individuals  hav- 
ing intimate  contact  with  patients  with  acute 
hepatitis  which  is  hepatitis  B antigen  jicxsitive. 
Individutds  in  these  two  groups  have  considei- 
ably  incrca.scd  risk  of  developing  acute  hepatitis 
and  should  receive  the  benefit  of  any  possilde 
protection.  Since  immune  serum  globulin  may 
now  afford  such  jirotection  and  i.s,  in  addition, 
safe,  inexpensive,  and  widely  available,  its  use 
is  recommended. 
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These  recommendations  are  advanced  cau- 
tiously, and  will  be  subject  to  modification  based 
on  information  now  being  accumulated  on  anti- 
sera prepared  specifically  for  use  in  hepatitis 
li,  containing  titers  of  antibody  far  in  excess  of 
those  in  immune  serum  globulin.'  However, 
even  before  this  specific  antiserum  is  available, 
the  traditional  negative  view  of  hepatitis  B pro- 
phylaxis must  be  revised  in  the  light  of  en- 
couraging results  in  recent  clinical  studies.  In 
certain  circumstances,  outlined  above,  the  use 
of  commercial  immune  serum  globulin  should 
be  strongly  considered. 
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THE  MONTH  IN  WASHINGTON 

Ihesideiit  Ford's  all-out  attack  against  rising 
government  s})ending  sustained  a major  blow 
with  the  Congressional  override  of  his  veto  of 
a $4.5  itillion  health,  welfare  and  labor  bill. 

d he  vetoed  Itill  called  for  $1  billion  more  than 
the  Atlministration's  fittdget  request  and  re- 
(juired  hiring  of  8,000  more  Health,  Education, 
Welfare  Department  employees.  Almost  $800 
million  of  the  increase  involves  health  progiams 
which  would  receive  a total  of  $3.9  billion  for 
the  fiscal  year  that  ends  .September  30. 

Both  houses  of  Congress  exceeded  the  two- 
thirds  vote  necessary  to  override  a veto.  Tlie 
tally  was  310  to  113  in  the  House;  10  to  24  in 
the  Senate. 

The  .Administration  defeat  came  despite  a 
last-minute  administration  offer  to  compromise 
by  more  or  less  splitting  the  difference  for  a 
$500  million  increase. 


Ford  had  said  in  his  veto  me.ssage  the  bill  was 
“a  classic  example  of  unchecked  spending.”  Btit 
Democrats  charged  the  money  measure  would 
cut  spending  below  last  year's  level  and  not  meet 
inflation-caused  increases. 

4'he  bill  provides  more  ftmds  for  such  pro- 
gTams  as  Community  Mental  Health  Services, 
Maternal  and  Child  Health,  medical  research, 
.Mcoliolism  and  Drug  Altuse  Facilities,  Emer- 
gency Medical  Services  and  education  of  health 
professionals. 

d he  Congressional  vote  was  preceded  by  all- 
out  efforts  on  both  sides  to  line  up  votes  and 
by  vigorous  lobbying  from  affected  outside 
groups. 

The  HEW  money  bill  is  considered  the  hard- 
est to  vote  against  in  Congress  because  of  the 
multitude  of  popular  programs  funded.  Asked 
how  the  House  was  aide  to  muster  such  a vote 
to  override  including  dissident  Republicans, 
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! louse  Majority  Leader,  riionias  O'Neill,  Jr. 
(I). -Mass.)  replied  sim[)ly,  “the  coming  election.” 

House  Majority  Whip,  Representative  Robert 
Michel  (R.-Ill.)  told  the  House  in  the  debate 
that  it  would  he  “setting  the  sjK'iuling  tone  for 
the  session." 

* # * # 

Otlicials  of  the  .American  Medical  Association 
have  met  with  President  Ford  and  his  top  health 
officers  to  discuss  a wide  range  of  health  topics 
indnding  the  Administration's  new  health  pro- 
posals and  federal  regulation  problems  worrying 
the  physicians  of  the  country. 

I'he  45-minnte  meeting  in  the  Cabinet  Room 
at  the  White  House  was  described  by  partici- 
pants as  friendly.  “The  President  listened  with 
interest  to  what  we  had  to  say  and  his  attitude 
seemed  to  be  sympathetic,"  said  AMA  President 
Max  H.  Parrott,  M.D. 

Dr.  Parrott  said  President  Ford  noted  the  pres- 
sure he  is  facing  to  take  positions  that  might  dis- 
turb some  physicians.  T he  Chief  Executive  made 
a point  of  urging  the  AMA  and  members  of  his 
Administration  and  AVhite  House  staff  to  confer 
often  to  resolve  differences. 

Among  the  subjects  discussed  were  the  Presi- 
dent's State  of  the  Union  and  Budget  Health 
Proposals,  government  regulations  affecting  phy- 
sicians, the  Federal  Trade  Commission  move  to 
allow  physicians  to  advertise,  costs  of  medical 
care,  and  medical  manpower. 

Present  for  the  AMA,  in  addition  to  Dr.  Par- 
rott, were  Raymond  T.  Holden,  M.D.,  Chair- 
man of  the  AMA  Board  of  Trustees;  Richard 
E.  Palmer,  M.D.,  AMA  President-Elect;  James 
H.  Sammons,  Af.D.,  Executive  Vice  President  of 
the  AMA;  and  Joe  Miller,  Deputy  Assistant  Ex- 
ecutive Vice  President. 

President  Ford  was  told  that  his  recommended 
annual  four  percent  limit  on  jiliysician  reim- 
bursement increases  under  Medicare  poses  real 
problems  with  the  medical  profession  which  must 
adjust  to  higher  costs  of  doing  business  yearly 
as  well  as  the  ever-climbing  costs  of  professional 
liability  insurance. 

Ford  indicated  he  understood  the  viewpoint 
of  the  profession  on  the  matter  and  proposed 
that  Administration  officials  and  AMA  repre- 
sentatives meet  further  on  the  issue. 

The  AMA  delegation  told  Ford  about  the 
AMA’s  National  Commission  on  the  Cost  of 
Afedical  Care  and  invited  the  President  to  ap- 


point a representative  ol  his  .Administration  to 
set  ve  as  a member. 

1 here  was  considerable  talk  about  the  supply 
of  physicians,  with  Piesident  Ford  evincing  spe- 
cial interest  in  the  Foreign  Aledical  Graduate 
situation  and  the  pioblems  ol  Americans  sttidy- 
ing  medicine  abroad.  The  AALA  officials  de- 
scribetl  the  increasing  numbers  of  young  phy- 
sicians entering  primary  care,  now  58  percent. 

Fhe  AAfA's  support  of  the  National  Health 
Service  Corps  as  a principal  means  of  helping 
physician-short  areas  was  outlined.  The  volun- 
tary incentives  in  this  progiam  were  compared 
with  the  “indentured  service”  aspects  of  health 
manpower  legislation  before  Congress  that  would 
compel  young  physicians  to  serve  or  to  payback 
the  government  for  federal  aid  received  by 
medical  schools. 

In  reply  to  a (piestion  fiom  Ford,  the  AAIA 
delegates  noted  the  organization's  support  of 
federal  medical  scholarships. 

Fhe  controversial  Utilization  Review  Regu- 
lations were  talked  about.  HEAV^  Secretary 
Alathews  was  conijilimented  by  the  delegation 
for  his  reasonable  approach  and  willingness  to 
work  with  the  profession  to  reach  agreement  on 
these  rides. 

President  Ford  was  told  that  the  AALA  coidd 
find  no  scientific  basis  for  the  disputed  Afaxi- 
niiun  Allowable  Cost  proposals  for  Afedicare- 
Afedicaid  outpatient  drugs.  The  Af.AC  plan 
could  lead  to  interference  in  the  practice  of 
medicine  by  restricting  the  physicians’  prescrib- 
ing scope  and  coidd  hurt  the  (piality  of  health 
care,  the  AALA  officers  said. 

I he  F'FC  suit  to  overturn  the  AAIA  ban  on 
physician  advertising  will  be  contested  in  court, 
the  AAIA  asserted.  The  AAfA  was  fountled  in 
jiart  to  do  away  with  abuses  of  charlatans  and 
advertising  of  physicians’  services,  the  Chief  Ex- 
ecutive heard. 

I'he  President  .sought  support  for  his  health 
programs  and  expre.ssed  confidence  the  Ad- 
ministration and  the  representatives  of  the  med- 
ical profe.ssion  coidd  work  together  to  iron  out 
differences  and  reach  accommodations. 

* * * # 

Alandatory  second  professional  opinions  have 
been  urged  for  elective  or  non-emergency  snr- 
gei7  under  Afedicare  and  Afedicaid  by  a Hou.se 
Commerce  .Subcommittee. 

The  Subcommittee  on  Investigations  and  Over- 
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sight,  which  held  hearings  last  fall  on  unneces- 
sary surgery,  charged  in  a report  that  there  were 
an  estimated  2.4  million  unnecessary  surgeries 
performed  in  1974  at  a cost  to  the  public  of  al- 
most $4  billion.  4’he  procedures  led  to  an  esti- 
mated 700  deaths,  the  report  said. 

(iontending  that  .second  consultations  could 
cut  tlown  “significantly”  on  tmneeded  snrgery, 
the  Subcommittee,  headed  by  Representative 
|ohn  Moss  (D. -Calif.)  said  “such  a progiam 
would  save  the  government  millions  of  dollars.” 

Argumeitts  that  second  opinions  would  cost 
money  and  not  necessarily  provide  a solution 
and  expert  assertions  that  it  is  difficult  to  de- 
termine what  constitutes  unnecessary  surgery 
were  brushed  aside  by  the  Subcommittee  in  its 
strongly-worded  report. 

The  report  said  the  lawmakers  were  im- 
pressed with  evidence  “that  prepayment  plans 
for  consumers  and  salaried  surgeons  help  reduce 
surgery  in  etpuvocal  situations.” 

“Evidence  was  compiled  in  the  Subcommittee’s 
investigation  that  the  fee-for-service  mechanism 
of  surgical  payment  encourages  surgery  in  ques- 
tionable situations,”  the  report  said.  “An  in- 
depth  study  of  this  should  be  tmdertaken”  by 
the  HEW^  Department. 

4 he  Sui)committee  recommended  that  HEW 
immediately  undertake  a study  to  determine  the 
differences  in  health  indites,  costs  and  the  sur- 
gical procedure  rates  between  salaried  surgeons 
and  fee-for-service  surgeons. 

* * * * 

Legislation  to  amend  the  Health  Maintenance 
Organization  (HMO)  |)rogram  “would  effective- 
ly gut  the  HMO  concept  and  subvert  the  original 
intent  of  the  program,”  the  AMA  has  told  the 
.Senate. 

Edgar  E.  Beddingfield,  M.D.,  Vice-Chairman 
of  the  AMA's  Council  on  Legislation,  said  the 
Hotise-passed  HMO  amendments  “remove  im- 
portant conqrrehensive  services  and  eliminate 
characteristics  which  distinguish  the  HMO  from 
other  prepaid  group  practices.” 

I he  AMA  witness  testified  on  the  final  day 
of  hearings  on  changes  in  the  HMO  program. 
I’he  Llonse  bill  eliminates  many  of  the  benefits 
stipulated  in  the  original  HMO  bill  and  makes 
other  changes  designed  to  make  it  easier  to  set 
up  and  operate  such  pre-paid  health  systems. 


Dr.  Beddingfield  said  the  House  bill  in  effect 
converts  a demonstration  health  delivery  pro- 
gram into  a mechanism  for  the  federal  funding 
of  ordinary  prepaid  groups. 

“If  in  fact  the  HMO  is  to  be  no  different  from 
jtrepaid  grotq^s  w'hich  have  existed  without  fed- 
eral funding,  then  we  stibmit  there  is  no  justi- 
fication for  federal  funding  under  the  guise  of 
experimentation  or  otherwise.” 

* # * # 

Congress  has  buttressed  the  medical  and  hos- 
pital professions’  case  against  the  Utilization 
Review  Regnlations  originally  promulgated  by 
HEW. 

4 he  lawmakers  approved  with  no  dissent  a 
provision  making  it  clear  that  Congress  never 
intended  to  require  100  percent  review  of  all 
Medicare-Medicaid  hospital  admissions,  a key 
part  of  the  controversial  UR  Regulations  issued 
by  HEW. 

The  AMA  has  challenged  successfidly  the  UR 
Regulations  in  court.  The  HEW  Department  is 
slated  soon  to  i.sstie  revised  regnlations  after 
cotirt-ordered  negotiations  with  the  AMA. 

One  of  the  major  arguments  against  the  Reg- 
nlations was  that  HEW  had  reached  beyond 
(Congress’  intent  in  carrying  out  the  review  pro- 
gram. Congress’  vote  on  the  amendment  to  the 
Medicare-Medicaid  laws  appeared  to  back  up 
the  protests  of  the  AMA  and  the  .American 
Hospital  Association. 

.Sen.  Paid  Eannin  (R.-Ariz.)  told  the  Senate 
that  the  original  regulations  calling  for  direct 
review  of  each  Medicare-Medicaid  admission  “is 
beyond  the  scope  of  what  we  intended  ...” 

Chairman  Russell  Long  (D.-I.a.)  of  the  Senate 
Einance  Committee  said  “the  idea  of  requiring 
that  everything  in  a claim  be  reviewed  is  not 
what  we  had  in  mind  when  we  pas.sed  the  law. 
It  is  a technical  error  that  shoidd  be  corrected, 
otherwise,  there  would  be  needless  cost  and  a 
great  tleal  of  unnecessary  paperwork.” 

# * # # 

4'he  Administration  has  opposed  a specific 
extension  of  the  program  of  federal  aid  to  states 
and  localities  to  demonstrate  ways  of  improving 
emergency  medical  services. 

4Tstifying  before  the  Senate  Health  Subcom- 
mittee, 4’heodore  Cooper,  M.D.,  Assistant  Sec- 
retary for  Health,  said  such  assistance  could  be 
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liaiullcd  ill  the  luturc  iiiuler  the  Atliiiiiiisiratioii’s 
proposed  block  «iaiit  plan  to  consolidate  IG 
existing  categoiical  programs. 

1 he  so-called  "Financial  Assistance  For  Health 
(-arc  Act  ’ will  give  states  and  localities  “the 
discretion  to  contimie  lunding  according  to  in- 
dividual state  priorities,’’  Dr.  Cooper  testilied. 

Legislation  belore  the  Senate  to  extend  the 
program  at  costs  ranging  irom  .5270  million  to 
•lilG  million  are  "iar  in  excess’’  of  what  is  re- 
(piired  to  demonstrate  effective  systems  lor  emer- 
gency medical  services,  said  Dr.  Cooper. 

He  told  the  Subcommittee,  headed  by  Senator 
Edward  Kennedy  (D.-Mass.),  that  the  HEW  De- 
partment already  has  ample  research  authority 
to  carry  out  improvements  in  emergency  services. 
# # * # 

■Americans  health  continues  to  imjiroxe. 
Lower  infant  death  rates  and  longer  life  ex- 
pectancy are  shown  in  a State  of  the  Union’s 
Health  Report  tor  197.5  submitted  to  Congress 
and  President  F'ord  by  the  HFA\^  Department. 

Rates  of  infant  deaths  in  the  lb  S.  declined 
from  29.2  per  1,0()0  live  births  in  1950  to  an 
estimated  16.5  in  1974.  Over  the  same  period, 
life  exnectancy  at  birth  increa.sed  by  nearly  loin- 
years.  The  death  rate  for  heart  disease  is  de- 
creasing. 

“The  report  shows  considerable  achievement 
as  well  as  need  for  improvement,”  Theodore 
Cooper,  Af.D.,  A,ssistant  Secretary  for  Health, 
said.  “As  a people  we  are  receiving  more  med- 
ical care  now  than  10  years  ago.  We  have  made 
considerable  progress  in  lowering  the  income 
barrier  to  care.  Most  of  us  describe  our  health 
as  good  or  excellent.” 

“Conversely,  we  may  well  have  a higher  pre- 
valance of  chronic  diseases,”  Dr.  Cooper  said. 
“People  are  living  to  the  older  ages  where  they 
develop  conditions  such  as  arthritis  and  diabetes, 
and  we  can  better  manage  the.se  conditions 
medically.  Many  areas  of  the  country  appear  to 
lack  adequate  supplies  of  health  manpow'er,  and 
costs  remain  a burden  for  many.” 

I he  report,  Health,  United  .States,  1975,  in- 
cludes data  on  health  care  costs  and  financing, 
health  resources  and  utilization,  and  health 
statics.  4 he  death  rate  for  heart  disease  among 
persons  aged  55-64  dropped  almost  15  percent 
over  the  past  six  years.  In  the  same  age  group, 
the  death  rate  from  cancer  rose  almost  four  jier- 


cent.  Among  younger  people,  aciedents,  and 
homicide  are  major  causes  of  death. 

I he  data  suggests  that  muih  improvement 
in  health  status  cotild  come  from  individual 
action,  ’ Dr.  (]oojx:‘r  said.  “Most  death  and  dis- 
ability Iroin  accidents  are  preventable,  .so  are 
health  conditions  which  are  tiggravated  by  ex- 
cessive use  ot  alcohol  and  tobacco  anti  by  lack 
of  exercise  and  proper  diet.  4'hey  are  prevent- 
able primarily  by  changes  in  individual  be- 
havior. Medical  care  alone  can  do  relatively 
little.” 

# * # * 

Representative  Thomas  Morgan,  M.D.,  Chair- 
man of  the  House  Foreign  yAffairs  Committee, 
announced  he  will  retire  at  the  end  of  this  .ses- 
sion of  Congress.  Dr.  Morgan,  a Pennsylvania 
Democrat,  is  one  of  three  physicians  in  Congress. 
Despite  his  Congressional  duties.  Dr.  Morgan  has 
maintained  a continuous  l)ut  small  practice  in 
his  home  town  of  Fredericktown.  The  69-year- 
old  physician  has  served  in  Congress  for  32  years 
and  as  Chairman  of  the  Foreign  -Affairs  Com- 
mittee for  18  years  — longest  service  as  Chaii  man 
ol  any  current  Committee  Chairman  in  the 
House.  Dr.  Morgan  focusetl  his  legislative  in- 
terest almost  exclusively  on  foreign  affairs.  He 
seldom  became  involved  in  legislative  health 
matters.  4 he  other  physician-Congressmen  are 
Representative  Fim  Lee  Carter  (R.-Ky.)  and 
I-arry  McDonald  (D.-Ca.). 

* * * * 

Out-of-town  hearings  on  National  Health 
Insurance  have  been  slated  tentatively  by  the 
Hou.se  Ways  and  Means  Health  .Subcommittee 
for: 

Chicago  — February  26-27. 

San  Francisco  — March  18-19. 

Knoxville,  Tenn.  — March  25-26. 

Salem,  Oregon  — May  6-7. 

New  Orleans  — May  20-21. 


ANSWER  — Electrocardiogram  of  the  Month 

Normal  ECG.  Apparent  ST  segment  elevation  in  leads 
I,  V4  and  V6  is  due  to  early  repolorization,  a normal 
variant.  This  finding  can  at  times  be  mistaken  to  indicate 
pericarditis  or  myocardial  injury. 
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1976  Tri-State  Scientific  Sessions  for  Physicians 

riie  Arkansas,  Louisiana,  and  Mississippi 
Heart  Associations  are  sponsoring  a tri-state  sci- 
entific session  for  physicians  May  20-22,  1976,  at 
the  Montelone  Hotel  in  New  Orleans,  Louisi- 
ana. The  title  of  the  program  is  “Cardiology 
76." 

I'he  program  is  approved  for  151/9  elective 
hours  by  the  American  Academy  of  Family  Phy- 
sicians. Registration  fee  is  $130  for  Heart  As- 
sociation members  and  $150  for  non-members. 
For  further  information  and  registration  contact: 
Arkansa.s  Heart  Association,  Post  Office  Box 
1610,  Little  Rock,  Arkansas  72203. 

Nutrition  Symposium  VII, 

"Nutrition:  1776-1976" 

Lhe  Memphis  Area  Nutrition  Council  is 
presenting  the  seventh  in  a series  of  national, 
annual  meetings  on  nutrition  on  Wednesday  and 
Lhursday,  May  12-13,  1976,  at  the  Wassell  Ran- 
doljth  Student-Ahimni  Center,  University  of 
Fennessee  Center  for  the  Health  Sciences,  800 
Madison  Aventie,  Memphis,  Tennessee  38163. 
'Fhe  program  will  be  presented  l^y  speakers  with 
national  and  international  reputations  in  the 
area  of  nutrition. 

Department  of  Psychiatry  Announces 
Twenty-Fifty  Anniversary  OPEN  Meeting 

I’he  Department  of  Psychiatry  of  tlie  Univer- 
sity of  Arkansas  for  Medical  Sciences  will  hold 
its  twenty-fifth  anniversary  OPEN  meeting  June 
11,  1976,  from  8:30  a.m.  until  4:30  p.m.  at  the 
University  of  Arkansas  for  Medical  Sciences  audi- 
torium. 

4'lie  subject  of  the  meeting  is  “Prescriptions 
for  Progress”  and  the  sjaeakers  are  Dr.  Thomas 
.A.  Bruce,  Dean  of  the  College  of  Medicine,  Mr. 
W.  C.  Huddleston,  Mr.  Tom  Miller,  Dr.  Joe 
Baker,  Dr.  Max  Baker,  Dr.  Ben  N.  Saltzman,  Dr. 
J.  L.  Dennis,  Chancellor  of  the  College  of  Medi- 
cine, will  speak  at  the  luncheon,  and  discussion 
group  reporters.  Advance  registration  by  $5 
clieck  payable  to  Twenty-fifth  Anniversary  Meet- 
ing and  sent  to:  Mrs.  M.  Ferguson,  Slot  506, 
University  of  Arkansas  for  Medical  Sciences, 
4301  West  Markliam,  Little  Rock,  Arkansas 
72201. 


AMA  Section  Council  on 
Anesthesiology  Sets  Course 

The  Section  Council  on  Anesthesiology  of  the 
AMA  will  sponsor  a six-hour  continuing  educa- 
tion course  for  recovery  room  nurses  on  Saturday, 
June  26,  1976,  in  Dallas,  Texas.  The  course  will 
be  at  the  University  of  Texas  Southwestern  Med- 
ical School  at  Dallas.  The  program  will  present 
newer  concepts  in  Basic  and  Advance  Life  Sup- 
port, Therapy  of  Hyper-  and  Hypotension  in  the 
Recovery  Room,  Clinical  Interpretation  of  Blood 
Gas  Analysis,  Monitoring  in  the  Recovery  Room, 
and  Recovery  Room  Effects  of  Intra-Ojierative 
Drugs.  I'he  registration  fee  will  be  $60.  Space 
is  limited.  Inqinries  should  be  addressed  to  the 
Office  of  Registration,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Cliicago, 
Illinois  60610. 


BOOK  REVIEWS 

Alfred  Kahn,  Jr.,  M.D. 

INFECTIOUS  DISEASES  IN  OBSTETRICS 
AND  GYNECOLOGY,  by  Gilles  R.  G.  Monif, 
M.D.,  and  15  Contributors,  Medical  Department, 
Harper  8c  Row,  Publishers,  Hagerstown,  Mary- 
land, New  York,  Evanston,  San  Erancisco,  and 
London,  1974. 

4'his  is  a very  interesting  book.  It  has  thera- 
peutic ramifications  beyond  the  field  of  obstetrics 
and  gynecology.  It  is  of  extreme  interest  to  any- 
one who  has  to  deal  with  infectious  diseases  — 
the  general  practitioner,  internist,  and  the  sur- 
geon will  find  this  book  inclusive  and  accurate. 

One  of  the  most  interesting  chapters  in  the 
book  is  on  the  therapeutic  approach  of  anti- 
microbial agents.  It  discusses  how  antibiotics 
work.  It  also  disctisses  some  of  the  toxic  effects 
of  antibiotics.  There  is  always  the  problem  of 
the  use  of  antibiotics  in  pregnancy,  and  this  area 
is  exceptionally  well  covered.  There  are  chapters 
pertaining  to  viruses,  spirochetes,  etc.,  with  a 
common  sense  approach  to  the  therapy  of  these 
disorders. 

The  book  is  well  illustrated.  References  are 
included  at  the  end  of  the  chapters.  This  text 
is  heartily  regarded  as  a worthwhile  volume  on 
infectious  diseases,  not  alone  in  obstetrics  and 
gynecology,  but  for  any  physician. 
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Physician  Relocates 

Dr.  Heuforcl  Diirnioii,  loinicrly  ol  Malvern,  has 
joined  Dr.  .Millard  C.  Edds,  Dr.  Ed  G.  Hopkins 
and  Di . ^ale  E.  Parkhnrst  at  the  Edds  Glinic  in 
\hni  linren  as  a tainily  jiiac  titioner. 

Health  Officer  Named 

Dr.  John  E.  Delainore  ol  Eordyce  has  been 
named  Dallas  Gounty  health  officer.  I'he  vol- 
untary post  is  lor  a one-year  appointment. 

Dr.  Delainore  has  been  in  the  private  practice 
of  family  medicine  in  Eordyce  for  twenty-two 
years. 

Physician  Aids  Victims 

Dr.  E.  N.  Mc'Colhnn  ol  Decatur  recently  went 
to  Guatemala  to  aid  the  people  involved  in  the 
earthcpiake  disaster.  Dr.  McCollum  left  on  Eeb- 
ruary  11,  1976,  and  took  drugs  and  medical  sup- 
plies with  him.  He  went  to  Patsun,  a village 
of  6,000  located  seventy-live  miles  north  of 
Guatemala  City,  and  used  the  village  church  as 
a clinic.  Dr.  McCollum  reported  that  200  people 
were  killed  and  H5%  ol  the  buildings  destroyed. 

Physicians  Elected 

Dr.  iMorriss  M.  Henry  of  Eayetteville  is  the 
newly-elected  President  of  the  Ninth  Councilor 
District.  Dr.  John  1).  Ginger,  also  of  Eayetteville, 
w'as  elected  .Secretary-l’reasurer  of  the  Ninth 
Councilor  District. 

Dr.  Bruce  Speaks  at  Batesville 

Dr.  Thomas  A.  Bruce,  Dean  of  the  College  of 
Medicine  of  the  University  of  Arkansas,  recently 
pre.sented  suggestions  at  Batesville  on  how  to 
alleviate  the  j>roblem  of  getting  young  doctors, 
fresh  out  of  medical  school,  to  return  to  their 
home  towns  or  small  communities. 

Doctor  Heads  Coronary  Care  Unit 

Dr.  K.  K.  Jayaraman,  of  Hot  Springs,  has  l^een 
named  medical  director  of  the  Coronary  Care 
Ehiit  of  the  St.  Jo.seph's  Hospital  in  Hot  Springs. 
Dr.  Jayaraman  succeeds  Dr.  Dri\’er  Rowlantl  who 
was  responsible  for  the  planning  and  develop- 
ment of  the  coronary  care  unit. 

Physician  Participates  in  Symposium 

Dr.  Robert  Smith  of  Pine  Bluff  recently  par- 
ticipated in  a symposium  on  the  (piestion  of 


Afinoiilies  ;uul  Health  Sciences’  at  the  Uni- 
versity of  Arkansas  at  Pine  Bluff,  d’he  sympo- 
sium was  part  ol  the  twenty-second  annual  re- 
gional meeting  of  the  National  Institute  of  .Sci- 
ence which  was  held  jointly  with  a meeting  of 
Beta  Kappa  Chi. 

Dr.  Toon  Named  Family  Practice  Diplomate 

Dr.  Donald  1 oon  ol  Crossett  has  been  named 
a diplomate  of  the  Amedican  Board  of  Eamily 
Practice  (ABI'P)  as  ;i  result  of  passing  an  in- 
tensive two-day  written  examination  offered  by 
the  ABkP.  Dr.  d’oon  is  now  certified  in  the 
specialty  of  family  practice  which  includes  areas 
of  internal  medicine,  surgery,  oijstetrics,  gyne- 
cology, pediatrics,  ])sychiatry  and  community 
medicine. 

Dr.  Chudy  Visits  Soviet  Union 

Di . Amail  Chudy  of  North  Little  Rock  re- 
cently toured  the  Soviet  Lhiion  for  an  evalua- 
tion ol  the  medical  facilities  there  and  how  the 
Soviet  physicians  practice  medicine. 

Society  Members'  Article  Published  in 
Southern  Medical  Journal 

An  article  entitled  “Renal  Angiomyolipoma” 
by  Dr.  Nabil  K.  Bissada  and  Dr.  John  E.  Red- 
man both  of  Little  Rock  was  published  in  the 
Eelnuary  1976  issue  of  the  Southern  Medical 
Journal. 

Dr.  Kolb  Attends  Meeting 

Dr.  W.  Payton  Roll)  of  Little  Rock  recently  at- 
tended the  Eilth  Institute  on  Government  Opera- 
tions sponsored  Ijy  the  American  Psychiatric 
Association  in  Washington,  I).  C. 

Dr.  Guenthner  Represents  State  Medical  Board 

Dr.  John  E.  Guenthner  of  Mountain  Home  re- 
cently represented  the  Arkansas  State  Medical 
Board  at  the  Eederation  of  Medical  Boards  of 
the  Lbiited  States  in  Chicago,  Illinois,  January 
29-31,  1976. 

Dr.  Guenthner  is  a member  and  former  vice 
president  of  the  State  Medical  Board.  At  the 
meeting  in  Chicago,  the  main  tojhc  for  dis- 
cussion included  revalidation  of  medical  licenses 
by  compnlsory  continued  education  every  three 
years.  I'he  Arkansas  State  Medical  Board  is  now 
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considering  enactment  of  such  requirements  for 
all  practicing  physicians  in  the  State. 

Dr.  Saltzman  Honored 

Dr.  Ben  N.  Saltzman  of  Little  Rock  was  re- 
cently selected  “Arkansas  Man  of  the  Year”  by 


the  Arkansas  Democrat.  Dr.  Saltzman  received 
recognition  for  his  many  years  of  service  to 
voluntary  health  organizations  locally  and  na- 
tionally, his  civic  contributions  and  his  service 
as  a practicing  physician. 


Dr.  Don  H.  Penly 

Lhe  Baxter  County  Medical  Society  has  added 
the  name  of  Dr.  Don  H.  Penly  to  its  memljership 
rolls.  Dr.  Penly  is  a native  of  Whlliamsburg, 
Iowa. 

Dr.  Penly  obtained  his  pre-medical  education 
at  the  University  of  Northern  Iowa  and  received 
his  M.D.  tlegree  from  the  University  of  Iowa 
College  of  Medicine  in  1941.  His  internship  was 
at  the  Detroit  Receiving  Hospital. 

Dr.  Penly  is  practicing  at  603  ^VAst  Market 
Street  in  Horse.shoe  Bend  and  is  a family  practi- 
tioner. 


Dr.  John  C.  Henderson 

Dr.  ]ohn  Charles  Henderson  is  a new  member 
of  the  White  County  Medical  Society.  He  is  a 
native  of  Memphis,  Tennessee. 

Dr.  Henderson  received  his  B.S.  degree  from 
Memphis  State  University  in  1964  and  received 
his  M.D.  degree  from  the  University  of  Tennes- 
see College  of  Medicine  in  1967.  His  internship 
was  at  Medical  College  of  Georgia  and  his  resi- 
dency was  spent  at  the  Medical  College  of 
Georgia,  also. 

Dr.  Henderson  served  as  assistant  professor  at 
the  .Medical  College  of  Georgia  from  July  1, 
1974,  to  July  11,  197.').  He  was  also  director  of 
the  Coronary  Care  Unit  at  the  VA  Hospital  in 
Augusta,  Georgia,  from  March  1,  1974,  to  July 
11,  1975. 


Dr.  Henderson  practices  cardiology  and  in- 
ternal medicine  at  2900  Hawkins  Drive  in  Searcy. 

Dr.  David  D.  Fried 

The  Polk  County  Medical  Society  has  added 
the  name  of  Dr.  David  Daniel  Fried  to  its  mem- 
bership rolls.  Dr.  Fried  is  a native  of  Bigfork, 
Arkansas. 

Dr.  Fried  obtained  his  pre-medical  education 
from  the  Lbiiversity  of  Oklahoma  and  received 
his  medical  education  from  the  University  of 
Oklahoma  School  of  Medicine  and  was  grad- 
uated from  that  school  in  1940.  His  internship 
was  spent  at  Broadlawns  Polk  County  Hospital 
in  Des  Moines,  Iowa,  from  June  1940  to  June 
1941.  Dr.  Fried  was  a Baptist  Missionary  in  West 
Africa  for  a number  of  years. 

Dr.  Fried  now  practices  general  medicine  with 
surgery  at  Northside  Shopping  Center  in  Mena. 

Dr.  David  L.  Stewart 

Dr.  David  L.  Stewart,  a native  of  Franklin, 
Pennsylvania,  has  recently  joined  the  Saline 
County  Medical  Society.  Dr.  Stewart  is  a family 
practitioner  at  203  West  Carpenter  in  Benton. 

Dr.  Stewart  obtained  his  medical  education 
from  the  University  of  Arkansas  School  of  Medi- 
cine and  was  giaduated  in  1973.  His  internship 
was  taken  at  St.  Elizabeth  Medical  Center  in 
Dayton,  Ohio.  Dr.  Stewart’s  family  practice  resi- 
dency was  also  taken  at  St.  Elizabeth  Medical 
Center  in  Dayton.  H e served  in  the  United 
States  Navy  for  fotir  years. 

Dr.  Douglas  E.  Parkin 

The  .Sevier  County  Medical  Society  has  ac- 
cepted Dr.  Douglas  Edward  Parkin  as  a new 
member  of  their  society.  Dr.  Parkin  is  a native 
of  St.  Lonis,  Missouri.  Dr.  Parkin  received  his 
B.A.  degree  in  1964  from  the  Arizona  State  Uni- 
versity. His  M.D.  degiee  was  obtained  from  the 
University  of  California  College  of  Medicine  at 
Irvine  in  1968. 

Dr.  Parkin  had  a rotating  internship  at  Con- 
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leclerate  Memorial  Hospital  in  Shrcvepoit;  his 
three-year  resicleney  was  in  pediatries,  and  he  was 
also  in  the  Ihiited  Stiites  Aiiny  lor  three  years. 

Dr.  Parkin  is  a pediatrician  ;it  the  DeQneen 
Clinic  in  DeQtieen. 

Dr.  Ralph  D.  Cash 

The  Saline  County  Medical  Society  lias  atlded 
to  its  memljership  roll  the  name  of  Dr.  Ralph 
Douglass  Cash,  a native  of  Mem])his,  I’ennessee. 

Dr.  Cash  attended  Vanderhilt  University  and 
received  his  B.A.  degree  in  1961.  His  M.D.  de- 
gree was  received  from  the  University  of  Arkan- 
sas School  of  Medicine  and  he  was  graduated  in 

1968.  Dr.  Cash  took  his  internshi])  at  the  Uni- 
versity of  Texas  at  San  Antonio  from  1968  to 
1969  ami  his  residency  was  also  taken  at  the  Uni- 
versity of  Texas  from  1969  to  1973.  He  was 
stationed  at  Castle  Air  Force  Base  in  Merced, 
California  from  1973  to  1975. 

Dr.  Cash  practices  orthopedics  at  105  McNeil 
Street  in  Benton. 

Dr.  W.  Robert  Thurlby 

Dr.  W.  Robert  Thnrlby  has  been  accepted  for 
membership  in  the  Pope  County  Medical  Society. 
He  is  a native  of  Tulsa,  Oklahoma. 

Dr.  Thurlity  received  his  B.S.  degree  in  medi- 
cine and  his  B.A.  degree  in  chemistry  in  1966 
from  the  University  of  Arkansas.  He  was  gradu- 
ated from  the  FIniversity  of  Arkansas  School  of 
Medicine  in  1970.  He  took  a straight  medicine 
internship  at  the  FIniversity  of  Arkansas.  Dr. 
Thurlby  completed  an  internal  medicine  resi- 
dency at  Barnes  Hospital,  Washington  Univer- 
sity, St.  Louis,  Missouri,  and  a cardiology  fellow- 
ship at  St.  Luke’s  Hospital  in  St.  Loni.s,  Mi.ssouri. 
He  was  General  Medical  Officer  in  the  LInited 
States  Navy. 

Dr.  Thurll))'  now  practices  internal  medicine 
and  cardiology  at  the  Millard-Henry  Clinic  in 
Rus.sellville. 

Dr.  Rodney  L.  Griffin 

The  Columbia  County  Medical  Society  has 
added  the  name  of  Dr.  Rodney  L.  Griffin  to  its 
membership  list.  Dr.  Griffin  is  a native  of  Mag- 
nolia, Arkansas. 

He  received  a B.S.  degree  iti  pharmacy  from 
the  University  of  Arkansas  Gollege  of  Pharmacy 
and  his  medical  education  w^as  received  from  the 
University  of  Arkansas  School  of  Medicine.  He 
was  graduated  in  1971. 


Dr.  Griffin  is  a family  practitioner  at  123 
Noi  th  Jack.son  in  Magnolia. 

Dr.  Kenneth  H.  Skipper 

Di.  Kenneth  H.  Skip|x;r  has  retently  joined 
the  (irawford  County  Medical  Society.  He  is  :i 
native  of  Dayton,  Ohio. 

Dr.  .Skipper  received  his  B.S.  and  B.A.  degree 
from  Harvard  University  in  1979.  His  medical 
education  was  received  from  Case  Westerti  Re- 
•serve  FIniversity  School  of  Mediciire  in  Cleve- 
land, Ohio,  aird  he  was  graduated  iir  1974.  He 
cornjrleted  his  irrternship  at  Nor  t h westerrr 
Afeirrorial  Hospital  in  Chicago,  Illinois. 

Dr.  Skipjrer  is  now'  iir  general  practice  at  East 
20th  aird  Main  Streets  in  Van  Buren. 

Dr.  Dwight  F.  Boggs 

Lire  Cireene-Clay  Courrty  Medical  Society  has 
accepted  as  a rnenrber  Dr.  Dwight  F.  Boggs,  a 
irative  of  Idabel,  Oklahoirra. 

Dr.  Boggs  attemled  Harding  College  irr  .Searcy 
and  was  graduated  iir  1965  w'ith  a B.S.  degree. 
His  irredical  educatioir  was  conrpleted  at  the 
University  of  Arktinsas  School  of  Medicine  in 

1969.  He  took  an  internship  at  St.  John’s  Hos- 
pital in  Tidsa,  Oklahoma,  aird  his  residency  was 
also  taken  there  in  pathology. 

Dr.  Boggs  is  now'  w'ith  the  Community  Meth- 
odist Hospital,  905  West  Kingshighway,  in  Par;i- 
goidd  as  a pathologist. 

Dr.  James  T.  Russell 

Dr.  James  1.  Russell  has  been  accepted  for 
membership  in  the  Nevada  County  Medical  So- 
ciety; he  is  a native  of  Little  Rock,  Arkansas. 

Dr.  Russell  attended  the  FIniversity  of  Arkan- 
sas and  received  a B.A.  degree  in  chemistry  in 

1970.  He  was  graduated  from  the  FIniversity 
of  Arkansas  School  of  Medicine  in  1974.  Dr. 
Russell  is  now  in  family  jrractice  at  301  Hale 
Avenue  in  Prescott. 

Dr.  Samuel  P.  Stubbs 

Lhe  Saline  County  Afedical  Stxiety  has  ac- 
cepted Dr.  Samuel  Page  Stubbs  as  a member  of 
their  society.  Dr.  Stubbs  is  a native  of  Kansas 
City,  Kansas. 

Dr.  Stufrbs  was  graduated  from  the  FIniversity 
of  Arkansas  School  of  Medicine  in  1941.  He 
completed  his  internship  at  Lima  Afemorial  Hos- 
pital, Lima,  Ohio.  He  has  been  associated  with 
the  Veterans  Hospital  in  Fayetteville,  Muskogee, 
and  l.ittle  Rock. 
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Dr.  Stubbs  is  presently  a family  practitioner  at 
the  Benton  Services  Center  in  Benton. 

Dr.  Richard  P.  Portis 

Dr.  Richard  P.  Portis  has  recently  been  added 
to  the  membership  rolls  of  the  Nevada  County 
Medical  Society. 

Dr.  Portis  completed  his  pre-medical  education 
at  the  University  of  Arkansas  and  was  gradu- 
ated in  1968.  He  received  his  medical  education 
from  the  University  of  Arkansas  School  of 
Medicine  and  was  graduated  in  1974. 

Dr.  Portis  is  now  in  family  practice  at  301 
Hale  Avenue,  Prescott. 

Dr.  William  A.  Coger 

The  Pope  County  Medical  Society  has  accepted 
Dr.  William  Allen  Coger  for  membership.  Dr. 
Coger  is  a native  of  Russellville,  Arkansas. 

Dr.  Coger  was  graduated  from  the  University 
of  Arkansas  School  of  Medicine  in  1970,  and  he 
completed  his  internship  at  the  United  States 
Naval  Hospital,  Camp  Pendleton,  California. 
Dr.  Coger  is  in  general  practice  at  the  Dan-Ark 
Village  in  Danville. 

Dr.  Michael  C.  Young 

Dr.  Michael  C.  Young's  name  was  recently 
added  to  the  membership  rolls  of  the  Nevada 
County  Medical  Society.  He  is  a native  of 
Fayetteville,  Arkansas. 

Dr.  Young  attended  the  University  of  Arkan- 
sas and  received  a B.A.  degree  in  chemistry  in 
1970.  He  was  graduated  from  the  University  of 
Arkansas  School  of  Medicine  in  1974.  After  com- 
pleting a family  practice  residency  at  the  Uni- 
versity Medical  Center,  he  is  now  in  practice  at 
301  Hale  Avenue,  Prescott. 

Dr.  James  J.  Greenhaw 

The  Washington  County  Medical  Society  re- 
cently accepted  for  membership  Dr.  James  J. 
Greenhaw,  a native  of  Snowball,  Arkansas. 

He  received  his  pre-medical  education  from 
Harding  College  in  Searcy  and  the  University  of 
California  at  Berkeley.  He  received  his  M.D.  de- 
gree from  the  University  of  Arkansas  School  of 
Medicine  and  was  giaduted  in  1956. 

Dr.  Greenhaw  is  presently  practicing  radiology 
at  the  Siloam  Springs  IVIemorial  Hospital  in 
Siloam  Springs. 


Dr.  Kimber  M.  Stout 

Dr.  Kimber  MacKenzie  Stout  of  Little  Rock 
has  been  accepted  for  membership  in  the  Pulaski 
County  Medical  Society. 

Dr.  Stout  attended  Hendricks  College  in  Con- 
way from  1963  to  1966  and  received  his  medical 
education  from  the  University  of  Arkansas  School 
of  Medicine  and  was  graduated  in  1970.  His  in- 
ternship was  completed  at  the  University  of 
Oregon  in  Portland  and  he  completed  his  resi- 
dency at  the  University  of  Arkansas  Medical 
Center  in  internal  medicine  and  cardiology. 

Dr.  Stout  is  now  piacticing  cardiology  at  10001 
Idle  Drive  in  Little  Rock. 

Dr.  Emile  P.  Eckart 

Dr.  Emile  Peter  Eckart,  a native  of  New  Or- 
leans, was  recently  added  to  the  membership  roll 
of  the  Pulaski  County  Medical  Society.  Dr. 
Eckart  received  his  B.S.  degree  from  the  Louisi- 
ana State  University  in  Baton  Rouge  and  re- 
ceived his  medical  education  from  the  Louisiana 
State  University  School  of  Medicine  in  New  Or- 
leans and  was  graduated  in  1943.  His  internship 
was  taken  at  Charity  Hospital  in  New  Orleans 
and  his  residency  in  psychiatry  was  taken  at 
Menninger  School  of  Psychiatry  and  Winter 
Veterans  Administration  Hospital  both  in  To- 
peka, Kansas. 

Dr.  Eckart  is  certified  by  the  American  Board 
of  Psychiatry  and  is  practicing  psychiatry  at 
4313  West  Markham  in  Little  Rock. 

Dr.  Alex  E.  Finkbeiner 

The  Pulaski  County  Medical  Society  has  ac- 
cepted for  membership  Dr.  Alex  Ellsworth  Eink- 
beiner,  a native  of  Fremont,  Michigan. 

Dr.  Finkbeiner  completed  his  medical  educa- 
tion in  1967  at  the  University  of  Michigan  Med- 
ical School  at  Ann  Arbor.  His  internship  was 
completed  at  Cleveland  Clinic  in  Cleveland, 
Ohio,  and  his  residency  in  general  surgery  and 
urology  was  completed  at  the  University  of 
Michigan. 

Dr.  Finkbeiner  is  practicing  urology  at  4301 
West  Makham  in  Little  Rock. 

Dr.  Gordon  L.  Gibson 

Dr.  Gordon  Leldon  Gibson  has  been  accepted 
for  membership  in  the  Pulaski  County  Medical 
•Society. 

A native  of  Little  Rock,  Dr.  Gibson  was  giad- 
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ualcti  in  1971  lioin  the  Univcrsiiy  of  Arkansas 
School  of  Medicine.  He  took  his  internshij)  at 
the  Ktinsas  (lity  (feneral  Hospital  in  Kansas  (lity, 
Missouri.  His  residencies  in  neurology  weie 
taken  at  the  llniversity  of  Nebraska  front  1972 
to  1973  and  the  Ihiiveisity  of  Arkansas  fioin 
1973  to  1975. 

Dr.  (dbson  is  in  the  private  practice  of  neu- 
rology ;it  390  Medical  Towers  Building  in  Tittle 
Rock. 

Dr.  Noel  W.  Lawson 

Dr.  Noel  Whilter  Taw.son's  name  has  been  re- 
cently added  to  the  membership  roll  of  the  Pu- 
laski Clonnty  Medical  Society.  He  is  a native 
of  Conway. 

Dr.  Tawson  received  his  B.A.  degree  from 
Hendrix  College  in  1991,  and  attended  the  llni- 
versity of  Arkansas  School  of  Medicine  and  was 
gradnated  in  1995.  Dr.  Lawson  completed  his 
internship  at  Duval  Medical  Center  in  Jackson- 
ville, Florida,  and  completed  his  residencies  in 
anesthesiology  at  the  Ibiiversity  of  Missouri  in 
Columbia,  and  Baylor  College  of  Medicine  in 
Houston,  Texas. 

Dr.  Law.son  is  board  certified  in  anesthesiology 
and  is  associate  professor  of  anesthesiology  at  the 
University  of  Arkansas  School  of  Medicine  in 
Tittle  Rock. 

Dr.  Raymond  T.  Morrissy 

Dr.  Raymond  1’.  Morris.sy  has  been  accepted 
for  membership  in  the  Pnlaski  County  Medical 
Society.  He  is  a native  of  Chicago. 

Dr.  Morrissy  received  his  B.S.  degree  from 
Loyola  University  in  Chicago  in  1993.  He  was 
graduated  in  1997  from  Loyola  llniversity  Stritch 
School  of  Medicine  also  in  Chicago.  His  intern- 
.ship  was  completed  in  1999  from  tlie  University 
of  Pittsburgh  Health  Center  Hospital  in  Pitts- 
burgh, Peitnsylvania.  His  residency  in  general 
surgery  was  also  taken  there  and  at  the  Ma,ssa- 
chusetts  General  Hospital  in  Boston,  Massa- 
chusetts and  the  combined  Harvaicl  orthopedic 
residency  training  program  also  in  Boston. 

Dr.  Moirissy  is  board  certified  by  the  Ameri- 
can Pjoarcl  of  Orthopedic  Surgeons  and  his  spe- 
cialty is  children’s  orthopaedics.  He  is  nenv  piac- 
ticing  at  the  Arkansas  Children’s  Hospital,  HOI 
Wolfe  Street  in  Little  Rock. 


Dr.  Carl  L.  Nelson,  Jr. 

Dr.  Carl  Lee  Nelson,  Jr.,  has  been  added  to 
the  membership  roll  of  the  Pulaski  County  Med- 
ical Society.  Dr.  Nelson  is  a native  of  Lowell, 
Indiana. 

He  received  his  B.S.  degree  in  1!)55  from  Pur- 
due University  in  West  Lafayette,  Indiana.  He 
graduated  in  1959  from  the  Indiana  University 
School  of  Medicine.  Dr.  Nelscrn  interned  at  Los 
Angeles  County  General  Hospital  in  Los  Angeles, 
California.  His  residency  work  in  general  sur- 
gery and  orthopaedic  surgery  was  at  the  Cleve- 
land Clinic  in  Cleveland,  Ohio. 

Dr.  Nelson  is  professor  and  chairman  of  the 
department  of  orthopaedic  surgery  at  the  Uni- 
versity of  Arkansas  College  of  Medicine  in  Little 
Rock.  He  is  board  certified  by  the  .\nierican 
Academy  of  Orthopedic  Surgeons. 

Dr.  Willard  H.  Pruitt 

The  Pnlaski  County  Medical  Society  has  an- 
nounced that  Di.  VV^illard  Hirst  Pruitt  is  a new 
member  of  that  Society. 

Dr.  Pruitt  attended  the  llniversity  of  Arkansas 
at  Fayetteville  and  then  entered  the  University 
of  Arkansas  School  of  Medicine  in  Little  Rock, 
from  which  he  received  a M.D.  degree  in  1949. 
He  completed  his  internshijr  at  St.  Vincent’s  In- 
firmary and  also  completed  his  residency  in  gen- 
eral surgery  there.  Dr.  Printt  is  a family  practi- 
tionei  at  1700  West  13th  Street  in  Little  Rock. 

Dr.  Fred  T.  Robertson 

A new  member  of  the  Pulaski  County  Medical 
Society  is  Dr.  Fred  Thomas  Robertson.  Dr. 
Robertson  is  a native  of  Searcy,  iVrkansas,  and 
attended  the  University  of  Central  Arkansas  at 
Conway  from  1992  to  1995.  In  1999,  Dr.  Robert- 
son was  graduated  from  the  University  of  Ar- 
kansas School  of  Medicine  in  Little  Rock.  He 
interned  at  Denver  General  Hospital  in  Detiver, 
Colorado.  Dt.  Robertson’s  residency  work  in 
interniil  medicine  was  at  the  Ibiiversity  Hospital 
in  Little  Rock. 

Dr.  Robertson  is  ])racticing  internal  medicine 
at  the  Doctors  Bnilditig,  500  Soitth  University 
iti  Little  Rock. 

Pulaski  County 

I’he  Pulaski  County  Medical  Society  has  added 
Dr.  James  O.  Day  as  a resident  tnember.  Dr.  Day 
is  a first  year  internal  medicine  resident  at  the 
University  of  .\rkansas  College  of  Medicine. 
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Harry  L.  Ackerman,  Ph.D.,  Warren  Boop,  M.D., 
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ABSTRACT 

Several  years  ago  the  faculty  of  the  University 
of  Arkansas  College  of  Medicine  redesigned  their 
approach  to  teaching  the  basic  neural  sciences  by 
integrating  them  into  a freshman-level  Neuro- 
science course,  d'he  jjrimary  goal  of  the  cotirse 
was  to  provide  sttidents  vvdth  basic  science  infor- 
mation for  application  in  solving  clinical  jtrob- 
lems.  rhis  paper  contains  a description  of  the 
course  design,  and  describes  several  major  in- 
structional techniques  including  a comprehensive 
course  manual,  the  use  of  television  in  both  lab- 
oratory and  lecture,  and  the  tise  of  the  clinical 
examination  as  a positive  motivational  tool. 
Also,  a student-based  jtrogram  evaluation  process 
is  detailed. 

' J_  ratlitionally,  instruction  in  the  neural  sci- 
ences has  been  given  independently  by  preclinical 
and  clinical  departments  during  different  years 
of  a student's  medical  education.  Only  recently 
have  attempts  been  made  by  such  clinical  depart- 
ments as  Neurology  and  Netirosurgery  to  begin 
teaching  in  the  preclinical  years.^  Several  years 
ago  the  University  of  Arkansas  College  of  Medi- 
cine initiated  an  integrated  Neuroscience  course 
in  the  freshman  year  whicli  was  taught  by  a 
faculty  from  the  basic  science  tlepartments  of 
Anatomy,  Physiology,  Pharmacology  and  Pathol- 
ogy, as  wx'll  as  clinicians  from  the  Departments 
of  Netirolog}’  and  Neurosurgery.  The  goal  of 
such  a course  was  to  provide  studetits  with  basic 
science  information:  at  the  same  time  they  were 

•Piescntly  Dr.  .\ckerman  is  Director  of  the  Division  of  Bio- 
medical Communications;  Dr.  Boop  is  Associate  Professor  of 
Neurosurgery,  College  of  Medicine;  Dr.  Schoultz  is  .Assistant  Pro- 
fessor of  .\natomv,  College  of  Medicine;  Dr.  Woodworth  is  an 
Instructional  Development  Specialist  in  the  Division  of  Biomedical 
Communications.  .All  are  presently  on  the  facultv  of  the  University 
of  .Arkansas  for  Medical  Sciences,  4301  West  Markham  Street,  Little 
Rock,  Arkansas  72201 . Drs.  Boop  and  Schoultz  are  co-chairmen 
of  the  Neuroscience  course. 


asked  to  apply  it  in  solving  clinical  proitlems  and 
actually  conducting  a neurological  examination. 
The  later  clinical  years  then  could  be  designed 
to  reinforce  the  students’  knowledge  and  expose 
them  to  a greater  experience  tlnough  direct  pa- 
tient contact.  Several  instructional  technitpies 
used  in  the  Neuroscience  course,  as  well  as  an 
evaluation  process,  will  be  describetl. 

A freshman  class  consists  of  120  medical  and 
approximately  12  graduate  students.  They  all 
enter  Neuroscience  with  a limited  Irackgrotind  in 
the  terminology  and  concepts  of  the  body  of 
knowledge;  consetpiently,  major  attention  is 
focused  on  basic  neuroanatomy,  neurophysiology, 
and  an  introduction  to  clinical  neurology  and 
the  neurological  examination.  However,  fre.sh- 
men  are  intrcxluced  to  material  which  is  covered 
in  more  detail  in  jrortions  of  courses  in  pharma- 
cology, pathology,  and  biochemistry.  Although 
faculty  from  many  departments  lecture  on  topics 
in  areas  of  their  own  expertise,  a majority  of 
topics  are  taught  by  four  staff  members  to  ensure 
contimuty  and  comprehensive  content.  The 
Neuroscience  course  is  designed  to  fulfill  the 
following  objectives: 

(1)  to  provide  students  with  information  and 
experiences  which  will  assist  them  in  uti- 
lizing the  symjrtoms  and  signs  of  the  pa- 
tient for  ascertaining  the  functional  status 
of  his  nervous  system; 

(2)  to  jriovide  students  with  demonstrations 
of,  and  experience  in,  the  procedures  em- 
ployed in  differential  diagnosis; 

(8)  to  proviile  sufficient  basic  infoimation  in 
the  neurosciences  to  enable  students  to 
])rocced  successfully  through  courses  in 
physiology,  pathology,  jrhysical  diagnosis, 
])harmacology,  surgery  and  medicine; 
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(1)  to  iiitrocluce  students  to  the  use  ol  basic 
and  clinical  neuroscience  literature  so  that 
they  will  lie  able  to  keep  abreast  ot  this 
source  ol  inlonnation  during  their  med- 
ical education  and  protessional  life. 

Instructional  Experiences 

Using  the  course  manual  as  a guide,  students 
aie  introduced  to  material  in  lectures,  lal)ora- 
lories,  clinical  demonstrations  and  review  ses- 
sions. Information  concerning  the  anatomy, 
physiology,  and  clinical  neurology  of  each  par- 
ticular neural  system  is  integrated  into  a well- 
defined  block  ol  time.  Instruction  in  each  block 
is  presented  according  to  the  following  secpience: 
siructme,  function  and  clinical  application,  d'he 
course  manual  is  organi/ed  chronologically  and 
contains  an  outline  for  each  lecture  and  a read- 
ing assignment,  thereby  allowing  stndenis  access 
It)  future  material  so  they  may  study  Neuro- 
science at  their  own  pace. 

.Since  clinical  material  is  presented  last  within 
each  block,  the  clinical  fatuity  are  able  to  attend 
pertinent  lectures  and  present  clinical  correla- 
tions and  patients  which  closely  follow  the  liasic 
sc  ience  matei  ial.  For  example,  the  general  anat- 
omy of  the  sjrinal  cord  is  presented,  followed  by 
the  function  of  muscle  receptors  and  the  physi- 
ology of  rellexes.  Subsecpient  lectures  cover  other 
sensory  receptors  and  ascending  pathw'ays,  and 
then  clescencling  jjathways  in  the  spinal  cord, 
riiese  lectuies  are  followed  immediately  Ijy  a 
demonstration  ol  the  clinical  examination  of 
motor  and  sensoiy  fnnetions,  utili/ing  patient 
presentations,  and  discussion  of  the  functional 
anatomy  and  disorders  of  the  s])inal  cord. 

.Similar  Ijlocks  of  time  are  used  for  brain  stem 
and  cranial  nerves,  cerelirum,  cereltellum,  the 
Itasal  ganglia  with  thahimus  and  hypothahimus, 
and  higher  functions  of  the  brain.  Neuiopath- 
ology  correlates  are  presented  where  ap|)rc)])riate, 
such  as  ParkinsonisiTi,  a disease  chosen  to  repre- 
sent degenertitive  diseases  of  the  basal  gtinglia. 
Early  in  the  course,  emphasis  is  placed  on  neu- 
rocytology,  basic  neuropathology,  neuroenibry- 
ology,  neuroelectrophysiology  and  a disenssion 
ol  the  lower  motor  neuro  unit  from  the  clinical 
standpoint. 

rite  ccjurse  is  organi/.ecl  to  make  possible  utili- 
zation of  the  laboratory  for  pre.senting  material 
related  to  the  lecture  tojjic  and,  more  specific- 
ally, to  allow'  more  lecture  time  for  concepts  of 


strncture  and  function.  Little  lecture  time  is 
devoted  to  pure  descriptive  neuroanatomy.  Lab- 
oratory protocols  in  the  course  manual  include 
the  following  sections: 

1.  Purpose  — A statement  of  the  objectives  of 
the  lab  session; 

2.  A'ctc  I’ocubulary  — A list  of  anatomical 
structures  to  be  studied  during  the  lab  ses- 
sion; 

3.  Muterials  — hems  necessary  for  students  to 
have  for  instruction;  the.se  include  gross 
brain  sitecimens,  Weigert  slides  of  brain- 
stem, models,  or  demonstrations.  Ehe 
brainstem  slide  set  is  reproduced  in  the 
course  manual  atlas  and  can  be  used  in 
lieu  of  slides; 

1.  Today’s  Frojeel  — a comprehensive  de- 
scription ol  how'  students  should  proceed 
and  wdial  should  be  ob,seivecl  as  they  fol- 
low' the  steps  through  the  project  assigned 
for  the  clay: 

5.  Clinual  and  Pa  I li  o I ogi ca  I Probleuis  — a 
problem  set  for  student  use  to  reinforce 
recognition  of  anatomical  and  functional 
patterns. 

-V  ])articnlarly  effective  instructional  resource 
for  laboratory  use  is  television.  Eo  utilize  faculty 
and  student  time  most  efficiently,  a demonstra- 
tion of  the  matei  ial  in  the  protocol  is  televised 
to  all  students  at  the  beginning  of  the  lab  and 
is  presented  at  a pace  w'ith  w'hich  the  cla.ss  is 
c omlortahle.  A closed-circuit  color  television  sys- 
tem is  utilized  to  implement  this  demonstration; 
students  follow  it  on  a monitor  near  them  w'hile 
simultaneonsly  identifying  the  structures  on 
theit  own  matet  ial.  The  demonstrator  is  in  the 
classioom  tather  than  isolated  from  the  class  in 
a studio.  Carculating  lab  instructors  answer  in- 
dividual student's  cpiestions,  or  w'hen  it  seems 
necessary  to  clarify  a point  for  the  whole  class, 
these  instructors  contact  the  demonstrator 
through  a w'iieless  microphone  and  ask  him  to 
repeat  or  further  explain  the  point,  d'hese  “show 
and  do”  demonstrations  last  one  hour,  alter 
W’hich  faculty  circulate  to  answ’er  cpiestions  as 
students  continue  to  study  the  material.  Live 
to  .seven  faculty  members  are  available  for  each 
laboratory,  and  the  responsibility  for  the  formal 
presentations  is  rotated. 

Faculty  believe  the  utilization  of  television 
allows  more  time  for  instructors  to  w’ork  closely 
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with  .studc'iits  in  llic  hih  answering  (()nce])luai 
rather  th;in  ])rocecliiral-typc  (|iic,sti()iis.  .M.so,  it 
is  the  eonsensiis  ol  huiilty  opinion  tliat  the  use 
ol  television  makes  teathiii”  in  the  lahoratoiy 
more  eflieient  lor  helping  stndents  to  eompre- 
hend  the  inloi mat  ion.  Television  has  not  had 
a dehnmani/in»  elleet  on  the  tetithei -student 
relation.shi])s;  instead,  use  ol  it  has  increased  the 
oppoitnnity  lor  contact  ol  latnlty  with  intli- 
vidntil  stndents. 

Television  is  tised  also  in  Icctuie  sessions. 
W'hen  patients  are  admitted  to  the  University 
Hospital  tvith  clinical  problems  which  tonld  be 
nselnl  illnslrations  in  the  Xemoscience  course,  it 
is  possible  to  vitlcotape  them  on  the  ward  using 
a portable  unit.  The  tape  is  then  viewed  by  the 
stndents  at  the  ajjpiopriate  lecttire  dining  the 
cour,se.  More  olten,  jratients  are  bronghl  into 
the  lecture  room,  and  a nenrological  examina- 
tion is  pertormed  there.  The  portable  television 
system  is  used  to  emphasize  special  points  ol  in- 
terest that  may  not  be  visible  to  all  peisons  in 
the  lecture  room.  These  sessions  are  all  recorded 
on  videotape  tor  review  by  stndents  and  to  pro- 
vide tear  the  growth  ot  a collection  ol  instruc- 
tional materials. 

Assessment  of  Student  Performance 

Optional  review  sessions,  tollowed  by  compre- 
hensive examinations,  are  the  means  ot  identity- 
ing  jaroblem  areas  and  insuring  tacnlty  that 
students  are  keeping  tibreast  ot  the  insti  nctional 
materitil.  During  the  eleven-week  course,  stu- 
dents are  examined  using  three  ditlereiu  types 
ot  tests.  All  didactic  examinations  are  in  the 
National  Board  Examination  lormat  and  are 
machine  .scored.  Oomputerized  item  amilysis  is 
used  to  statistically  validate  examination  cpies- 
tions  over  several  semesters. 

'The  laboratory  examinations  are  short-answei 
practicals.  These  tests  consist  ot  tagged  struc- 
tures, x-rays  or  the  W^eigert  brain  stem  sections. 
Students  either  identity  the  structure  or  answ'cr 
a cpiestion  about  its  tunction. 

Finally,  the  clinical  tacidty  tests  each  student 
on  his  ability  to  ]jei  torm  a clinical  neurological 
examination  and  localize  patholcygic  jjrocesses. 
Both  in-patients  and  out-patients  ot  the  Neuro- 
logical and  Neurosurgical  Departments  are  uti- 
lized tor  this  examination.  Successtul  com|)letion 
ot  this  exam  is  a major  goal  ot  the  counse  and 
provides  faculty  with  information  on  the  ef- 


lectiveness  ot  insti  tic  lion  in  helping  students  to 
solve  (linical  |)roblems  willi  b.isit  neuroscience 
inlormalion.  (iondmting  this  examination  re- 
(piires  time  and  etlort  from  the  clinical  tacnlty 
members.  However,  these  faculty  members  feel 
this  ex|)erience  should  be  provided  liecairse  ot 
the  |jositive  impact  on  the  motivation  ot 
students. 

By  ilie  end  cat  the  course,  the  transition  trom 
basic  .science  to  clinical  ajijdicalion  has  been 
completed,  and  students  are  eager  tor  further 
clinical  exposure  to  broaden  their  experience. 
Ciracluate  students,  who  are  not  continuing  into 
clinical  medicine,  also  laenelit  by  gaining  insight 
into  the  problems  ot  clinical  medicine  before 
they  are  involved  as  instructors  in  similar  courses, 
i he  need  tor  continued  reterence  to  new  or  un- 
exptored  basic  science  material  is  apparent  tea 
both  medical  and  graduate  students. 

Program  Evaluation 

A significant  component  ot  the  Neuroscience 
course  is  the  siudent-ba.sed  program  evaluation. 
The  Neuroscience  faculty  recpiestcd  the  Divisican 
ol  Biomedical  Communications  to  assign  an  In- 
structional Development  Specialist  (evaluator)  tea 
design  and  conduct  au  evaluatican  ot  the  course. 
This  recpiest  was  based  on  three  faculty  desires; 
(1)  to  ccanduct  the  course  in  ;i  manner  to  assure 
each  student  the  highest  pccssible  opportunity 
tor  succe.ss;  (2)  to  gain  information  abcaut  the 
etlectiveness  ot  each  planned  instructional  ex- 
perience; (3)  to  have  an  objective  thiicl  party 
obtain  iidormation  that  may  not  have  been  ac- 
cpiired  in  course  evaluations  previously  con- 
ducted by  the  faculty. 

Formative  evaluation  was  selected  as  the  proc- 
ess tor  evaluating  the  course.  Formative  evalua- 
tion may  be  conceptualized  as  the  process  where- 
in developers  ot  prototype  instructional  systems 
collect  and  analyze  information  tor  purposes  of 
correcting  system  deficiencies.-  It  also  is  par- 
tit  iilarly  usetid  to  identity  and  gauge  “side” 
effects  and  unanticipatetl  phenomena  in  the  in- 
stinct ional  environment. 

The  formative  evaluation  ])lan  devised  tor  the 
Neuroscience  course  utilized  students  as  the  pri- 
mary source  ot  information.  They  were  re- 
sjjonsible  tor  providing  attitudinal  data  on  the 
ettectivene.ss  ot  each  instructional  expeiience  and 
their  performances  on  tests  were  subjected  to 
analyses.  Information  obtained  trom  these  ac- 
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tivities  was  then  communicated  to  faculty  for 
making  decisions  to  modify  teaching  methods 
and/or  the  structure  of  the  course  as  it  pro- 
giessed.  The  general  areas  considered  in  the 
assessment  included:  (1)  effectiveness  of  instruc- 
tors' teaching  styles,  (2)  instructional  experiences 
and  materials,  (3)  design  of  the  course,  (4)  stu- 
dent performance  on  examinations,  and  (5)  the 
program  evaluation  process  itself. 

Three  techniques  were  employed  to  gain  in- 
formation: (1)  attitudinal  questionnaires:  (2)  stu- 
dent conferences;  and  (3)  test-item  analysis.  Since 
students  were  the  primary  source  of  information, 
each  was  given  an  opportunity  to  evaluate  a por- 
tion of  the  course;  thus  all  students  were  in- 
volved rather  than  a random  sampling  of  the 
class.  The  class  was  divided  into  seven  gToups 
of  19  students.  Each  group  was  asked  to  complete 
an  attitudinal  questionnaire  for  specific  lecture 
and  laboratory  sessions  and  to  attend  a weekly 
conference  with  the  Instructional  Development 
Specialist.  Since  a number  of  faculty  were  re- 
sponsible  for  teaching  various  Neuroscience 
topics,  daily  evaluation  was  necessary  to  collect 
the  most  reliable  data.  Items  on  the  question- 
naire were  compiled  from  reviews  of  previous 
Neuroscience  questionnaires,  literature  on  pro- 
gram evaluation-  -'*’^  and  in  consultation  with 
faculty.  Student  conferences,  the  second  tech- 
nique, were  conducted  in  order  to  explore  fur- 
ther the  data  gathered  from  the  daily  question- 
naires. Finally,  the  effectiveness  of  each  instruc- 
tional exjrerience  in  helping  students  gain  cogni- 
tive infonnation  was  scrutinized  through  a test- 
item  analysis  of  student  performance  on  objec- 
tive tests.  The  results  of  the  questionnaires,  con- 
ferences and  test-item  analyses  were  reported  in 
writing  to  the  faculty  by  the  evaluator.  He  was 
available  for  discussion,  and  to  offer  suggestions 
and  assistance  to  faculty  for  alternative  instruc- 
tional techniques. 

After  the  course,  the  entire  class  completed  a 
final  cpiestionnaire  and  attended  a conference. 
Questionnaire  items  and  the  final  conference 
discussion  centered  around  primary  concerns  of 
the  students  identified  from  the  daily  cpiestion- 
naires  and  from  the  weekly  student  conferences. 
Based  on  results  obtained  from  the  final  con- 
ference, the  Instructional  Development  Special- 
ist then  recommended  alternative  instructional 
techniques  to  the  faculty. 


During  the  course,  unanticipated  results  of 
the  program  evaluation  were  perceived  and  were 
confirmed  in  the  final  data.  One  unanticipated 
phenomenon  or  “side”  effect,  was  a unique  role 
for  the  evaluator.  By  feeing  knowledgeable  of 
most  aspects  of  the  course,  and  by  being  in  con- 
tinuous communication  with  both  faculty  and 
students,  he  was  able  to  provide  each  group  with 
explanations  of  the  other’s  behavior.  Confusing 
and  problematical  situations  were  clarified  for 
both  students  and  faculty.  This  omljudsman- 
type  role  helped  to  relieve  some  of  the  normal 
frustrations  of  most  students  and  contributed  to 
creating  a jxtsitive  feeling  for  the  course. 

Upon  completion  of  the  course,  the  Instruc- 
tional Development  Specialist  requested  the  fac- 
ulty to  assess  the  evaluation  program.  Though 
the  Neuroscience  faculty  judged  it  to  have  pro- 
duced information  that  otherwise  would  have 
been  unattainable,  it  was  recommended  that 
certain  aspects  of  the  process  be  revised  for 
greater  effectiveness  in  future  projects.  The 
faculty  recommended  that  the  Instructional  De- 
Yelopment  Specialist: 

(1)  formulate  regularly  scheduled  faculty  con- 
ferences to  clarify  and  discuss  results  and 
to  explore  alternative  teaching  strategies 
when  necessary; 

(2)  work  with  faculty  to  develop  mutually 
agreed  upon  aiteria  to  gauge  teaching 
effectiveness; 

(3)  attend  all  lecture  and  laboratory  sessions 
to  assess  teaching  performances; 

(4)  devise  a program  and/or  strategies  for 
assisting  faculty  to  develop  more  effective 
teaching  methods; 

(5)  include  criteria  for  faculty  peer  review. 

The  third  party  evaluator,  through  the  stu- 
dents, was  able  to  provide  faculty  with  informa- 
tion on  the  effectiveness  of  instructor  teaching 
styles,  planned  instructional  experiences  and  ma- 
terials, and  course  structure.  The  positive  aspects 
of  the  course  were  delineated  and  exploited.  The 
negative  aspects  were  either  dealt  with  immedi- 
ately by  the  faculty  or  procedures  for  solving 
them  were  planned.  As  a result  of  their  active 
participation,  students  became  aware  of  some  of 
the  constraints  faculty  face  in  conducting  a 
course.  They  also  contributed  to  improving  the 
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course  lor  themselves  as  well  as  lor  stuclents  who 
will  follow  them.  Most  imjxutantly,  the  jmo- 
<>ram  evaluation  provided  faculty  with  informa- 
tion enabling  them  to  increase  the  effectiveness 
of  the  course  as  it  progressed,  thus  assuring  each 
student  the  highest  possible  opportunity  for 
success. 
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Intraocular  Lenses 
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T,e  major  indication  for  intraocular  lenses 
is  to  replace  the  lens  that  has  been  taken  out 
of  the  eye.  I'he  lens  is  taken  out  of  the  eye 
when  the  lens  is  clotidy.  d'his  is  called  a cataract. 
Following  cataract  extraction,  there  are  three 
ways  that  the  individual  can  be  visually  rehabili- 
tated. F^irst  by  aphakia  spectacle  glasses.  The 
second  way  is  with  contact  lenses  and  the  third 
way  is  with  the  lens  inside  the  eye  (intraocular 
lenses). 

In  1949,  Dr.  Harold  Ridley  of  London  was 
doing  routine  cataract  extractions  and  several 
iinjxn  tant  factors  came  together.  During  World 
AVar  II,  he  had  seen  pilots,  who  had  flown  for 
the  Royal  Air  Force  and  as  machine  gim  fire 
came  through  their  plastic  canopy,  pieces  of 
plastic  lodged  in  the  eye.  He  had  seen  how  inert 
these  pieces  of  plastic  were  and  when  a medical 
student  asked  him,  “when  you  took  the  cloudy 
lens  from  the  inside  of  the  eye,  why  didn’t  yoti 
go  ahead  and  replace  the  lens  back  inside  of  the 
eye.”  It  was  at  that  point  that  Harold  Ridley 
designed  the  first  intraocular  lens  which  thrust 
us  into  a new  era.  d’he  lenses,  which  he  origi- 
nally designed,  met  with  many  complications, 
including  glaucoma,  corneal  diffictdty,  and  dis- 
location into  the  vitreous  cavity.  I’here  was  a 
large  ntimber  of  lens  designs  that  were  tried  dtir- 
ing  the  1950s.-  -^  I'here  were  enotigh  complica- 
tions, such  that  the  American  Academy  of  Oph- 
thalmology in  1955  passed  a resohition  banning 
the  tise  of  intraocular  lenses  for  American  oph- 
thalmologists. 

Individuals  in  Holland,  Germany  and  Eng- 
land contintied  to  make  modifications  of  intra- 
ocular lenses  anti  tise  them.  It  is  with  the  third 
generation  of  intraocidar  lenses  that  we  are  now 
dealing.  It  has  been  witltin  the  last  five  years 
that  individtials,  both  on  the  east  and  west  coast 
ol  the  Fbiited  States,  have  started  tising  intro- 
ocnlar  lenses  and  have  met  with  the  same  type 
of  excellent  visti.al  i ehabilitation  that  individuals 
in  Europe  have  experienced  over  the  last  several 
years.^  I’he  |x)lymethylmethacrylate  lias  been 
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used  from  the  first  Ridley  lens  and  has  been 
found  to  be  relatively  inert  with  a low  monomer 
content. 

TYPES  OF  INTRAOCULAR  LENSES 

File  most  convenient  classification  is  accord- 
ing to  the  method  of  fixation. 

1.  ANTERIOR  CHAMBER  EIXA  TION - 
the  fixation  device  is  held  in  place  in  the  anterior 
chamber  or  externally.  I'he  optical  portion  is 
aligned  with  the  pupillary  aperature,  anterior  to 
the  plane  of  tlie  iris. 

a.  .Solid  type  (Stram{4elli,  Choyce)  (Eig.  1) 

I).  Eenestrated  type  (Boberg-Ans,  Cogan) 

c.  Eenestrated  semi-rigid  type  (Boberg-Ans, 
Barrat|uer) 


d.  Lens  supported  by  legs  (three  legs:  Ridley, 


Figure  1. 

a.  Anterior  chamber  lens  (Strampelli  ivpe)  of  Choyce  (Mark  11); 
1).  Anterior  chamber  lens  of  Harold  Ridley  (Mark  II).  (Courtesy 
of  Rayner,  London) 


Figure  2. 

Fenestrated,  semirigid  anterior  chamber  lens  of  Boberg.  Ans 
modification  by  Joaciuin  Barraciuer.  (Courtesy  of  Rayner.  London.) 
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Figure  3. 

F.FKtir  anterior  rhanilier  lens  of  Dannheiin,  modification  l)v  foa- 
quin  Barraqucr.  (Courtesy  of  Rayner,  london) 


Apollonio;  1 legs:  Scharf,  Bietti;  2 legs: 
Schreck,  Bietti,  Parry) 


e.  Lens  supportetl  by  elastic  slings  (l)aiiiieheini, 
Barraqtter)  (Fig.  3) 

1.  Lens  stispeiKled  in  threads,  with  extraocitlai 
fixation  (.Strainjrelli) 


2.  IRIS  FIXA  TION  — x\\e  fixation  device  is 
chiefly  stipported  hy  the  iris.  I’he  optical  por- 
tion of  the  lens  lies  in  the  plane  of  the  iris  or 
just  anterior  or  posterior  to  it. 


a.  Binkhorst  — fotir  Dacron  loops  with  two 
above  and  two  below  the  iris  (see  figtire  1) 


I).  Iris  — Plane  (Epstein,  Copeland)  shaped  like 
.Malte,se  Cross  with  two  of  the  arms  below  the 
iris  and  two  a!)o\e  (see  fignre  b) 


c.  F'ederov  — tin  ee  loojfs  which  fit  behintl  the 
iris  and  three  small  prongs  between  each  loop 
which  rest  on  the  anterior  siirlace  of  the  iris. 


tl.  W^orst  — one  lens  stttttred  to  iris  and  the  other 
lens  clips  to  the  iris. 


Figure  4. 

Iris-tlip  lens  of  C.  I).  Binkhorst.  (Courtesy  of  Rayner.  l.oiulon) 


e.  E|)stein  — collar-sttid  (figme  h) 

I.  Iseikenic,  weightless  ( I i oiitman,  W'^einstein) 

3.  IRIDOCAFSl’I.AR fixation - 
lens  is  snppoited  by  the  iris  and  tlie  ca|rstile  ol 
tlie  lens.  Lenses  implanted  alter  extracapstdai 
extraction. 

a.  Ridley  — origitial  lens  imjjlanted  (figttre  7) 

b.  Binkhorst  — two  loop  lens 


*Tfie  major  tvpcs  of  lens  currentlv  in  use  in  the  I'nited  Stales 
are  Worst  (iris  suture  and  iris  clij)).  Binkhorst  (two  and  tour 
loop)  and  C'opeland. 


Figure  5. 

Maltese  lens  (Fpstein,  Copeland). 


ffifn  _ _ ffi  ffl 
0*0 
I mm 

lii 

I-  igure  fi. 

Collar-stud  lens  of  Fpstein.  (Courtesy  of  Ra>ner,  London) 


Figure  7. 

Posterior  chamber  “artificial  crystalline  lens  of  Harold  Ridlev.*' 
(Courtesy  of  Ra\ner.  London) 
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Intraocular  Lenses 


COMPARISON  CHART  OF  VARIOUS  TYPES  OF  OPTICAL  CORRECTIONS 
FOLLOWING  CATARACT  EXTRACTION 


X'isual  Fields 


Image  Size  Magnification 

Twenty-four  Hour  Use  ....  

Good  Flncorrected  Vision  

Flare 

Prismatic  Displacement  

Binocnlarity  (use  of  both  eyes)  

Depth  Perception  

LTseful  in  work  environments  with  dust  and  chemicals 
Reliable,  prevents  amblyopia  in  childhood  cataracts 
Suitable  for  patients  with  tremor,  neurosis, 

conjunctival  problems,  etc.  

Recpiires  dexterity  on  the  patient's  part  

Useful  for  the  remainder  of  the  patient’s  life  

Indications  and  contraindications  are  still 
being  debated  and  the  following  are  my  guide- 
lines.*'’ '' 

General  indications  for  intraocular  lens  in- 
clude: 

1)  Senile  cataract 

2)  Traumatic  cataract 

3)  Congenital  and  juvenile  cataract 
Strong  indications  include: 

1)  Advanced  age 

2)  Special  motivation  as  professional,  driv- 
ing, or  work  in  dusty  environment  where 
glasses  or  contacts  are  inappropriate 

3)  Previous  glaucoma  surgery 

4)  Myopia 

5)  Senile  macular  degeneration 

6)  Corneal  endothelial  weakness 
Contraindications  to  implanting  an  intraocular 

lens  include: 

1)  Eye  disease  as  uveitis,  secondai'y  glau- 
coma, rubeosis  iridis  and  retinal  detach- 
ment 


Intraocular  Lens 

Contact  Lens 

Glasses 

Full 

Full 

Tunnel  Vision 
Peripheral 
distortion 
Ring  scotoma 

1-2% 

7-10% 

30-35% 

Yes 

No 

No 

Yes 

No 

No 

No 

Yes 

Not  Usually 

No 

Yes 

Yes 

.\hnost  Always 

Frequently 

Frecpiently 

85% 

About  50% 

About  50% 

Yes 

No 

Usually 

Yes 

No 

No 

Yes 

Yes 

Yes 

No 

Yes 

No 

Yes 

Not  Likely 

Not  Likely 

2)  Simidtaneous  glaucoma  surgery  (usually 
glaucoma  surgery  then  cataract  extrac- 
tion with  implant) 

3)  Iris  abnormalities  as  iris  atrophy  or 
Aniridia 
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Some  Recent  Advances  tn  Diagnostic  Radiology** 

Jack  G.  Rabinowitz,  M.D.* 


j^iglity  years  ago,  in  the  year  1895,  tollovving 
a set  of  fortunate  coinciclenees.  Dr.  William 
Conrad  Roentgen  discovered  die  X-Ray.  Dr. 
Roentgen  at  that  time  was  investigating  the 
behavior  of  cathode  rays  or  electrons  in  higli 
energy  tension  tultes.  I'he  cathode  ray  tube  was 
enclosed  within  a glass  envelope  and  a faint  Hglit 
was  produced  when  a high  voltage  discliarge  was 
passed  through  this  tube,  'bo  l)lock  this  light 
from  escaping  and  to  block  other  light  sources 
from  entering  the  tul)e,  he  darkened  the  room 
and  enclosed  the  tube  within  a cardboard  cover. 
During  one  of  his  experiments  he  noticed  a faint 
light  glowing  on  a workbench  located  a few  feet 
away.  The  source  of  this  light  was  the  fluores- 
cence emauatiug  from  a small  piece  of  paper 
coated  witli  iiarium  platinocyauide.  As  luck  is 
always  associated  with  the  great  mind.  Dr. 
Roentgen  immediately  realized  that  since  the 
electrons  produced  within  the  tube  could  not 
penetrate  the  glass  envelope  and  since  the  card- 
board surrounding  this  tube  permitted  no  light 
to  pass  in  or  out,  a powerfid  unknown  ray  of 
some  type  was  produced  when  the  cathode  ray 
tube  was  energized.  He  termed  this  unknown 
ray  the  “X-Ray.”  As  fascinating  as  this  story  is, 
a few  investigators  before  him  had  already  no- 
ticed and  described  this  phenomenon  as  well  as 
many  other  related  features.  Unfortunately,  these 
investigators  considered  the  findings  to  be  prop- 
erties of  the  cathode  ray.  Since  Dr.  Roentgen 
was  the  first  to  recognize  this  extraordinary  fea- 
ture as  new  and  different,  modern  medicine  has 
given  him  due  credit  by  not  only  retaining  the 
term  “X-Ray”  but  also  at  times  using  the  name 
Roentgen  in  the  de.scription  and  measurement 
of  the  “X-Ray.”  Following  his  discovery,  Dr. 
Roentgen  prepared  a number  of  manuscripts  de- 
scribing his  experiments  relating  to  the  j)hysical 
properties  of  the  X-Ray.  This  contribution  won 
him  the  Nobel  Prize  for  physics  in  1901. 

In  this  short  period  he  described  the  most 
important  pro{x.‘rties  of  this  newly  discovered 
ray: 

a)  the  capacity  to  fluoresce  a fluorescent  ma- 
terial 

•Professor  and  Chairman,  University  of  Tennessee  Center  for 
the  Health  Sciences,  Department  of  Diagnostic  Radiology,  865 
Jefferson,  Memphis,  Tennessee. 

♦•Presented  at  the  annual  meeting  of  the  Arkansas  Medical  So- 
ciety, ,\pril  20-23,  1975,  Hot  Springs,  .Arkansas. 


b)  the  capacity  to  expose  a photograpliic  lilm 

()  and  most  important,  the  capacity  to  pene- 
trate tissues  and  suirstances. 

As  we  are  all  aware,  the  introduction  of  the 
X-Ray  in  the  field  of  medicine  revolutionized 
and  exjianded  all  diagnostic  and  therapeutic 
horizons,  d'he  X-Ray  gave  us  the  capacity  to 
begin  to  visualize  and  understand  disease  as  it 
existed  in  the  human  body.  As  equi|}ment  re- 
tpiired  for  producing  and  utilizing  the  X-Ray 
became  more  and  more  sophisticated,  and  the 
X-Ray  film  more  and  more  sensitive,  diagnostic 
radiology  advanced  in  great  strides.  \VTth  the 
introduction  of  non-toxic  contrast  materials  into 
the  gastro  intestinal  tract  or  into  the  vascular 
system,  pathologic  alterations  of  many  internal 
structures  as  well  as  the  vascular  system  itself 
were  better  defined.  Each  passing  year  still  in- 
troduces newer  ideas  and  techniques  desjfite  all 
the  remarkable  progress  that  has  trans])ired  dur- 
ing the  past  80  years  since  its  discovery.  Today 
I would  like  to  aetjuaint  you  with  just  a few 
advances  that  have  occurred  in  the  last  few  years. 
Time  aird  space  linrits  the  arrrount  of  the  dis- 
cussion. 

NON-INVASIVE  TECHNIQUES 

In  the  field  of  iron-invasive  radiology,  efforts 
in  the  last  years  have  been  directed  towards  inr- 
proving  the  final  image  trarrsnritted  by  the  X- 
Ray.  lire  newest  and  most  exciting  and  innova- 
tive in  this  regard  is  called  “coirrputerized  axial 
tonrography.”  Other  recerrt  inrprovenrents  in 
inraging  technicpies  have  Ireen  Xerroradiography 
and  Xonics. 

Present-day  X-Ray  exanrinations  in  gerreral 
dejrend  on  an  image  that  is  produced  on  a stand- 
ard X-Ray  filtrr.  Fhis  is  formed  by  the  x-rays 
transrrritted  through  the  patient’s  btxly  and  in 
principle  resenrbles  the  process  of  light  photog- 
raphy. Ihrfortuirately  despite  its  simplicity,  this 
is  a liirrited  process,  since  a broad  range  of  at- 
tenuation values  are  conrpressed  into  a snrall 
range  of  densities  that  extend  on  the  fihrr  froirr 
lucent  to  opacjue.  In  fact,  for  irrany  years  we 
have  lived  with  the  dictutrr  that  water  and  soft 
tissue  derrsities  are  sitrrilar  in  attenuation  and 
therefore  cannot  be  differentiated.  .Since  trrgair 
structure  arrd  contours  are  recognized  by  varia- 


Volume  72,  Number  12  — May,  1976 


489 


Some  Recent  Advances  in  Diagnostic  Radiology 


lions  in  tissue  densities,  considerable  changes 
ninst  be  present  lor  ns  to  recognize  sniitle  solt 
tissue  densities,  (ionipnterized  axial  tomogTaphy 
now  gives  ns  the  opportunity  to  recognize  subtle 
solt  tissue  densities  liy  departing  from  the  con- 
\entional  metliod  of  Xd^ay  image  in  introducing 
electronics  and  computers  lietween  the  X-Ray 
beam  emanating  from  the  patient  and  the  final 
tlisplay.  The  latter  now  liecomes  a computer 
image. 

The  spectrum  of  response  produced  is  then 
almost  etjiiivalent  to  tliat  of  the  source.  In  addi- 
tion, one  may  .select  small  sections  of  interest  in 
that  spectrum  acctirding  to  programmed  formulas 
aiul  ftirther  magnify  the  differences  within  them. 
For  example,  the  section  of  gieatest  interest  is 
the  soft  tissue,  which  occupies  only  5.5%  of  the 
scale  of  absorption  values  if  water  is  designated 
as  0 and  cortical  bone  as  100.  This  small  varia- 
tion cannot  be  differentiated  in  conventional 
radiogTaphy.  However,  when  this  amount  is  ex- 
jxnuled  by  the  electronic  and  computer  interplay, 
the  small  variations  become  markedly  magnified. 

Fhe  anatomic  area  of  interest,  and  presently 
this  is  the  cranium,  is  .scanned  in  successive  lay- 
ers by  a narrow  beam  of  X-Rays.  Basically  the 
design  of  the  scanning  gantry,  in  combination 
with  the  narrow  collimated  X-Ray  beam,  and  the 
transmissions  of  X-Ray  photons  through  the  slice 
of  tissue  jirodtice  enough  data  for  the  computer 
to  reconstruct  apjiroximately  25,600  absorption 
valties  in  the  scanning  plane  on  a 160  x 160  ele- 
ment matrix,  d'hese  values  are  expressed  as 
absorption  coeflicients  relative  to  the  value  ol 
water  which  has  been  .set  at  0.  T he  computer 
can  store  these,  provide  a printed  numerical  read- 
out or  a CR'F  di.s]>lay  in  which  these  tpialities  are 
transmitted  into  shades  of  gray,  or  color.  Tlie 
results  are  thus  (pialitative  and  tpiantitative.  The 
pictures  olitained  are  looked  at  in  the  same  way 
as  a radiograph.  .Strnctnres  are  identified  in  size, 
shape,  and  position  and  clianges  in  density  are 
searched  for.  Abnormal  densities  are  then  in- 
teijireted  in  tlie  light  of  pathologic  alterations 
that  are  known  to  occur,  e.g.  increased  tlensity 
may  sliow  np  as  a blood  clot,  or  calcium;  lower 
density  as  ti.ssne  necrosis,  edema,  cyst  formation, 
recent  hemorrhage,  etc.  Jn  general,  gliomas,  met- 
astatic disease,  infarcts,  and  other  abnormalities 
involving  the  brain  liave  been  detected,  and  di- 
agnosed according  to  tlieir  position,  variations 


in  densities  and  their  effect  upon  other  struc- 
tures. 

■Since  tlie  introduction  of  comptiterized  axial 
tomography  into  netiroradiology,  by  the  EMI 
Ltd.  Company  in  England,  dramatic  changes 
have  occurred  in  the  evaluation  of  patients  sus- 
pected to  have  netirologic  disorders.  The  sim- 
plicity and  diagnostic  accuracy  of  this  equipment 
has  spared  the  patient  the  tribulations  of  mul- 
tiple diagnostic  studies.  This  has  reduced  not 
only  the  financial  burden  inherent  in  prolonged 
and  unnecessary  hospitalization,  but  also  the 
morbidity  inherent  in  any  invasive  technique. 
As  a restilt,  many  companies  involved  in  the  con- 
struction of  X-Ray  equipment  are  now  working 
with  feverish  speed  to  design  similar  but  more 
versatile  intruments  that  wdll  delineate  tissue 
abnormalities  throtighout  the  entire  body.  Some 
prototypes  are  now'  functioning  and  it  appears 
that  we  are  standing  on  a new'  threshold  in  diag- 
nostic radiology.  Once  accomplished  you  can 
well  imagine  the  benefits  that  may  be  derived 
from  total  body  X-Ray  scanning.  Demonstration 
of  strncttires  within  the  chest,  neck,  abdomen,  or 
retroperitonetnn  and  their  corresponding  patho- 
logic alterations  w'ill  again  open  new  diagnostic 
avenues  that  so  far  have  defied  the  best  of  our 
diagnostic  capabilities. 

Xerroradiography  also  introdticed  tremendous 
change  in  the  field  of  X-Ray  imaging  by  re- 
placing the  X-Ray  film  with  a plate  containing 
a photoconductive  stirface.  This  plate  has  an 
aluminum  base  upon  whicli  surface  a thin  layer 
of  vitreous  selenium,  a photoconductor,  is  de- 
posited. d’his  surface  is  initially  charged  and 
then  exposed  conventionally  to  a transmitted 
X-Ray  beam,  d'he  latter  discharges  the  photo- 
conductor in  amounts  corresponding  to  the  at- 
tenuation of  the  primary  beam,  and  protluces  on 
its  surface  an  electrostatic  charge  pattern  depict- 
ing the  part  examined.  A pow'der  image  becomes 
visilile  after  application  ot  a tonor,  a blue  finely 
di\'ided  charged  jilastic  pow'der.  By  proper  proc- 
essing, this  image  is  transferred  to  paper  or  plas- 
tic for  permanent  recording.  Xerroradiography 
has  been  best  used  in  delineating  alterations  in 
soft  tissues.  I'his  has  been  given  its  greatest  stress 
and  produced  its  greatest  success  in  the  field  of 
mammography.  In  tlie  latter  it  has  demonstrated 
greater  resolution  and  better  detail  than  con- 
ventional radiography. 
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Xonics  is  another  leeeiitly  iiilnxliKetl  image 
tecluiicjiie  tliat  uses  photoeoiuluctors  in  place  of 
X-Ray  films.  I'liis  is  still  new  and  not  yet  com- 
mercially available.  However,  prototype  etpiip- 
ment  being  presently  tested  in  Cialifornia  prom- 
ises exciting  images  of  tlie  body  in  tlie  future. 

In  recent  years  tlie  use  of  tiltrasonnd  has  also 
become  a well  recognized  diagnostic  modality  in 
medicine.  .'\ltIiotigli  not  exactly  new,  improved 
and  sophisticated  instrumentation  has  dramatic- 
ally inaeased  its  diagnostic  capalrilities  to  the 
point  diat  it  is  now  extensively  used  in  cardiol- 
ogy, obstetrics,  neurology  and  ophtlialmology. 
Idtrasound  waves  are  produced  by  a transdticer 
which  contains  a piezzoclectric  crystal.  This 
crystal  is  placed  over  the  area  of  interest  and  an 
alternating  current  is  then  passed  through  that 
causes  the  crystal  to  vibrate  rapidly  and  change 
shape.  By  so  doing  the  crystal  emits  a .sotind 
wave  of  high  frecptency  for  a jreritxl  of  approxi- 
mately 1 second  (1-5  million  cycles).  I’he  electric 
current  is  then  turned  off  for  approximately  900 
microseconds  during  wiiich  time  the  same  crystal 
then  functions  as  a receiver  for  the  sotind  waves, 
e.g.  echos,  that  are  reflected  from  tlie  tissues. 
'I'hese  echos  cause  the  crystal  to  vibrate  and 
again  change  shape.  I'his  time  sound  energy  is 
converted  into  electrical  energy  that  is  now 
proce,ssed  and  dis])layed  on  an  oscilloscope.  By 
placing  the  transducer  over  the  heart  and  with 
proper  angtilation,  sound  waves  will  Ite  reflected 
from  various  different  planes  within  the  cardiac 
structtire.  As  a result,  cardiac  chamiter  diameters 
can  be  measured  and  motions  of  the  valves,  ven- 
trictilar  wall  and  septum  can  be  determined. 
.Analysis  of  these  determinations  have  enabled  us 
to  diagnose  variotts  congenital  and  accjuired 
cardiac  diseases  as  well  as  abnormalities  of  car- 
diac function.  It  is  proltably,  at  present,  the  best 
method  to  diagnose  minimal  pericardial  effusion 
and  IHS.S.  In  obstetrics  ultrasound  is  utilized  to 
detect  early  pregnancy,  placenta  location,  the  size 
of  tlie  fetus,  etc.  Recently,  abdominal  and  retro- 
peritoneal structures  arc  being  demonstrated  al- 
though a fluid  containing  viscera  are  a poor 
transmitter  of  sound  waves  and  liave  thus  limitetl 
the  ability  to  detect  alKlominal  lesions.  Never- 
theless, it  has  become  an  important  modality  in 
determining  the  nature  of  many  lesions.  Cysts 
by  nature  of  their  inability  to  reflect  sound  are 
easily  differentiated  from  solitl  tumors.  .Angio- 


gr.iphy  has  been  spared  in  many  situations, 
particidarly  the  kidney. 

INVASIVE  TECHNIQUES 

.\s  lar  as  invasive  techni(|ues  in  diagnostic 
radiohygy  are  conceined,  tlie  field  of  angiography 
has  undergone  enormous  advancements  and  im- 
provements during  the  last  15  years.  Investigative 
diagnostic  angiographic  nuxlalities  have  moved 
rapidly  from  the  initial  high  bolus  venous  in- 
jections into  the  skilled  and  sophisticated  intra- 
arterial catheter  injections.  By  this  means,  de- 
tailed analysis  of  the  vasctilar  bed  has  greatly 
imjxosed  otir  tmderstanding  of  cardiovasculai 
disorders,  tumor  behavior  and  morphology,  as 
well  as  many  inflannnatoi y and  other  diseases. 
.All  this  has  simultaneotisly  aided  the  develop- 
ment of  medical  and  surgical  treatment  of  dis- 
ease related  to  these  systems,  e.g.  ischemic  heart 
disease,  congenital  heart  disease,  etc.  In  the  last 
years,  angiography  with  more  particular  stijxa 
selective  catheter  placement  has  become  a vital 
part  in  the  emergency  treatment  of  patients  with 
acute  hemorrhage.  I’his  is  extremely  useful  in 
cases  of  ma,ssive  gastro-intestinal  hemorrhage  or 
bleeding  following  tratnna.  Previously,  the  sur- 
geon in  these  sittiations  was  faced  with  the  di- 
lemma of  either  a probable  location  for  the  site 
of  bleeding  or  with  a search  and  hopefully  find 
situation. 

riie  angiographer  can  now  with  selective 
catheterization  fretpiently  identify  the  site  ol 
bleeding.  Recognition  of  the  opacpie  material 
puddling  within  the  lumen  of  the  bowel  or  ex- 
travasating  adjacent  to  a vessel  is  enough  evi- 
dence to  locate  the  bleeding  vessel,  d’his  is  fre- 
tpiently  all  that  is  required  for  the  stirgeon  to 
pursue.  However,  once  the  angiographer  moved 
into  firing  range  by  properly  locating  the  bleed- 
ing site,  it  wats  only  a small  giant  ste])  for  him 
to  ailvance  from  a diagnostician  to  a therapist. 
It  tvas  now  a simple  matter  to  commence  intra- 
arterial infusions  of  vastxonstrictive  materials. 
One  such  drtig,  e.g.  vasopressin  has  controlled 
the  bleeding  in  approximately  55%  of  the  cases. 
More  recently,  selective  injection  of  autologous 
blood  clots  have  been  added  to  the  therajw  list. 
Oonsetpiently,  hemoirhage  residting  from  du- 
odenal, gastric,  or  small  bowel  disease  and  .A-\" 
malioi  ination  are  now  being  treated  by  the 
angiographer.  More  recently  arterial  hemor- 
rhage following  trauma  has  also  becctme  an  actite 


Volume  72,  Number  12  — May,  1976 


491 


Some  Recent  Advances  in  Diagnostic  Radiology 


radiologic  emergency  procedure.  In  one  case,  a 
young  man  presented  with  massive  renal  hemor- 
rhage one  week  after  he  had  been  stabbed. 
Angiography  revealed  a large  A-V  malformation 
arising  in  the  lower  pole  of  the  left  kidney  that 
was  being  fed  by  a supplementary  renal  artery. 
.\utologous  clot  was  injected  and  the  aneurysm 
was  promptly  occluded.  The  patient  was  thus 
spared  surgery  and  the  possible  loss  of  part  or 
all  of  his  kidney. 

Dotter  et  al  have  recently  introduced  a highly 
imaginative  non-operative  angiographic  vascular 
procedure.  I'hey  have  termed  this  “transluminal 
iliac  artery  dilatation.”  This  is  a form  of  re- 
vascularization that  may  prove  worthwhile  in 
the  future  in  managing  ischemia  caused  by 
arteriosclerotic  narrowing.  Actual  dilatation  is 
performed  by  introducing  a balloon  cannulla 
with  the  balloon  positioned  within  the  narrow 
segment.  This  is  distended  with  contrast  agent 
and  the  atheromatous  placque  pressed  against 
the  outer  wall,  thus  opening  the  vessel  lumen. 
In  treating  48  different  stenotic  iliac  arteries,  39 
had  lasting  improvement  seen  angiographically 
and  clinically. 

In  general,  most  catheters  are  selectively  ma- 
nipulated by  hand  into  the  desired  small  vessels 
under  the  image  intensifier.  In  so  doing,  flow 
guidance  flexilile  small  catheters  are  used.  Flow 
guidance  catheters  are  limited  by  lack  of  control 
of  the  catheter  tip  and  tlie  geometry  of  the  vessels 
at  their  Inanching  points.  In  an  effort  to  im- 


prove ujxin  this,  magnetically  guided  catheters 
are  now  being  devised.  These  catheters  theoreti- 
cally should  provide  better  control.  Some  re- 
searchers are  now  guiding  these  catheters  into 
very  small  and  tortuous  branches.  They  have 
thus  managed  to  arrest  the  bleeding  in  aneurysms 
and  A-V  malformations  in  the  brain  where  the 
other  techni([ues  could  not  be  attempted.  I'his 
ratliologic  technique  has  been  worked  on  for 
approximately  a decade.  However,  the  recent 
innovation  of  better  magnet  catheters  are  now 
making  it  clinically  practical  and  feasible. 

In  summary,  most  of  these  advances  in  radi- 
ology have  been  done  through  the  combined 
imagination  and  association  of  radiologists,  engi- 
neers and  physicists.  The  present  x-ray  image 
produced  by  the  x-radiation  passing  through  the 
l)ody  and  forming  an  image  on  a silver  halid  film 
may  become  a thing  of  the  past.  Nowadays  this 
X-Ray  image  is  being  greatly  improved  by  the 
addition  of  electronics,  computers  and  photo- 
conductor films.  Our  diagnostic  accuracy  has 
lieen  further  aided  and  improved  through  the 
addition  of  pharmacological  agents  that  alter 
the  physiology  of  the  organs,  vessels,  etc.  Marked 
changes  in  angiographic  technicjues  now  visualize 
small  vessels  throughout  various  parts  of  the 
body.  This  has  resulted  in  a tremendous  boom 
in  the  diagnosis  and  therapy  of  bleeding  due  to 
trauma,  and  with  it  both  medicine  and  the  field 
of  radiology  continue  their  forward  progress. 
This  occurs,  however,  hand  in  hand  with  the 
help  of  other  scientific  endeavors. 
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(a  follow-up  study) 


Philip  H.  Johnson,  M.D,* * 


^Exploration  of  the  internal  structures  of  the 
knee  by  arthrography,  in  recent  years,  has  proven 
to  be  of  significant  value.  Lindbloin-  published 
his  extensive  experience  with  arthrography  of 
the  knee  which  has  been  an  inspiration  and 
guide  for  others  to  follow.  Many  investigators 
have  added  to  this  wealth  of  knowledge,  con- 
tributing new  technitpies  and  interpretation.  All 
have  found  the  procedure  of  immeasurable  value. 
In  February  1975  our  first  100  cases  were  pre- 
sented with  our  initial  residts  and  conclusions.^ 
'I'his  paper  will  deal  with  the  first  200  cases 
performed  over  a fonr-year  period  of  time. 

TECHNIQUE 

Little  change  in  procedure  has  occuned  over 
this  four-year  period  of  time.  The  knee  joint  is 
entered  under  sterile  conditions  and  all  fluid 
removed.  Four  cc  of  Renograffin-60  and  30-50 
cc  room  air  is  injected  (enough  to  mildly  distend 
the  suprapatellar  pouch).  The  suprapatellar 
pouch  is  compressed  with  an  ace  bandage  and 
the  leg  is  placed  in  an  adjustable  thigh  restraint. 
(Fig.  1)  Fluoroscopy  is  carried  out  with  a tele- 
vision monitor  and  s])ot  films  are  made  at  in- 
tervals about  the  periphery  of  the  menisci  medi- 
ally and  laterally.  Positive-contrast  effect  is  pro- 
duced with  the  patient  supine  and  double-con- 
trast is  obtained  with  the  patient  prone.  Re- 
cently a 70  mm  camera  has  been  used  for  the 

*Littie  Rock  Ortliopedic  Clinic,  P.  O.  Box  5270,  Little  Rock, 
Arkansas  72205. 

*I  continue  to  be  indebted  to  the  Radiology  Consultants  at  the 
Baptist  Medical  Center,  Little  Rock,  Arkansas.  Without  their 
cooperation  and  continued  support,  this  work  could  not  have  been 
possible. 


permanent  films.  (Fig.  2)  Better  film  contrast 
is  possiljle  with  this  technique  and  with  less 
x-ray  exposure.  'Lite  final  film  strips  are  placed 
in  plastic  transparent  holders  for  easy  storage 
and  viewing.  (Fig.  3)  Finally,  plain  films  in 
A.P.,  lateral  and  skyline  projections  are  made. 
(Fig.  4)  Bony  architecture,  cartilagenous  joint 
space  and  ligaments  can  be  studied.  Detail  in- 
terjtretation  of  the  normal  arthrogram  has  been 
discussed  previously. ^ 

RESULTS 

This  study  represents  all  arthrograms  jier- 
formed  on  patients  of  a five-man  orthopedic 
jjractice  Ity  a single  investigator.  Table  1 shows 
several  trends.  Acceptance  of  this  procedure  is 
increasing  and  becoming  more  inijxtrtant  in 
diagnosis  of  occnlt  knee  problems.  The  exam 
is  being  used  as  frecpiently  to  rule  out  internal 
derangement  in  vague  knee  prol)lems  as  to  con- 
firm tlie  jrresence  and  location  of  suspected  in- 


Figure  1 . 

Adjustable  thigh  restrain  (Dr.  Doyne  Dodd). 
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Figure  2. 

I he  70nim  camera  mounted  above  the  fluoro  unit. 


jury.  Hciice,  a lower  percentage  of  cases  have 
proven  to  be  surgical  candidates.  .\  higher  per- 
centage of  surgically  confirmetl  findings  with 
fewer  false  positives  has  l^een  seen  as  experience 
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Figure  3. 

Film  holders  for  70nim  film  are  easily  stored  in  the  film  jacket. 


in  interpretation  grows.  Ninety-one  percent  ac- 
curacy lias  lieen  surgically  verified  but  the  real 
accuracy  woukl  seem  much  higher  as  many  with 
significant  injuries  are  treated  non-operatively 
and  recover  completely.  Eight  diagnostic  errors 
were  found  at  surgery.  I'he  first  six  were  dis- 
cussed in  the  previous  paper.  The  seventh  was 
a medial  menisectomy  for  torn  meniscus  which 
was  negative  at  arthrography  and  in  retrospect 
review  of  x-rays  still  shows  no  evidence  of  menis- 
cus injury.  I he  last  was  a detached  lateral  menis- 
cus that  was  read  as  negative  at  arthrography. 

Evaluation  of  the  lateral  meniscus  is  more  dif- 
ficult due  to  the  popllteus  .sheath  which  com- 


plain films  done  at  the  conclusion  of  fluoroscopy. 
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TABLE  1 


Total 

Surgery  .■Iduisetl 

Ope  rated 

Fat.se 

Fatse 

Sin'gieat 

Cast’s 

\o.  of  Cases 

.\o.  of  Cases 

Pos. 

Neg. 

Coiifiniialions 

1972 

22 

14  (94%) 

13  (50'’;,) 

1 

1 

11  (85%) 

1973 

2ti 

12  (4(i%) 

12  (40'',,) 

1 

0 

11  (92%) 

1971 

5(i 

25  (45%) 

22  (39%) 

1 

2 

19  (87%) 

1975 

lOh 

45  (42%) 

41  (39%) 

0 

2 

39  (91%) 

1 ()  I AES 

2(H) 

9(i 

88 

3 

5 

80  (91%) 

iminicates  with  the  joint  ai)ove  ami  l)elow  the 
meniscus.  Ihis  slieath  projects  as  a shadow' 
across  the  meniscus  in  the  posteriolateral  (|iiad- 
rant.  This  interruption  ol  the  coronary  ligament 
weakens  the  peripheral  attachment  ol  the  poste- 
rior third  ol  the  lateral  meniscus.  McIntyre'^ 
points  out  the  rarity  ol  tears  into  the  body  ol 
the  meniscus  ami  the  heipient  occurrence  ol 
j)eripherial  separation  ol  the  posterior  horn.  We 
have  also  found  this  to  be  a Irecpient  occurrence 
w'ith  lateral  meniscus  injury.  In  the  most  pos- 
terior projection  the  meniscus  is  detached  by 
posterior  extension  of  the  defect  for  the  popli- 
teus.  Figure  5a  shows  the  posterior  one-third 
of  a normal  lateral  meniscus.  Note  attachment 
at  the  coronary  ligament  and  the  po|)liteus 
shadow'.  Figure  5b  show's  posterior  detachment 
representing  an  extension  at  the  popliteus  sheath. 
Figure  5c  show's  posterior  detachment  Init  with 
tearing  of  some  of  the  substance  of  the  meniscus. 

Fhe  most  frecpient  side  of  injury  or  disease, 
and  w'hy,  is  always  the  topic  of  interesting  dis- 
cussion. I'he  follow'ing  w'as  found  in  this  series 
of  200  ca.ses,  considering  only  surgically  con- 
firmed disease  or  injury.  Seventy-one  methsci 
were  removed,  fifty-one  (72%)  from  the  medial 
side,  twenty  (28%)  from  the  lateral.  'Fhese  fig- 
ures include  discoid  and  cystic  menisci  as  well 
as  traumatic  injuries. 

Complications  have  been  negligible.  The 
Renograffin  is  completely  absorbed  w'ithin  the 
first  few  hours  and  the  knee  remains  “puffy” 
with  air  for  as  long  as  three  days.  During  this 
time  strenuous  activities  and  sjKtrts  are  non 
advised.  Pre-medication  is  not  used.  Two  pa- 
tients have  asked  for  “a  pain  pill  ' lollownng  the 
jrrocedure  l)ut  none  is  routinely  prescribed.  No 
infections  have  occurred,  either  superficial  or 
deep. 

DISCUSSION 

'Fhe  arthrogram  is  extremely  useful  to  the 


orthopedist,  providing  the  lollowdiig: 

1.  A (Icfiiiile  prc-opnalixie  didguosi.s:  Work- 
man compensation  and  liability  cases  often  |no- 
vide  the  most  complex  diagnostic  problems.  Pa- 
tient symptoms  fretpiently  persist  long  after 
physical  findings  disappear.  A procedure  w'liich 
can  “clear  the  air,"  is  extremely  useful.  In  this 
day  of  awareness  of  physician  lialrility,  negative 
surgical  exploi  ations  are  more  difficult  to  justily. 

2.  A xnsual  picture  of  the  injury:  Fhe  ability 
to  anticiiiiite  the  nature  of  the  pathology  will  in- 
fluence the  tyjje  incision  used.  On  tw'o  or  three 
occasions  when  a bucket-handle  tear  constituted 
all  the  meniscus  medially,  a small  transverse  in- 
cision was  made  anteriorly  and  the  meniscus  re- 
moved by  simply  detaching  tlie  anterior  and 
posterior  horns.  A Bruser  incision  is  preferred 
l)y  the  author  for  removal  of  a torn  lateral 
meniscus.  Exposure  of  the  remainder  of  the 
joint  with  this  approach  is  poor  l)ut  a negative 
artlnogram  will  rule  out  jxithology  elsewhere. 

3.  Localization  of  the  .side  of  injury:  Rarely  a 
patient  will  present  with  medial  joint  signs  and 
.sym|)tom.s  only  to  lie  found  at  surgery,  tw'o  in- 
cisions later,  to  have  a lateral  lesion.  Three  pa- 
tients in  this  .series  pre.sented  this  paradox 
clinically.  At  arthrography  they  had  only  lateral 
disease,  and  only  one  incision  on  the  correct  side 
was  nece,ssary.  One  older  athlete  presented  with 
bilateral  torn  menisci. 

4.  Better  exploration  of  the  joint  through 
.surgery:  At  least  for  the  menisci  this  is  certainly 
true.  Fhe  posterior  one-third  of  the  meniscus  is 
difficult  or  impossiltle  to  evaluate  throtigh  con- 
ventional incisions.  Whth  both  the  supine  (dye) 
and  prone  (air)  studies,  fairly  conclusive  evalua- 
tion can  be  made  about  the  entire  periphery. 

Fhe  under  surface  of  the  meniscus  can  also  be 
better  .seen  wdth  the  arthrogram.  (F'ig.  h) 

5.  Other  a.ssociated  pathology: 

a.  Ligaments:  T he  diagnosis  of  serious  liga- 
ment injuries  is  usually  easily  done  clinically  by 
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Figure  5. 

(a)  Normal  posterior  lateral  meniscus;  (b)  Posterior  one-third 
detachment;  (c)  Posterior  detachment  with  torn  lateral  meniscus. 


Figure  G. 

Torn  medial  meniscus  (stellate  tear  on  under  surface). 

stressing  the  torn  ligament.  The  isolated  anterior 
cruciate  injury  is  somewhat  more  difficult  to 
diagnosis.  During  the  past  year  a lateral  view 
of  the  knee  has  been  done  routinely  to  evaluate 
tlie  anterior  cruciate.  Fib.  7b  shows  absence  of 
the  normal  shadow  indicating  disruption.  A 
parapatellar  incision  is  helpful  in  primary  repair 
of  this  ligament. 

b.  Baker’s  Cyst:  Lesions  of  the  meniscus  co- 
existing with/or  producing  the  jx)pliteal  cyst 
have  been  reported  in  over  50%  of  cases.  Pre- 
operative arthrography  in  these  cases  is  therefore 
mandatory  if  joint  exploration  is  not  anticipated. 
A semimembranous  bursa  may  frequently  be 
seen  communicating  with  the  joint.  Air  and/or 
dye  may  be  seen  in  the  bursa.  (Fig.  8) 

6.  Avoidance  of  unnecessary  surgery:  Regard- 
le,ss  of  statistics  and  data  analysis  of  surgically 
proven  cases  the  real  winners  with  arthrography 
of  the  knee  are  the  patients  who  have  with  it 
avoided  unnecessary  knee  surgery.  Our  study  is 
replete  with  individual  cases  of  patients  with  in- 
jury, hemarthrosis,  flexor  spasm  (false  locked- 
knee)  who  might  have  been  considered  candi- 
dates for  surgery.  After  a negative  arthrogram 
and  conservative  treatment,  we  have  seen  these 
patients  recover  completely  and  return  to  full 
activities,  including  athletics. 

CONCLUSION 

Double  contrast  arthrography  of  the  knee 
is  a simple  outpatient  procedure.  After  the  first 
200  cases  we  are  finding  this  procedure  invalu- 
able in  the  evaluation  of  perplexing  knee  prob- 
lems. It  may  be,  in  a sense,  considered  “non- 
operative” exploration  of  the  knee. 
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Figure  7. 

(a)  Normal  anterior  cruciate;  (b)  Torn  anterior  cruciate  (disrupted  and  ■'balled  up") 
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(See  Answer  on  Page  501) 

This  26-year-old  woman  gave  a life-long  history  of  a heart  murmur,  and 
recently  complained  of  fatigue.  She  was  noted  to  be  cyanotic  by  physical 
examination. 


Malcolm  B.  Pearce,  M.D. 

Associate  Professor  of  Medicine 
University  of  Arkansas  for  Medical  Sciences 
Little  Rock,  Arkansas  72201 
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Viral  Encephalitis 
(Sleeping  Sickness) 

Harvie  R.  Ellis,  D.V.M.* 


Jii  the  siiniiner  and  early  fall  of  1975,  there 
were  many  reports  of  encephalitis  in  the  United 
States.  Arkansas  was  one  of  the  states  that  re- 
ported both  human  and  animal  cases.  The  most 
prevalent  etiological  agents  were  the  St.  I.onis 
Encephalitis  (SEE),  ^VTstern  Ecjuine  Encephalitis 
(WTE),  Eastern  Etpiine  Encephalitis  (EEE).  Past 
records  indicate  these  three  types  of  enceph- 
alitis as  having  occurred  in  Arkansas.  In  general, 
the  arthropod-borne  viruses  follow  a bird- 
mosquito  cycle  with  an  occasional  spill-over  to 
mammalian  hosts.  SEE  appears  in  humans  and 
WEE/EEE  appears  in  both  humans  and  horses. 
Climatic  conditions  were  optimum  for  the  vector 
and  reservoir  (bird)  to  produce  encephalitis  in 
many  areas  of  the  United  States.  The  following 
tabulation  provides  information  by  state  on  the 
seropositive  cases  of  SEE  virus  infection  up  to 
■September  23,  1975. 

.\s  determined  by  surveillance  there  were  cer- 
tain factors  which  indicate  some  bizarre  events  in 
the  outbreak,  esjrecially  with  SEE.  There  were 
several  suspect  cases  of  SEE  reported  in  Wash- 
ington, I).  C.,  metropolitan  area.  This  motivated 
local  authorities  to  engage  in  local  mostputo 
abatement  programs  striving  to  prevent  public 
concern  and  preclude  transmission  of  possible 
SEE  infection.  Included  in  these  events  were 
epidemics  in  the  Illinois,  Ohio,  and  New  Jersey 
areas  where  SEE  had  not  been  previously  re- 
jxnted. 

The  Foreign  Animal  Disease  Report  men- 
tioned the  Red  River  \hdley  States  of  Minnesota, 
North  Dakota,  and  South  Dakota  as  experiencing 
flooding  conditions  that  residted  in  an  outbreak 

•Division  of  Veterinary  Public  Health,  Arkansas  Department  of 
Health,  4815  West  Markham,  Little  Rock,  Arkansas  72205. 


TABLE  1; 

REPORTED 

HUMAN  CASES 

Some  Serologic 

SLE 

Slate 

Confirmed 

Ei'idence 

Total 

Alaljama 

13 

20 

33 

Arkansas 

3 

10 

13 

Colorado 

1 

0 

1 

Ceorgia 

9 

0 

2 

Illinois 

128 

202 

330 

Indiana 

43 

12 

55 

Iowa 

5 

10 

15 

Kentucky 

19 

11 

30 

Eouisiaua 

9 

5 

7 

Maryland 

1 

0 

4 

M ississippi 

80 

74 

154 

Missouri 

4 

6 

10 

Nebraska 

1 

0 

1 

New  Jersey 

14 

0 

14 

North  Dakota 

10 

0 

10 

Ohio 

24 

24 

48 

Pennsylvania 

3 

1 

4 

T’ennes.see 

18 

22 

40 

d’exas 

14 

28 

42 

WTst  Virginia 

0 

2 

2 

388 

-127 

815 

of  VVT.E  in  Jidy  and  .August  1975.  d’here  w'ere 
M serological  confirmed  or  suspect  cases  with 
six  deaths  in  humans  and  much  greater  numbers 
of  eepune  cases.  Control  measures  of  two  aerial 
applications  of  ultra-low-volume  malathion  in 
populated  areas  in  12  North  Dakota  and  eight 
Minnesota  counties,  d'hese  measures,  in  con- 
junction with  favorable  weather,  brought  the 
Red  River  Valley  epidemic  under  control. 

During  the  year  numerous  reports  were  made 
of  capline  cases  of  EEE  and  \VEE  throughout  the 
United  .States,  after  the  onset  of  the  mastjuito 
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season.  Nebraska,  Colorado,  and  Minnesota 
reported  many  cases  of  \VEE  but  no  cases  ol 
EEE.  Arkansas  reported  48  cases  of  etpiine 
encephalitis  on  44  premises  with  one  blood  posi- 
tive for  WEE.  By  the  end  of  July  1975,  over  1.9 
million  doses  of  cipiine  encephalitis  vaccine  had 
been  produced  for  use  in  the  United  States. 

A clinical  differentiation  of  EEE  and  WEE  of 
equines  is  impossible.  Sophisticated  laboratory 
procedures  are  essential  for  a differential  diag- 
nosis. '1  he  tests  for  encephalitis  include  hemag- 
glutination inhiiiition,  serum  neutralization, 
and  compliment  fixation  tests  on  serum  samples; 
ti.ssue  cidture  and  laboratory  animal  Inoculation 
and  strain  identification  of  the  “etpiine"  varieties 
of  the  virus.  There  is  no  laboratory  in  Arkansas 
where  etpiine  blood  and  tissue  specimens  can  lie 
checked  for  equine  encephalitis.  All  specimens 
must  be  .sent  to  an  out-of-state  laboratory  which 
results  in  considerable  delay.  This  situation  ac- 
counts for  the  lack  of  confirmation  and  typing 
of  many  clinical  cases,  d’here  is  an  urgent  need 
for  a local  cajiability  for  an  early  differential 
diagnosis  and  positive  identification  of  WEE  and 


EEE. 

4'he  most  effective  means  of  preventing  any  of 
the  viral  encephalitis  in  horses  or  other  equines 
is  to  vaccinate  them  liefore  the  mosquito  .season, 
every  year,  d he  commercial  vaccines  for  tliese 
virus  diseases  in  horses  are  safe  and  very  effective 
w4ien  properly  administered  by  a veterinarian. 
Horse  owners  in  Arkansas  should  have  tlteir 
animals  vaccinated  against  viral  encephalitis 
without  fail,  annually,  in  the  early  spring.  In 
man,  prevention  and  effective  moscpiito  control 
are  the  requirements  for  preventing  human  ca.ses 
of  eipiine  encephalitis. 

4 here  is  no  specific  treatment  for  any  of  these 
virus  infections  in  animals  or  man.  .Symptomatic 
treatment  along  with  excellent  nursing  care  must 
be  used  for  botli  human  and  etpiine  cases. 
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Cell  Membranes 

Alfred  Kahn,  Jr.,  M.D. 


_^^dvances  in  our  knowledge  of  cell  mem- 
branes is  progressing  at  a dizzy  pace.  The  scan- 
ning microscope  has  revealed  fascinating  infor- 
mation about  the  cell  stii  faces.  Lin,  Cooper,  and 
Wortis  (New'  England  Jotirnal  of  Medicine,  Vol- 
ume 289,  Page  548,  September  13,  1975)  tised  the 
.scanning  micToscope  to  sttidy  human  lymphocytes 
of  thymus  origin  (T-cells)  and  human  lympho- 
cytes on  non-thymtis  origin  (B-cells).  They  de- 
scribe the  T-cell  as  being  tpiite  round  and  their 


surface  contained  only  a few  microvilli  — up  to 
3 per  sqtiare  micron.  On  the  other  hand,  B- 
cells  which  were  also  quite  rotind  contained  many 
microvilli  — 10  or  more  per  scpiare  micron.  The 
stirface  of  both  T and  B cells  have  undulations. 
The  authors  illustrations  point  out  that  although 
tlie  smooth  areas  of  lymphocytes  may  touch  or 
attach  to  otlier  cells,  the  microvilli  seem  to  be 
the  principal  point  of  contact. 

Pollack,  McKenzie,  Gee,  Lampen  de  Harven 
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aiul  Clarkson  liavc  used  the  scanning  inicroscopc 
to  study  cit  eases  ol  acute  leukcinia  — granulo- 
eytie,  inyeloinonoc) t it , inonoblastie,  and  histo- 
eytic  lenkeinia  (American  Journal  of  Medicine, 
X'ohnne  59,  Page  509,  September,  1975).  I heie 
appears  to  be  enough  difference  in  the  surface 
appearance  to  distinguish  some  of  the  different 
types  ol  leukemia.  The  illustrations  in  this  ar- 
ticle are  speclacnlar.  One  picture  shows  a large 
smooth  spherical  cell  with  few  surface  projec- 
tions; it  is  an  undifferentiated  blast  cell  from 
acute  leukemia.  Noiinal  mature  granulocytes 
show  some  ridges  and  a ridfled  surface.  Normal 
mature  granulocytes  shotv  many  large  ruffles. 
Cells  from  leukemic  patients  tend  to  show  a di.s- 
tinctive  enough  apjjearance  so  that  lymphocytic 
leukemias  can  be  diagnosed  — and  they  appear 
to  have  a different  appearance  from  non-lympho- 
cytic  series.  I he  histoblastic  and  inonoblastie 
cells  were  similar  atul  had  prominent  ruffles 
and  ridges.  The  myelocytic  series  tended  to  have 
smaller  ridlles  and  ridges  — and  some  had  micro- 
villi. Myclomcmocytic  leukemias  had  both  ridges 
and  ridfles. 

The  surface  of  cells  binds  chemicals  that  are 
brought  to  it  by  the  body  fluids.  Obviously,  the 
chemical  has  to  get  into  contact  with  the  cell 
or  the  cell  will  receive  no  stimulus  to  react.  A 
very  simple  chemical  might  get  into  a cell  with 
ease.  The  more  complex,  larger  chemicals,  as 
the  polyjxiptide  hormones  liave  target  cells  and 
these  cells  have  to  have  surface  receptors  to  bind 
the  ]x)lypeptitle  to  the  cell  so  that  the  bio- 
chemical reactions  can  eventually  occur.  It  is 
now  possible  to  study  the  specific  receptor  on 
target  cells  — and  the  receptors'  ability  to  bind 
hormone.  This  can  be  used  as  an  assay  test.  Ga- 
vin, Kahn,  Gorden,  Roth  and  Neville  reported  in 
the  Journal  of  Glinical  Endocrinology  and  Me- 
tabolism (Volume  11,  Page  438,  .September,  1975) 
on  “Radioreceptor  Assay  of  Insulin:  Comparison 
of  Plasma  and  Pancreatic  Insulins  and  Pro-In- 
sulins.” 4’his  interesting  research  project  used 
pruified  rat  liver  membrane  and  human  lympho- 
cytes — and  studied  the  interaction  between  these 
recejrtors  and  high  specific  activity  labeled  hor- 
mones. I'he  authors  were  able  to  show  that 
porcine  proinsidin,  for  example,  was  only  5% 
as  active  as  jiorcine  insulin  using  lymphocytes 
and  rat  liver  membrane.  Using  human  lympho- 
cytes, the  human  immunoreactive  insulin-like 
substance  reacted  to  show  about  the  same 


sirengih  as  porcine  insulin  per  immunoreactive 
unit;  pro-insidin  like  substances  were  only  15% 
as  reactive.  Ciavin  el  al  state  that  the  radio- 
receptor asstiy  is  easier  to  jjerform  than  standard 
bio-assay  tests  for  insulin. 

In  iinother  study,  Megyesi,  Kahn,  Roth  and 
Gorden  reported  on  Circulating  N.SILA-.S  in 
man.  (Journal  Clinical  Endocrinology  ;nul  Me- 
tabolism, Volume  41,  Page  475,  .Septemlier,  1975). 
Ehere  is  ;t  peptide  ctilled  N.SILA-S  meaning  non- 
suppressible  insulin-like  activity  soluble  in  acid 
ethanol.  4 he  interesting  thing  is  that  this  sub- 
stance hicks  insulin  immunoreactivity  yet  it  h:is 
insnlin-like  biologic  activity:  it  is  not  insulin. 
.Megyesi  has  lound  rat  liver  has  two  sets  of  re- 
ceptors: one  lor  insulin  and  one  for  N.SILA. 
I hey  developetl  a technique  for  measuring 
N.S1L..\  by  radio-receptor  assay.  Using  this  a.ssay 
technitpie,  the  authors  fountl  that  N.SIL.V  was 
elevated  in  tumors  that  produced  hypoglycemia 
and  j:)regnancy;  it  is  low  anorexia  nervosa  and 
hypopitnitarism. 

An  interesting  use  of  the  insulin  receptor  test 
is  leported  in  a further  study  entitled  “Insulin 
Receptor  Deficiency  In  Genetic  and  Acquired 
Obesity”  by  .Soli,  Nevill  and  Roth  in  the  Ameri- 
c;ni  Journal  of  Medicine  (Volume  5b,  Page  7b9, 
October,  1975).  Obese  mice  w’ere  used  as  they 
react  in  a similar  metabolic  manner  to  humans. 
The  authors  found  that  obese  mice  have  a de- 
ficiency of  insulin  receptors  on  liver  cells,  hit 
cells,  and  lymphocytes.  This  occurs  in  both  ac- 
([iiiied  anti  genetic  obesity;  this,  of  cour.se,  is  as- 
sociatetl  with  hyperinsulinemia.  Of  great  im- 
portance is  the  fact  that  when  the  animal  was 
fasted,  the  number  of  receptors  increasetl  and 
the  circidating  insulin  decreased.  Wdien  Exoge- 
nous Insulin  was  given  to  fasting  animals,  the 
insulin  receptors  tlid  not  increa.se.  .Soil  et  al 
conclude  that  in  obesity  there  is  invariably  de- 
tieaseil  binding. 

4 he  study  of  the  surface  of  cells  offers  many 
new  insights  into  identification  and  function  of 
the  cells  — especially  interesting  in  the  u.se  of 
the  scanning  micro.scope  and  the  radioreceptor 
a.ssay. 


ANSWER  — Electrocardiogram  of  the  Month 

ECG  shows  marked  right  axis  deviation  and  primary  R 
wave  in  lead  V,  indicating  right  ventricular  hypertrophy. 
Cardiac  catheterization  revealed  a ventricular  septal  de* 
feet  with  irreversible  pulmonary  hypertension. 
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THE  MONTH  IN  WASHINGTON 

()p{X)sition  to  the  Administration’s  proposals 
to  change  Medicare  appears  to  be  almost  uni- 
versal on  Capitol  Hill.  The  American  Medical 
Association,  the  American  Hospital  Association, 
the  AFL-CIO,  the  National  Council  of  Senior 
Citizens  are  among  many  frequently  crossed 
organizations  that  have  joined  in  assailing  the 
President’s  proposal. 

The  Administration  has  asked  Congress  to  aj> 
prove  a new  catastrophic  benefit  for  Medicare 
coupled  with  mtich  higher  cost-sharing,  to  im- 
pose percentage  “caps  ” on  Medicare  reimburse- 
ment for  hospitals  and  physicians,  and  to  change 
Medicaid  into  a block  grant  program  for  the 
states. 

The  House  Ways  and  Means  Health  Subcom- 
mittee, headed  by  Rep.  Dan  Rostenkowski  (D.- 
111.),  chaired  three  days  of  hearings  as  the  Ford 
prof)Osal  was  intended  to  take  effect  in  March 
and  Congressional  approval  was  necessary.  Any 
illusions  the  Administration  may  have  enter- 
tained that  some  important  supjx>rt  might  sur- 
face for  the  Medicare  plan  were  swiftly  dispelled 
by  the  parade  of  hostile  witnesses. 

Rostenkowski  chided  the  Administration  for 
seeking  early  enactment  wdthout  being  able  to 
provide  Congress  with  a legislative  proposal  by 
the  time  hearings  started.  From  the  tone  of 
Rostenkowski  and  other  .Subcommittee  memlters 
in  their  questioning,  there  seems  little  chance  of 
the  proposal  getting  anywhere. 

Raymond  T.  Holden,  M.D.,  Chairman  of  the 
AMA’s  Board  of  Trustees,  said  “The  proposed 
changes  w'oidd  not  only  be  impractical,  but 
would  also  be  inherently  unfair  to  all  parties 
concerned.  Unfortunately,  the  unfairness  would 
be  especially  hard  upon  the  beneficiaries  of  the 
Medicare  program.’’ 

Discussing  the  proposed  four  percent  limita- 
tion in  1977  on  increa.ses  in  Medicare  physician 
reimbursement,  Dr.  Holden  said  “We  must  point 
out  unequivocally  that  the  percentages  proposed 
are  wholly  unrealistic.  The  proposal  ignores  the 


realities  occurring  in  otir  economy  throughout 
the  country.  Moreover,  inflationary  conditions 
existing  generally  in  our  economy  cannot  justifi- 
ably be  the  basis  for  imposition  of  arbitrary  and 
discriminatory  ceilings  on  a single  segment  of 
the  economy. 

“To  impose  such  arbitrary  limits  on  only  one 
segment  of  the  economy  and  then  to  expect  a 
continuation  of  beneficiary  satisfaction  for  hav- 
ing benefits  paid  by  Medicare  (as  promised  by 
the  program)  is  naive.  The  health  care  sector  of 
our  society  cannot  operate  in  a vacuum.  It  is 
subject  to  the  same  costs  of  living  and  costs  of 
doing  business  as  is  any  other  segment  of  society. 
It  cannot  be  expected  to  provide  high  quality 
care  wdiile  having  reimbursement  limited  to  un- 
realistic levels.” 

The  AMA  Chairman  told  the  .Subcommittee 
the  projX)sed  limitations  on  increases  in  charges 
are  in  reality  a response  to  a problem  aeated  in 
large  measure  by  government  itself.  “Providers 
and  physicians  cannot  be  subject  to  ever  inaeas- 
ing  regidations  and  requirements  . . . and  yet 
be  expected  to  keep  charges  at  less  than  cost 
levels.  These  special  requirements  are  on  top 
of  the  inflationary  problems  faced  by  them  along 
with  everyone  else.” 

Dr.  Holden  noted  that  both  physicians  and 
hospitals  also  “are  experiencing  highly  unusual 
expenses  relative  to  professional  liability  insur- 
ance.” 

“If  the  limitations  w’ere  imposed,  some  health 
facilities  could  face  bankruptcy,”  Dr.  Holden 
said.  “The  patient  wall  pay  more,  and  the  fed- 
eral government  wall  again  have  promised  a 
broad  program  tvhile  seeking  to  limit  payment 
for  the  care  recei\'ed.  Under  the  guise  of  holding 
down  costs  to  the  federal  go^'ernment,  the  costs 
would,  in  fact,  be  increased  to  patients.  The 
federal  government  must  realize  that  once  a pro- 
oram  is  leojislated  the  service  does  not  become 
free.  But  that,  as  wath  services  generally,  pay- 
ment must  Ise  provided.  In  this  instance  we  be- 
lieve that  it  is  unconscionable  on  the  part  of  the 
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Aclniinistratioii  lo  sliili  costs  to  the  beneliciary 
utuler  the  pretense  ol  tiyiii”  to  limit  tlie  costs  ol 
the  program  to  tlie  lederal  government.  ' 

The  proposals  cieating  the  lonr  and  seven 
percent  (on  hospitals)  limitations  “are  clearly 
discriminatory  and  arbitrary,”  he  said.  “ They 
should  lie  rejected  summarily.  Pliysicians  liave 
already  Iteen  stdijected  to  nnrea.sonal)le  and  arbi- 
trary controls.  First  the  <S3rd  percentile  iormnla, 
then  the  various  pliases  under  price  controls,  and 
now  the  75th  percentile  which  itsell  is  controlled 
by  an  arbitrary  economic  index. 

“I’hese  inecpnties  are  ftirther  magnilied  by  the 
unrealistic  Medicare  practice  which  bases  cnr- 
rent  payments  upon  data  almost  two  years  old. 
Wdiile  physicians  have  accepted  their  responsi- 
bility in  meeting  the  needs  of  the  elderly,  it  is 
time  for  the  government  to  meet  its  responsibil- 
ity of  fulfilling  the  commitment  it  made  to  the 
elderly  under  Medicare.” 

Bert  Seidman,  Director  of  the  AFL-CIO’s 
.Social  Security  Dej>artment,  said  Labor  was  “dis- 
mayed” by  the  Administration’s  recommenda- 
tions, which  he  declared  would  “create  a most 
serious  barrier  to  health  care  for  tlie  elderly.” 
Seidman  argued  that  the  proposed  reimburse- 
ment controls  on  hospitals  and  physicians  would 
simply  shift  the  financial  load  to  non-Medicare 
patients  in  hospitals  and  resnlt  in  fewer  physi- 
cians accepting  assignment. 

# # * * 

1 he  sounds  of  a catastrophic-only  national 
health  insurance  ]>lan  for  this  year  still  reverber- 
ate through  .Senate  halls. 

Senate  Majority  Leader  Mike  Mansfield 
(.Mont.)  and  Repnblican  Leader  Hugh  Scott  (Pa.) 
recently  agreed  during  a joint  television  appear- 
ance on  backing  catastrophic  and  on  predicting 
it  has  a good  chance  of  clearing  CongTe.ss  this 
)ear. 

Chief  Congressional  sponsor  of  a catastrophic- 
oriented  plan  — Sen.  Rus.sell  Long  (D.-La.)  — said 
in  a separate  appearance  that  he  believes  Con- 
gress will  approve  his  bill  this  session.  Congre.ss 
will  go  beyond  what  President  F"ord  recom- 
mended in  the  way  of  catastrophic  benefits  for 
Medicare  beneficiaries,  Long  said,  and  extend 
the  concept  to  all  Americans.  The  Chairman  of 
the  Senate  Finance  Committee  said  that  for  the 
average  working  man  with  a long  siege  of  illness 


and  very  higli  medical  expenses  “we  aie  going 
lo  provide  some  help  for  him,  loo.” 

* * * * 

1 he  .\dministralion  has  lold  Congress  it  won't 
pro|)ose  a national  health  insurance  (NIII)  pro- 
gram uinil  the  economy  brightens.  However, 
Health,  Education  and  WTIlare  Secretary  David 
Mathews  has  conceded  the  plan  — when  sub- 
mitted—will  be  close  to  the  Nixon  Administra- 
tion's so-called  CiHlP  plan  mandating  compre- 
hensive private  health  insurance  coverage  to  be 
offered  by  employers. 

Mathews  apjieared  before  the  House  Com- 
merce Subcommittee  on  Health  as  it  opened  the 
1976  hearings  on  NHI.  Finder  cpiestioning  from 
Subcommittee  Chairman  Paul  Rogers  (D.-Fla.) 
Mathew's  said  CHIP  remains  the  basic  Adminis- 
tration NHI  plan  and  that  proposing  it  “is  a 
matter  of  timing.” 

# * # # 

A Senate  report  charges  that  some  clinical 
laboratories  involved  in  Medicaid  have  ojjerated 
on  a kickback  basis  with  physicians  and  clinics. 

Chairman  Frank  Moss  (D.-FItah)  of  the  Senate 
Special  Committee  on  Aging  said  the  re}X)rt  “con- 
cludes that,  at  least  in  the  states  which  came 
under  investigation,  kickbacks  are  widespread 
among  labs  specializing  in  Medicaid  busine,ss. 
In  fact,  it  appears  necessary  to  give  a kickback 
to  secure  the  business  of  physicians  or  clinics  who 
specialize  in  the  treatment  of  welfare  patients.” 

1 he  report  focussed  on  Illinois.  Other  states 
mentionetl  were  New  York,  New  Jersey,  Michi- 
gan, California  and  Pennsylvania. 

A staff  witness  told  the  Committee  at  a hear- 
ing that  the  staff  estimates  that  at  least  .S45 
million  of  the  S213  million  Medicare-.Medicaid 
payments  to  clinical  laboratories  is  either  fraudu- 
lent or  unnece.ssary.  Average  kickback  was  36 
percent  of  the  lab's  charge,  the  repoi  t estimated. 

1 he  report  says  a small  number  of  labs  control 
the  Medicaid  business  in  the  involved  states.  In 
New  York,  according  to  the  report,  17  facilities 
control  70  percent  of  the  Medicaid  business;  in 
New  Jersey,  12  labs  control  nearly  60  ]>ercent  of 
Medicaid  payments;  in  Illinois,  26  labs  handle 
over  90  jierceiu  of  the  volume. 

In  respon.se  to  nnmerous  press  cpieries  gen- 
erated by  the  Committee's  report  including  a 
filmed  version  of  the  charges  cariied  nationally 
by  CB.S’s  program  “.Sixty  Minutes,”  Max  H. 
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Parrott,  M.I).,  AMA  President,  made  the  follow- 
ing statement: 

“I  wonld  remind  physicians  and  tlie  public 
alike  that  the  AMA  Code  of  Ethics  is  very  clear 
on  tlie  matter  of  lalroratory  charges. 

The  pliysician's  ethical  responsibility  is  to 
provide  his  patients  with  high  cpiality  services. 
As  a professional  man,  the  physician  is  entitled 
to  fair  compensation  for  his  services.  Bnt  he  is 
not  engaged  in  a commercial  enterprise  and  he 
shoidd  not  make  a markup,  commission  or  profit 
on  the  services  rendered  by  others. 

if  after  due  process  a physician  is  found  to 
have  violated  the  Code  of  Ethics  in  this  or  any 
other  respect,  he  is  fidly  lialrle  for  whatever  pro- 
fessional jtenalties  may  be  imposed,  in  addition 
to  whatever  penalties  may  be  imposed  by  law." 

# * * * 

Staff  of  the  House  Commerce  Health  Subcom- 
mittee has  prepared  a discursive  dictionary  de- 
signed to  steer  lawmakers  through  the  maze  of 
terms  — medical,  legal,  and  federal  — involved  in 
an  intellioent  discussion  of  national  healtli  in- 

O 

small  e. 

Ehe  lS3-page  document  also  will  help  physi- 
cians who  liave  dealings  with  the  federal  govern- 
ment and  Congress.  It  contains  concise  defini- 
tions of  most  of  the  pertinent  legal  and  govern- 
mental terms  and  acronyms  (“aljthabet  soup  ex- 
panded") flavored  with  a touch  of  whimsy. 

Illustrations  range  from  a drawing  of  the  lower 
intestines  (see  borborygmus)  to  a handsome  full- 
page  sketch  of  andreas  vesalius  and  a two-page 
biography  ("a  wonderful  man"). 

In  an  introduction,  .Subcommittee  Chairman 
Paid  Rogers  (I).-Ela.)  said  the  developing  debate 
on  NHI  ("a  term  not  yet  defined  in  the  Ebiited 
States”)  employs  a “bewildering  array  of  new 
and  unfamiliar  terms."  He  descrilted  the  di.s- 
cursive  dictionary  as  “the  first  reasonably  com- 
plete dictionary  of  terms  relevant  to  the  con- 
sideration of  NHI  and  health  care  available." 

Skipping  through  tlie  document  one  finds 
definitions  of  suclt  terms  as  triage,  trolley  car 
policy  (benefit  for  injuries  only  when  hit  by  a 
trolley  car),  slip  law,  respondeat  superior  (em- 
ployers liability  for  malpractice  of  an  employee), 
ping-ponging  (passing  patients  from  one  physi- 
cian to  another),  halo  effect,  gork,  chainside  and 
Itackdoor  authority. 


A typical  definition  — legislative  history: 

T he  written  record  of  the  writing  of  an  act 
of  Congress.  It  may  be  used  in  writing  rides  or 
by  courts  in  interpreting  tlie  law  to  ascertain  or 
detail  the  intent  of  the  Congress  if  the  act  is 
ambiguous  or  lacking  in  detail.  The  legislative 
history  is  listed  in  the  slip  law  (final  version)  and 
consists  of  the  House,  .Senate  and  conference  re- 
ports (if  any),  and  the  House  and  Senate  floor 
debates  on  the  law.  The  history,  particularly  the 
committee  reports,  often  contains  the  only  avail- 
able complete  explanation  of  the  meaning  and 
intent  of  the  law. 

Put  together  by  Lee  Hyde,  M.D.,  professional 
staff  member  of  the  Commerce  Elealth  Subcom- 
mittee, the  dictionary  is  available  in  limited 
ipiantities  on  written  reipiest  to:  (Please  enclose 
a self-addresseil  envelope) 

Interstate  and  Eoreign  Commerce  Committee 

2125  Rayburn  House  Office  Building 

"Whishington,  1).  C.  20515 

* * * * 

Ehe  Health,  Education  and  ^Velfare  Depart- 
ment has  been  accused  of  attempting  a shocking 
invasion  of  privacy  in  jaroposing  to  collect  social 
securit)  number  identification  of  hospitalized 
patients  and  their  physicians. 

I'he  AM.\  told  HEW  that  “In  this  age  of  great 
concern  over  the  right  of  privacy  on  the  part  of 
all  citizens  in  our  country,  we  are  shocked  that 
a federal  department  would  now  formally  pro- 
pose to  establish  a mechani.sm  by  which  most 
physicians  and  every  hospitalized  Medicare, 
iMedicaid,  and  Title  V recepient  could  be  classi- 
fied, identified,  matched,  compared,  reviewed 
and  computerized  with  the  impersonal  ea.se  of 
electronic  machines.” 

The  social  security  information  would  be  part 
of  the  data  collected  by  the  Department  for  Uni- 
form Hospital  Discharge  Abstract  (UHDA)  for 
federal  medical  programs.  Purpose  is  to  gather 
and  coordinate  statistical  information  which  also 
could  be  used  by  planning  bodies,  accrediting 
organizations,  hospitals,  and  private  third-party 
payors. 

I he  form  would  require  the  names  of  patient 
and  attending  physician  and  operating  physician 
as  well  as  their  social  security  numbers. 

I'he  AMA  noted  in  a formal  comment  that 
such  use  of  social  security  numbers  as  universal 
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idciitiliers  has  been  eritiei/ecl  both  l)y  Clon^ress 
and  HK\V  in  the  past  as  a signilicant  threat  to 
peoples’  riglit  of  [jiivaey. 

“d’here  is  well  lonndcd  reason  to  le;n  that  uni- 
versal identifiers  might  l)e  potentiallv  available 
lor  abuse,"  the  AM  A said.  “If,  for  example,  each 
individual  is  identified  in  all  of  his  activities  by 
a single  nmnber  and  his  activities  are  tabulated 
in  a nmnber  of  different  recoid  systems,  all  com- 


puteri/ed,  the  univeistd  iilentifier  teiuls  to  eiode 
the  l)ariieis  between  infoiination  systems.  The 
fact  tliat  the  social  security  number  is  aheady  in 
sudi  use  makes  any  further  encouragement  lot  its 
use  ;is  contemplated  by  the  proposed  U11I),\, 
liighly  dangerous.” 

t he  new  telcplionc  munl)er  tor  the  t'niversity  of 
Aikansas  Clollege  of  Medicine  is; 

(it)  I -5(100 


THINGS 


TO 

COME 


Aldersgate  Medical  Camps 

Children  with  medical  or  orthopedic  prob- 
lems who  may  not  be  able  to  attend  a regular 
summer  camp  are  eligible  for  Aldersgate  Med- 
ical Camps.  The  tlates  for  1976  are:  General 
.\redical  Camp,  June  14-19;  Diabetic  Camp, 
[line  21-26;  Orthopedic  Camp,  June  28- July  3. 

Many  ty|>es  of  medical  proitlems  can  be  ac- 
cepted. All  patients  referred  by  physicians  are 
accepted  so  long  as  space  is  available  on  a first- 
come,  first-servetl  basis.  A medical  committee 
will  review  the  applications  which  may  be  ob- 
tained by  writing  Aldersgate  Metlical  Camps, 
2900  Aldersgate  Road,  Little  Rock,  Arkansas 
72205  (telephone  225-1104).  .Some  scholarships 
are  available,  depending  on  the  amount  of  do- 
nations. Tax  deductible  contrilmlions  for  the 
scholarships  may  Ire  made  diiectly  to  the  camp 
at  the  above  adtlress. 

.-Mdersgate  Medical  Camps  are  sponsored  by 
Arkansas  Pediatricians  and  have  been  endorsed 
by  the  Arkansas  Medical  Society. 


Refresher  Course  To  Be  Presented 

Ihe  Department  of  Radiolog7  and  the  A. 
WTbb  Roberts  Center  for  Continuing  Medical 
Education  of  the  University  of  I’exas  Health 
Science  Center  are  sponsoring  a two  and  one- 
half  day  course  entitled  “Refresher  Course  in 
Gastrointestinal  Radiology”  to  be  presented  Oc- 


tober 29-31,  1976,  at  the  Fairmont  Hotel  in 
Dallas,  Texas. 

Ihe  course  meets  the  criteria  for  eighteen 
liours  of  credit  in  Category  1 for  the  Physician's 
Recognition  Award  of  the  American  Medical 
.\ssociation.  For  further  information  regarding 
the  coimse  contact;  Robert  N.  Berk,  M.D.,  De- 
partment of  Radiology,  Parkland  Memorial  Hos- 
pital, 5201  Harry  Hines  Bonlevard,  Dallas,  Texas 
75235. 


o 

OBITUARY 

Dr.  Holden  C.  McCraney 

Dr.  Holden  C.  McCraney  of  Foi  t Smith  died 
March  31,  1976,  at  the  age  of  lifty-seven.  He  was 
born  on  January  16,  1919. 

Dr.  McCraney  was  a graduate  of  Louisiana 
State  Ibiiversity  and  of  the  University  of  Chicago 
.\fedical  School. 

Dr.  McCraney  wars  a member  of  the  Sebastian 
County  Medical  Society,  the  Arkansas  Medical 
Society,  the  AMA,  American  Academy  of  Derma- 
tology, Southern  Medical  .Vssociation,  Arkansas 
Dermatological  Society,  and  the  Oklahoma 
Dermatological  Society. 

Survivors  include  his  widow,  Mrs.  Marie  Mc- 
Ciraney,  three  daughters  anil  a son. 
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Physician  Named  Director 

Dr.  janies  A.  Liiulsey  of  Malvern  was  recently 
named  director  of  the  family  practice  residency 
program  at  the  Area  Health  Education  Center 
in  Pine  Bluff,  d’he  program  is  designed  to  at- 
tract young  physicians  into  practice  in  less 
densely  pojmlated  areas  of  the  state  and  to  train 
them  in  community  hospitals  outside  the  Little 
Rock  area.  Dr.  Lindsey  was  also  appointed  as- 
sistant profe.ssor  in  the  Family  and  Community 
Medicine  Department  of  the  University  of  Ar- 
kansas for  Medical  Sciences. 

Doctors  Named  To  Hospital  Board 

Drs.  Bernard  Capes,  C.  P.  McCarty  and 
Hei  shel  Oldham  are  now  members  of  the  Board 
of  Directors  of  the  Helena  Hospital  Association. 
Dr.  Ca|3es,  Past  Chief  of  Staff,  will  seive  for  one 
year;  Dr.  McCarty,  Chief  of  Staff,  will  serve  two 
years,  and  Dr.  Oldham,  Chief  of  Staff-elect,  will 
sei  ve  for  three  years. 

Physicians  Pass  Board  Examinations 

Dr.  Michael  Reese  of  Rogers  and  Dr.  E.  N. 
McCollum  of  Decatur  recently  passed  the  board 
examinations  of  their  resjrective  medical  spe- 
cialty societies.  Dr.  Reese  is  an  otolaryngologist 
and  Dr.  McCollum  is  a family  physician. 

Dr.  Crow  On  Tech  Board 

Dr.  Neil  Crow  of  Fort  Smith  was  recently 
named  vice  chairman  of  the  Board  of  Trustees 
of  Arkansas  Polytechnic  College  at  Russellville. 

Dr.  Landrum  Receives  Award 

Dr.  Samuel  Landrum,  a general  surgeon  in 
Fort  Smith,  was  named  recipient  of  the  1975 
'Lratmia  Achievement  Award  at  the  annual  meet- 
ing of  the  American  College  of  Surgeons  Com- 
mittee on  Lrauma  held  at  Tampa,  Florida. 

Physician  Gives  Speech 

Dr.  William  D.  White  of  Searcy  recently  spoke 
to  the  Searcy  Optimist  Club  on  the  relationships 
between  stress  and  strain  ujron  the  hotly,  and  the 
way  that  psychosomatic  illnesses  afflict  many 
people.  Dr.  White  practices  internal  medicine 
in  Searcy  and  is  also  a visiting  professor  at  Hard- 
ing College,  teaching  a course  in  behavioral 
disorders. 


Committee  Organized 

Dr.  }im  Lytle  of  Batesville  was  recently  elected 
chairman  of  a newly  formed  committee  in  Bates- 
ville to  secure  additional  physicians  for  the  area. 
The  organization  is  called  the  Batesville  Area 
Search  Committee.  Dr.  Lackey  Gene  Moody, 
also  of  Batesville,  was  named  vice  chairman.  Dr. 
Froy  Raney  of  Cave  City  represents  his  towm  on 
the  newly  formed  committee. 

Address  Correction 

Dr.  Jan  T.  I’urley,  a urologist  in  Rogers,  was 
incorrectly  reported  to  be  located  at  601  West 
Whdnut  in  Rogers  in  the  iNfarch  1976  issue  of 
the  Journal.  His  correct  address  is  1217  West 
Walnut,  Rogers. 

Physician  Presents  Paper 

Dr.  W.  E.  Knight  of  Fort  Smith  was  on  the 
guest  faculty  at  the  Fourteenth  Annual  Ortho- 
paedic and  Rehabilitation  Seminar  at  Des 
Moines,  Iowa,  April  9th  and  10th.  Dr.  Knight 
presented  a paper  entitled  “The  Use  of  Anti- 
biotic  Impregnated  Bone  Cement  in  Total  Joint 
Replacement,”  which  was  written  by  Dr.  Knight 
and  Dr.  James  W.  Long,  also  of  Fort  Smith. 

Roman's 


Sebastian  County  Auxiliary 

d'he  Sebastian  County  Auxiliary  celebrated 
Doctor's  Day  March  27,  by  sponsoring  a river- 
boat  romp.  The  women  of  the  atixiliary  treated 
the  doctors  to  a night  of  dancing,  gambling, 
auctioning,  and  a real  southern  meal  on  board 
a riverboat. 

Also  in  connection  with  their  Bicentennial 
Doctor's  Day  project,  the  Sebastian  County  Aux- 
iliary put  together  displays  of  Sebastian  County 
physicians,  which  were  exhiltited  at  the  Fort 
Smith  Art  Center  from  March  28  through  April 
11. 
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COUNCIL  MINUTES  OF  THE 
ARKANSAS  MEDICAL  SOCIETY 


'I'he  Council  of  llic  Arkansas  Medical  Society 
met  at  12:00  noon  on  Sunday,  March  14,  1970, 
ill  the  Sheraton  Hotel,  Little  Rock.  Present  were: 
Long',  rownsend,  Koenig,  Shnffield.  Kirkley, 
P.  Ciray,  J.  Bell,  P.  Bell,  Inman,  Irwin,  Jameson, 
Moore,  Harris,  Andrews,  Kolb,  On,  Henry, 
Kirby,  Whatson,  Purcell  Smith,  Edgar  Easley, 
George  Mitchell,  d homas  Bruce,  Thomas  Bell, 
Mahlon  Maris,  Congressman  John  Paid  Hani- 
merschniidt,  Mr.  Harris,  Mr.  Warren,  Mr.  Schae- 
fer, Miss  Richmond,  and  Mr.  McIntosh. 

The  Council  transacted  business  as  follows: 


1.  Chairman  I,ong  advised  the  Council  that 
the  projxtsed  constitutional  amendment  on 
malpractice  has  been  designated  Amend- 
ment #58  and  that  members  should  begin 
using  that  identification  in  commnnications 
with  patients. 

2.  The  Council  approved  actions  of  the  Execu- 
tive Committee  on  Eebrnary  5,  1976,  as  fol- 
lows: 

(A)  Decided  against  participation  in  a hear- 
ing before  the  Commissioner  of  the  Ar- 
kansas Department  of  Social  and  Re- 
habilitative Services  on  the  proposed 
implementation  of  the  Maxininm  Al- 
lowable Cost  regulations  for  drugs 
under  the  Medicaid  Program. 

(B)  Decided  against  participation  with  the 
Pharmaceutical  Association  in  a court 
test  of  the  Maximum  Allowable  Cost 
regulations. 

3.  Llpon  the  motion  of  Orr,  the  Council  voted 
not  to  pay  Medical  Society  representatives 
for  attendance  at  meetings  of  the  Health 
System  Agencies. 

4.  The  Council  approved,  by  motion  of  An- 
drews, participation  in  a Sonthwestern  States 
Reception  at  the  .\MA  meeting  in  Dallas  in 
June  1976. 

5.  Upon  the  motion  of  Shnffield,  the  Council 


voteil  to  anlhori/e  jireseniaiion  of  a certili- 
catc  of  appreciation  to  Dr.  .\lfrcd  Kahn  lor 
his  many  years  of  service  as  editor  of  the 
Journal  of  the  Society. 

f).  I lie  Coniuil  appro\ed  the  annual  re|)ort  of 
audit  of  the  Society  records,  upon  motion  of 
Kirkley. 

7.  The  Conned  approved  recommendations  on 
np-dating  Coniuil  committees  as  presented 
by  Chairman  Long: 

(.\)  Elimination  of  the  Student  .\M.\  Liai- 
son Committee,  Senior  Medical  Day 
Committee,  and  the  Arkansas  State  Ad- 
visory Committee  to  the  Selective  Serv- 
ice System. 

(B)  Change  membership  on  four  commit- 
tees to  the  following: 

Physician-Nnrse  Joint  Practice 

Committee: 

Robert  Watson,  Little  Rock, 
Chainnan 

Charles  E.  Tonnney,  fd  Dorado 
Jerry  Holton,  Little  Rock 
Guy  R.  Earris,  Little  Rock 
Committee  on  Constitutional  Revision: 
A.  S.  Koenig,  Jr.,  Eort  Smith, 
Chairman 

W^illiam  S.  Orr,  Little  Rock 
Nathan  Poff,  Heber  Springs 
Whirren  Murry,  Eayetteville 
Medical  School  Committee: 

Asa  Crow,  Paragonld,  Chairman 
Kemal  Kntait,  EMi  t Smith 
Boyce  WTst,  Clarksville 
James  L.  Gardner,  Hot  Springs 
Max  G.  Cheney,  Moniitain  Home 
Committee  on  Pharmacy: 

Kelsy  Caplinger,  Little  Rock, 
Chairman 

John  W.  4'rieschmann,  Hot  Springs 

(C)  Review  by  district  councilors  and  rec- 
ommendation to  the  Council  at  the 
Annual  Session  regarding  any  changes 
in  Professional  Relations  Committees. 

8.  Dean  Brnce  discussed  briefly  the  Eamily 
Practice  Program  at  the  Medical  School  re- 
porting that  a great  many  more  medical  stu- 
dents were  going  into  general  practice.  Ar- 
kansas is  among  the  leaders  in  nnmber  of 
stntlents  entering  Eamily  Practice  programs. 

9.  Congressman  John  Paul  Hammerschmidt 
discns.sed  the  legislative  proposal  spotisoretl 
by  him.  Congressman  I'liornton  and  Con- 
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gressinan  Alexander.  The  proposed  bill  was 
tlrafted  as  an  alternative  to  the  payment  of 
Metlicare  fees  on  the  basis  of  tisnal,  ctistoin- 
ary  and  rea.sonable  charges  for  five  areas  of 
the  State.  Ciongressman  Hammerschmidt 
asked  for  comments  from  the  Council.  Sev- 
eral (piestions  on  intent  of  the  legislation 
were  presented  by  members  of  the  Cotmcil. 
Congressman  Hammerschmidt  told  the 
Council  he  would  consult  with  House  com- 
mittees' staff  ])eo})le  and  others  with  ex- 
pertise in  the  matter  on  modification  of  the 
proposal. 

10.  Mr.  Schaefer  recommended  that  Leah  Rich- 
mond’s title  be  changed  to  Associate  Execu- 
tive Vhce  President  and  that  the  title  for 
John  Ml  Intosh  he  changed  to  Assistant  Ex- 
ectitive  \'ice  President.  E^pon  the  motion  of 
kirkley,  the  Council  so  voted. 

11.  The  Council  considered  a proposed  revision 
of  the  Arkansas  Medical  Society  Employees’ 
Pension  Trust  Plan  to  bring  the  plan  into 
conformance  with  the  requirements  of  the 
Employee  Retirement  Income  Security  Act 
of  1974  (ERISA).  Ehe  plan  calls  for  em- 
ployee eligil)ility  on  first  semi-annual  anni- 
versary dale  after  completion  of  twelve 
months  service.  Ehe  Council  approved  the 
proposed  plan  with  the  provision  that,  if 
possible  iiiuler  ERISA,  the  wailing  pcriotl 
for  eligihility  be  left  to  the  discretion  of 
the  plan  trustees.  Motion  for  approval  was 
by  Orr. 

12.  Chairman  Long  rejxirted  to  the  Council 
that  the  Executise  Committee  had  met  at 
9:00  a.m.  on  the  morning  of  the  14th  to  con- 
sider the  Society's  plan  for  an  educational 
campaign  on  getting  the  people  of  the  State 
to  support  Proposed  Constitutional  Amend- 
ment #58,  the  “malpractice  amendment." 
Mr.  Schaefer  briefly  outlined  for  the  Coun- 
cil the  proposed  jtlan,  which  is  basetl  on  a 
one-to-one  personal  contact  approach.  'Ehe 
campaign  is  to  be  conducted  by  the  heatl- 
quarters  stall  and  members  of  the  Medical 
Society.  Upon  motion  of  Gray,  the  Council 
approved  the  propo,sed  plan. 

The  Council  went  into  Executive  Session  with 

President  Townsend  presiding; 

Mr.  Schaefer  advised  the  Council  that  he 

■would  reach  retirement  age  in  July  and  pro- 


posed that  he  retire  from  his  position  as  execu- 
tive vice  president  effective  August  1,  1976.  He 
suggestetl  to  the  Council  that  C.  C.  Long,  M.D., 
be  employed  to  fill  the  vacancy  created  by  his 
retirement. 

Orr  expressed  the  deep  appreciation  of  the 
Council  for  the  service  which  Mr.  Schaefer  had 
jterformed  and  moved  that  the  Council  accept 
.Mr.  Schaefer's  proposal  as  presented  with  the 
understanding  that  the  Council  will  use  his  ex- 
pertise for  as  many  years  as  he  will  permit. 

Koenig  spoke  seconding  the  motion  of  Orr, 
mentioning  that  in  his  work  with  the  PSRO  Dr. 
Long  has  demonstrated  a great  deal  of  admin- 
istrative ability  and  that  his  employment  in  the 
position  of  executive  vice  president  has  tre- 
niendons  merit  in  that  he  is  completely  familiar 
tvith  the  operation  of  the  .Society. 

The  Council  voted  approval  of  the  motion 
and  accorded  Mr.  Schaefer  a standing  ovation. 
APPRO\Tl):  C.  C.  Long,  M.D. 

Chairman  of  the  Council 


Dr,  Ronald  R.  Reese 

1 he  Boone  County  Medical  Society  has  added 
the  name  of  Dr.  Ronald  Ree.se  to  its  membership 
roll.  He  is  a native  of  Nashville,  Arkansas. 

Dr.  Reese  attended  the  Ebiiversity  of  Arkan- 
sas at  Eayetteville  and  then  entered  the  Lhii- 
versity  of  Arkansas  School  of  Medicine,  from 
which  he  received  a M.D.  degree  in  1974.  He 
interned  at  the  University  of  Arkansas  Medical 
Cienter.  Dr.  Reese  is  now  a family  practitioner 
at  the  Boone  County  Medical  Center  in  Harri- 
son. 
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Dr.  Joe  M.  Tuilis 

Dr.  Joe  Mitchell  I'ulli.s  has  recently  been  ac- 
cepted for  meinhership  in  the  Baxter  Cionnty 
Medical  Society. 

Dr.  1 idlis  is  a native  ol  Rohstown,  Texas.  He 
received  a B..\.  degree  in  19()3  front  the  Hnivei- 
sity  of  Corpus  Christ i and  a M.D.  degree  in 
]9()9  from  the  University  of  I'exas  Medical 
liianch  at  (ialveston.  Dr.  rnllis  served  in  the 
Ihiited  States  Navy  fiom  1970  to  197.5.  His  resi- 
<lency  in  Radiology  was  served  at  the  Naval  Hos- 
pital in  San  Diego,  California.  He  is  hoard  certi- 
fied by  the  .\inerican  Ciollege  of  Radiology  and 
he  is  practicing  Radiology  at  the  Baxter  County 
Hospital  in  Mountain  Home. 

Dr.  Theodore  J.  Matuga 

rite  Baxter  County  Medical  Society  has  an- 
nounced that  Dr.  Theodore  J.  Matnga  is  a new 
member  of  that  Society. 

Dr.  Matnga  is  a native  of  Chicago,  Illinois.  He 
attended  Loyola  University  and  then  entered 
Loyola  University  Stritch  School  of  Medicine  in 
Chicago  and  was  graduated  in  1968.  His  intern- 
ship was  a rotating  internship  at  Cook  County 
Hospital  and  his  residency  in  Radiology  was  also 
at  Cook  Comity  Hospital.  Dr.  Matnga  was  in 
the  United  States  Army  from  1972  to  1973.  He 
is  now  practicing  Radiology  at  the  Bull  Shoals 
(iommnnity  Hospital  in  Bnll  Shoals. 

Dr.  Thomas  H.  Hollis 

The  Garland  County  Medical  Society  has 
added  the  name  of  Dr.  d’homas  H.  Hollis  to 
its  membership  roll.  He  is  a native  of  Hope, 
Arkansas. 

Dr.  Hollis  was  graduated  from  the  Lbiiversity 
of  .\rkansas  School  of  Medicine  in  1971.  He 
took  his  internship  and  residency  training  at  the 
lbiiversity  of  Arkansas  Family  Practice  Center. 

Dr.  Hollis  is  a family  practitioner  with  Drs.  J. 
Richard  Gardial,  James  L.  Gardner,  Sanford  IL 
Hutson,  111,  and  George  P.  Queen  at  125  Cireen- 
wood  in  Hot  Springs. 

Dr.  Charles  H.  Brown 

Dr.  Charles  Hugh  Brown  has  been  accepted 
for  memliership  in  the  Ouachita  Comity  Medical 
Society.  He  is  a native  of  Heber  Springs,  Arkan- 
sa.s. 

Dr.  Brown  received  his  B.S.  degree  in  1966 
from  the  Lbiiversity  of  Arkansas  and  was  gradu- 
ated from  the  University  of  Arkansas  School  of 


.Medicine  in  1968.  He  interned  at  the  llillcrest 
Medical  Center  in  Lnlsa,  Oklahoma,  and  his 
residency  was  serv'ed  at  the  University  of  Okla- 
homa Health  Sciences  Center.  Dr.  Brown  was 
in  the  United  States  Navy  from  1969  to  1971. 

Dr.  Brown  is  practicing  urology  at  115  Hos- 
jiital  Drive  in  Camden. 

* * * 

1 he  following  are  new  medical  student  mem- 
bers  of  the  Pidaski  Comity  Medical  Society; 
Richard  Earl  Daily 
Edward  Anderson  Gresham 
Danny  E.  Gi  nbbs 


Dr.  John  Stathakis 


W'HEREAS,  the  recent  death  of  John 
Stathakis,  M.D.,  is  noted  with  sincere  sorrow  by 
the  members  ol  the  Pulaski  County  Medical 
Society:  and 

WHEREAS,  Dr.  Stathakis  had  been  a highly 
respected  member  of  this  Society  for  forty  years, 
and  was  held  in  high  esteem  by  this  Society  and 
by  the  Coiiimniiity;  and 

IVHEREAS,  his  dedication  to  the  practice  of 
his  profession  was  of  notable  consideration: 

BE  IL  THEREEORE  RESOLVED:  THAT, 
this  resolution  be  made  a part  of  the  permanent 
records  of  this  Society:  and 

THAT,  a cojiy  of  this  re.sohition  be  sent  to 
Dr.  Stathakis'  family  as  an  expression  of  onr 
sincere  sympathy:  and 

THAI,  a copy  of  this  resolution  be  sent  to 
the  Journal  of  the  Arkansas  Medical  Society  for 
publication. 

By  direction  of  the  Memorial  Committee, 

T.  Duel  Brown,  M.D.,  Chairman 
Henry  Hollenberg 
Robert  Watson,  M.D. 
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WHATEVER 

YOUR 

POLITICS 


VOTE 

ARK-PAC 


A new  political  party? 

Hardly.  The  Arkansas  Medical  Political  Action  Committee  is  a 
voluntary  non-profit,  unincorporated  group  whose  membership  is 
open  to  all  physicians,  their  spouses,  and  other  interested  people. 

Ark-Pac  encourages  its  members  to  work  actively  for  good  govern- 
ment through  the  established  political  party  of  their  choice,  but 
Ark-Pac’s  material  resources  may  be  concentrated  for  the  bene- 
fit of  worthy  candidates  from  either  party,  thus  reinforcing  our 
efforts  toward  the  basic  objective  — - electing  the  best  possible 
public  representation. 

Ark-Pac  is  your  opportunity  to  join  a winning  team. 

The  time  is  now ! Send  your  dues  payment.  Help  Ark-Pac  prepare 
for  the  next  elections.  Ark-Pac  achieves  bigness  by  transforming 
small  individual  contributions,  which  might  otherwise  go  un- 
noticed, into  a concerted  political  force. 

Ark-Pac  dues  are  $25  for  physicians,  $10  for  the  spouse,  or  $99 
for  sustaining  membership.  Checks  may  be  forwarded  to  Ark- 
Pac,  Post  Office  Box  1208,  Fort  Smith,  Arkansas  72901. 

A copy  of  our  report  filed  with  the  appropriate  supervisory  officer  is  available  for  purchase  from: 

SUPERINTENDENT  OF  DOCUMENTS 

UNITED  STATES  GOVERNMENT  PRINTING  OFFICE 

WASHINGTON,  D.  C.  20402 


If’ 

I 


U. 

. I 


■m' 


f 


'^^'1 . ..  '* 


I 


i ' ■ 


THE  LIBRARY 

UNIVERSITY  OF  CALIFORNIA 
San  Francisco 

THIS  BOOK  IS  DUE  ON  THE  LAST  DATE  STAMPED  BELOW 


7 DAY  LOAN 


returned 


7 day 


'v  DAY 


\S!l 


J 


i;  " i iS77 


RETURNED 

jul2Jj1977 

7 DAY 


returned 

• 

^*^UUI  ibl/7 

7 u^r 

APk  .-.<3 

Returned 

APP  U ia;8 

low— ( 

5,’73(E176884)4315-A33-9 

